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Mr Paul Hylton 
Assistant Registrar 
General Medical Council 
2"d Floor, Regents Place 
350_.('Jston Road 
Lonaon 
NW1 3JN 

251
h November 04 

Dear Mr Hylton 

RE: Or Jane Barton 

Primary Care Trust 

Unit 180, Fareham Reach 
166 Fareham Road 

Gosport 
P013 OFH 

Tel: 01329 233447 
Fax: 01329 234984 

Direct Liner·c-·-·-·-·-·d-·-·-·-·-·A-·-·-·: 
Direct Fax:! 0 e ! 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

I have met with Or Barton on three occasions since October 2002 in order to examine the 
prescribing data supplied by the Prescription Pricing Authority (PPA). At our last meeting, we 
looked at the data for benzodiazepine and opiate prescribing from October 2002 until August 
2004. The PPA records prescribing data according to the named GP on the bottom of the 
prescription form NOT the GP signing the form. Consequently, a number of prescriptions were 
attributed to Or Barton, which had been initiated by another partner. Dr Barton has agreed to 
take certain actions, following our last meeting, the details of which are included in the report. 

I am enclosing copjes ·.1f the PPA data, together with graphs and the reports of our meetings. If I 
can be of any further help, please contact me. 

Yours sincerely 

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

I CodeA I 
t·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

Hazel Bagshaw 
Pharmaceutical Adviser 
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Prescription Pricing Authority 

Prescribing Report Benzodiazepines Dr Barton 
Oct 2002 March 20 

Period Name BNFName 
October 2002 Diazepam_ Tab 5mg 

October 2002 Diazepam_ Tab 5mg 

October 2002 Diazepam_ Tab 5mg 

October 2002 Diazepam_ Tab 2mg 

October 2002 Diazepam_ Tab 2mg ·· 

October 2002 Diazepam_ Tab 5mg 

October 2002 Temazepam_Tab lOmg 

October 2002 Lorazepam_Tab lmg 

October 2002 Diazepam_ Oral Soln 2mg/5ml S/F 

October 2002 Diazepam_Tab lOmg 

October 2002 Nitrazepam _Tab 5mg 

October 2002 Nitrazepam _Tab 5mg 

October 2002 Temazepam _Tab 20mg 

December 2002 Diazepam_ Tab 5mg 

December 2002 Diazepam_ Tab 5mg 

December 2002 Temazepam_Tab 20mg 

. December 2002 Temazepam_Tab 20mg 

January 2003 Diazepam_ Tab 2mg 

January 2003 Diazepam_ Tab 2mg 

January 2003 Temazepam_Tab 20mg 

February 2003 Diazepam_ Tab 2mg 

February 2003 Temazepam _Tab 1 Omg 

March 2003 Diazepam_ Tab 5mg 

March2003 Diazepam_ Tab 5mg 

Based on the Selections: 

3rd Quarter 200212003, 
4th Quarter 2002/2003 
forFinancial Year at Summary Level Month 
DrBARTONJA 

Total Items 
2 

2 

1 

1 

2 

1 

1 

3 

2 

30 

for Practices Current Children at Summary Level Accumulate Organisations 
Diazepam_Syr 2mg/5ml, 
Temazepam_Oral Soln 10mg/5ml S/F, 
Stesolid_Soln 2mglml2.5ml Rectal Tube, 
Chlordiazepox HCl_Cap 5mg, 
Diazepam_Tab JOmg, 
Diazepam_ Oral Soln 2mg/5ml S/F, 
Lorazepam_Tab lmg, 
Temazepam_Tab 20mg, 
Nitrazepam_Tab 5mg, 
Temazepam_Tab JOmg, 
Diazepam_ Tab 5mg, 
Diazepam_Tab 2mg 

hftn•//1QA 1{)1 1 '2J1f,....,.,,..4-.....,.__,../ ..... _ ......... L~--.L/_ ____ TT'T1"1lKT 1'"',-y....-rr"\""' • ----

Quantity Total Act Cost 
60.0 £2.29 

28.0 £0.55 

56.0 £1.07 

60.0 £2.11 

28.0 £0.51 

30.0 £0.59 

56.0 £1.65 

28.0 £1.16 

200.0 £2.64 

60.0 £1.65 

60.0 £1.61 

56.0 £1.51 

28.0 £1.40 

28.0 £0.55 

60.0 £1.15 

28.0 £1.40 

30.0 £1.50 

28.0 £1.02 

56.0 £0.98 

28.0 £1.41 

28.0 £1.52 

56.0 £1.62 

6.0 £0.14 

28.0 £1.11 

£31.13 
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Prescription Pricing Authori'ty 

Prescribing Report Benzodiazepines Dr Barton 
2003-4 

Period Name BNFName 
May 2003 Diazepam_ Tab 2mg 

May 2003 Diazepam_Tab lOmg 

June 2003 Diazepam_ Tab 2mg 

June 2003 Diazepam_ Tab 2mg 

June 2003 Temazepam_Oral Soln 10mg/5rnl SIF 

June 2003 Diazepam_ Tab 5mg 

July 2003 Diazepam_ Tab 2mg 

July 2003 Diazepam_Tab lOmg 

September 2003 Chlordiazepox HCI_ Cap 5mg 

October 2003 Diazepam_ Tab 2mg 

October 2003 Diazepam_ Tab 2mg 

October 2003 Diazepam_ Tab 5mg 

November 2003 Diazepam_Tab 2mg 

November 2003 Diazepam_ Tab 2mg 

November 2003 Diazepam_ Tab 5mg 

December 2003 Diazepam_ Tab 2mg 

February 2004 Diazepam_ Tab 2mg 

February 2004 Diazepam_ Tab 5mg 

Based on the Selections: 

1st Quarter 2003/2004, 
2nd Quarter 200312004, 
3rd Quarter 2003/2004, 
4th Quarter 2003/2004 
for Financial Year at Summary Level Month 
DrBARTONJA 

Total Items 

2 

1 

1 

2 

20 

for Practices Current Children at Summary Level Accumulate Organisations 
Diazepam_Syr 2mg/5m/, 
Temazepam_Ora/ So/n 10mg/5ml S!F, 
Stesolid _ Soln 2mg/ml 2. 5ml Rectal Tube, 
Chlordiazepox HCI_Cap 5mg, 
Diazepam_Tab JOmg, 
Diazepam_ Oral Soln 2mg15 m/ SIF, 
Lorazepam_Tab Jmg, 
Temazepam_Tab 20mg, 
Nitrazepam_Tab 5mg, 
Temazepam_Tab JOmg, 
Diazepam_ Tab 5mg, 
Diazepam_ Tab 2mg 
for BNF at Summary Level Presentation 

Report based on top 600 records. 

Organisation selected from the Practices Current Children organisational view 
Report based on Show PCT Prescribing. 

'ht+n·II10A 1()1 1 ?A! ...... -.--•----1-~---.J.-- _,J_} TTf"T"\'- TT ,~,..-r ,..,..,...,...I ----

Quantity Total Act Cost 
28.0 £0.51 

60.0 £1.65 

28.0 £0.51 

6.0 £0.13 

100.0 £3.01 

28.0 £1.11 

28.0 £0.51 

60.0 £1.65 

52.0 £1.96 

28.0 £0.51 

10.0 £0.20 

10.0 £0.22 

21.0 £0.39 

28.0 £0.51 

60.0 £1.15 

28.0 £0.51 

28.0 £1.02 

56.0 £1.08 

£16.63 
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Prescription Pricing Authority 

Prescribing Report Benzodiazepines Dr Barton 
April August 200 

Period Name BNFName 
April2004 Diazepam_ Tab 2mg 

April2004 Lorazepam_Tab lmg 

May 2004 Diazepam_ Tab 2mg 

May 2004 Nitrazepam_Tab 5mg 

June 2004 Diazepam_ Tab 2mg 

June 2004 Diazepam_ Tab 2mg 

June 2004 Diazepam_ Tab 5mg 

July 2004 Diazepam_ Tab 5mg 

July 2004 Temazepam_Tab lOmg 

August 2004 Diazepam_ Tab 2mg 

Based on the Selections: 

1st Quarter 200412005, 
! 2nd Quarter 200412005 
for Financial Year at Summary Level Month 
DrBARTONJA 

Total Items 

3 

2 

1 

13 

for Practices Current Children at Summary Level Accumulate Organisations 
Diazepam_Syr 2mg/5ml, 
Temazepam_Oral Soln 10mg/5ml SIF, 
Stesolid_Soln 2mg!ml2.5ml Rectal Tube, 
Chlordiazepox HCl_ Cap 5mg, 
Diazepam_ Tab 1 Omg, 
Diazepam_ Oral Soln 2mg/5ml SIP, 
Lorazepam_Tab lmg, 
Temazepam_Tab 20mg, 
Nitrazepam_Tab 5mg, 
Temazepam_Tab JOmg, 
Diazepam_ Tab 5mg, 
Diazepam_ Tab 2mg 
for BNF at Summary Level Presentation 

Report based on top 600 records. 

Quantity 
28.0 

28.0 

60.0 

56.0 

60.0 

28.0 

14.0 

14.0 

56.0 

28.0 

Organisation selected from the Practices Current Children organisational view 
Report based on Show PCT Prescribing. 

Current Structure view for selected organisations 

Date produced 26 Oct 2004 

Total Act Cost 
£0.51 

£1.16 

£1.06 

£1.53 

£1.06 

£0.51 

£0.88 

£0.59 

£1.75 

£0.51 

£9.56 
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Pre·scnption Pricing Authority· 

Prescribing Report Opiates Dr Barton Oct 
2002 - March 2003 

Period Name BNFName 
October 2002 Codeine Phos_Tab 30mg 

October 2002 Dihydrocodeine Tart_ Tab 60mg MlR 

October 2002 Trarnadol HCI_ Cap 50mg 

October 2002 Dihydrocodeine Tart_ Tab 30mg 

October 2002 Tramadol HCI_Cap 50mg 

November 2002 Dihydrocodeine Tart_ Tab 60mg MlR 
November 2002 Codeine Phos_Tab 30mg 

December 2002 Tramadol HCI_ Tab 1 OOmg MlR 

December 2002 Oramorph_ Oral Soln 1 Omg/5ml 

December 2002 Codeine Phos_Tab 30mg 

December 2002 Dihydrocodeine Tart_ Tab 30mg 

December 2002 Tramadol HCI_ Cap 50mg 

January 2003 Codeine Phos_Tab 30mg 

January 2003 Dihydrocodeine Tart_ Tab 60mg MlR 
January 2003 Tramadol HCl_ Cap 50mg 

January 2003 Dihydrocodeine Tart_ Tab 30mg 

January 2003 Dihydrocodeine Tart_ Tab 30mg 

February 2003 Codeine Phos_Tab 30mg 

February 2003 Oramorph _Oral Soln 1 Omgl5rnl 

February 2003 Dihydrocodeine Tart_Tab 30mg 

February 2003 TramadolHCI_Cap 50mg 

March 2003 Dihydrocodeine Tart_ Tab 60mg MlR 

March 2003 Tramadol HCl_ Tab 1 OOmg MlR 

March 2003 Trarnadol HCI_ Cap 50mg 

March2003 Dihydrocodeine Tart_ Tab 30mg 

March2003 Tramadol HCI_ Cap 50mg 

Based on the Selections: 

3rd Quarter 200212003, 
4th Quarter 200212003 
for Financial Year at Summary Level Month 
DrBARTONJA 

Total Items 

2 

1 

2 

2 

1 

29 

for Practices Current Children at Summary Level Accumulate Organisations 
Dihydrocodeine Tart_Tab 30mg,. 
Tramadol HCl_ Cap 50mg, 
Codeine Phos_Tab 30mg, 
Dihydrocodeine Tart_Tab 60mg MlR, 
Tramadol HCl_ Tab 1 OOmg MlR, 
Mst Continus _Tab JOmg, 
Morph Sulph_Tab JOmg MlR, 
Oramorph_Oral Soln 10mg/5ml, 
Sevredol_Tab JOmg, 
Mst Continus_Tab 30mg, 

Quantity Total Act Cost 
60.0 £2.83 

56.0 £6.04 

30.0 £2.76 

180.0 £8.52 

90.0 £8.22 

56.0 £6.04 

60.0 £2.82 

60.0 £16.43 

300.0 £5.64 

60.0 £2.83 

180.0 £6.54 

100.0 £9.36 

60.0 £2.82 

56.0 £6.04 

100.0 £9.35 

180.0 £6.54 

100.0 £4.74 

60.0 £2.62 

300.0 £5.63 

100.0 £4.58 

100.0 £18.93 

56.0 £6.04 

60.0 £32.88 

60.0 £11.26 

56.0 £2.58 

90.0 £8.43 

£200.48 
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Prescription Pricing Authority 

Prescribing Report Opiates Dr Barton 2003-4 
Period Name BNF Name Total Items Quantity Total Act Cost 
April2003 Codeine Phos_Tab 30mg 60.0 £2.62 

April2003 Tramadol HCl_ Cap 50mg 90.0 £8.42 

May 2003 Codeine Phos_Tab 30mg 2 60.0 £5.65 

May 2003 Dihydrocodeine Tart_ Tab 60mg M/R 2 56.0 £12.07 

May 2003 Dihydrocodeine Tart_Tab 30mg 100.0 £4.58 

May 2003 Tramadol HCl_ Cap 50mg 100.0 £9.35 

June 2003 Dihydrocodeine Tart_ Tab 60mg MlR 2 56.0 £12.07 

June 2003 Mst Continus _Tab 1 Omg 1 120.0 £10.96 

June 2003 Mst Continus _Tab 60mg 60.0 £25.63 

- June 2003 Dihydrocodeine Tart_Tab 30mg 100.0 £3.20 

June 2003 Tramadol HCl_ Cap 50mg 2 100.0 £18.68 

June 2003 Codeine Phos_Tab 30mg 1 240.0 £11.18 

July 2003 Codeine Phos_Tab 30mg 240.0 £11.19 

July 2003 Dihydrocodeine Tart_ Tab 60mg MlR 56.0 £6.04 

July 2003 Codeine Phos_Tab 30mg 2 60.0 £5.44 

July 2003 Dihydrocodeine Tart_Tab 30mg 100.0 £4.93 

July 2003 Tramadol HC1_ Cap 50mg 100.0 £9.32 

August2003 Codeine Phos _Tab 30mg 240.0 £11.18 

August2003 Dihydrocodeine Tart_ Tab 30mg 40.0 £1.97 

September 2003 Dihydrocodeine Tart_ Tab 60mg M/R 56.0 £6.04 

September 2003 Morph Sulph_Tab 15mg MlR 42.0 £6.75 

September 2003 Zydol_ Cap 50mg 60.0 £9.14 

September 2003 Dihydrocodeine Tart_ Tab 30mg 56.0 £2.74 

September 2003 Tramadol HCl_ Cap 50mg 100.0 £9.32 

September 2003 Codeine Ph os_ Tab 30mg 2 60.0 £5.42 

e October 2003 Dihydrocodeine Tart_ Tab 60mg MlR 2 56.0 £12.14 

October 2003 Meptazinol HCl_ Tab 200mg 1 60.0 £10.72 

October 2003 Tramadol HCl_ Cap 50mg 100.0 £9.37 

October 2003 Codeine Ph os_ Tab 30mg 60.0 £2.84 

November 2003 Tramado1 HCl_Cap 100mg M/R 28.0 £6.95 

November 2003 Tramadol HCl_ Cap 50mg 84.0 £7.87 

November 2003 Dihydrocodeine Tart_Tab 30mg 2 100.0 £9.79 

December 2003 Dihydrocodeine Tart_ Tab 60mg MlR 56.0 £6.07 

December 2003 Codeine Phos_Tab 30mg 2 60.0 £5.46 

January 2004 Tramadol HCl_Tab lOOmg M/R 1 60.0 £16.50 

January 2004 Codeine Phos_Tab 30mg 60.0 £2.84 

February 2004 Dihydrocodeine Tart_ Tab 30mg 100.0 £4.90 

February 2004 Dihydrocodeine Tart_ Tab 60mg MlR 56.0 £6.07 

February 2004 Dihydrocodeine Tart_Tab 30mg 180.0 £5.77 

February 2004 Dihydrocodeine Tart_ Tab 3 Omg 56.0 £2.76 

March2004 Codeine Phos_Tab 30mg 60.0 £2.62 

March 2004 Tramadol HCl_ Cap 50mg 100.0 £9.38 

March2004 Dihydrocodeine Tart_ Tab 30mg 100.0 £4.90 



Based on the Selections: 

Financial200312004 
for Financial Year at Summary Level Month 
DrBARTONJA 

52 

for Practices Current Children at Summary Level Accumulate Organisations 
Dihydrocodeine Tart_Tab 30mg, 
Tramadol HCl_Cap 50mg, 
Codeine Phos_Tab 30mg, 
Dihydrocodeine Tart_Tab 60mg MlR, 
Tramadol HCl_Tab JOOmg MlR, 
Mst Continus_Tab JOmg, 
Morph Sulph_Tab JOmg MlR, 
Oramorph_Oral Soln 10mgl5ml, 
Sevredol_Tab JOmg, 
Mst Continus_Tab 30mg, 
Diconal_ Tab, 
Morph Sulph_Tab 15mg MlR, 
Mst Continus_Tab 5mg, 
Mst Continus_Tab 60mg, 
Zydol_Cap 50mg, 
Tramadol HCl_ Eff Pdr Sach 1 OOmg, 
Tramadol HCl_Cap JOOmg MlR, 
Oxycodone HCl_Cap 5mg, 
Morph Sulph_Tab 30mg MlR, 
Morph Sulph_Tab 60mg MlR, 
Meptazinol HCl_Tab 200mg 
for BNF at Summary Level Presentation 

Report based on top 600 records. 

Organisation selected from the Practices Current Children organisational view 
Report based on Show PCT Prescribing. 

Current Structure view for selected organisations 

Date produced 26 Oct 2004 

GMC101057-0009 

Page 2 of2 

£340.81 
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Prescription Pricing Authori'ty 

Prescribing Report Opiates Dr Barton April 
August 2004 

Period Name BNFName 
April2004 Dihydrocodeine Tart_ Tab 60mg MlR 
April2004 Codeine Phos_Tab 30mg 

April2004 Tramadol HCl_ Cap 50mg 

May 2004 Dihydrocodeine Tart_ Tab 60mg MlR 

June 2004 Tramadol HCl_Tab 100mg MlR 

June 2004 Dihydrocodeine Tart_ Tab 30mg 

July 2004 Dihydrocodeine Tart_ Tab 60mg MlR 
July 2004 Tramadol HCl_Tab 100mg MlR 

July 2004 Dihydrocodeine Tart_ Tab 30mg 

July 2004 Tramadol HCl_Cap 50mg 

August2004 Dihydrocodeine Tart_ Tab 60mg MlR 

August2004 Tramadol HCl_Tab 100mg MlR 

August2004 Tramadol HCl_ Cap 50mg 

August2004 Dihydrocodeine Tart_ Tab 30mg 

August2004 Tramadol HCl_Cap 50mg 

Based on the Selections: 

1st Quarter 200412005, 
! 2nd Quarter 200412005 
for Financial Year at Summary Level Month 
DrBARTONJA 

Total Items 
2 

2 

2 

1 

1 

3 

1 

2 

1 

2 

1 

22 

for Practices Current Children at Summary Level Accumulate Organisations 
Dihydrocodeine Tart_ Tab 30mg, 
Tramadol HCl_Cap 50mg, 
Codeine Phos_Tab 30mg, 
Dihydrocodeine Tart_ Tab 60mg MlR, 
Tramadol HCI_Tab JOOmg MlR, 
Mst Continus _Tab 1 Omg, 
Morph Sulph_Tab JOmg MlR, 
Oramorph_ Oral Soln 1 Omgl5ml, 
Sevredol_ Tab 1 Omg, 
Mst Continus_Tab 30mg, 
Diconal_Tab, 
Morph Sulph_Tab 15mg MlR, 
Mst Continus_Tab 5mg, 
Mst Continus _Tab 60mg, 
Zydol_Cap 50mg, 
Tramadol HCI_Eff Pdr Sach 1 OOmg, 
Tramadol HCI_ Cap 1 OOmg MlR, 
Oxycodone HCl_Cap 5mg, 
Morph Sulph_Tab 30mg MlR, 
Morph Sulph_Tab 60mg MlR, 
Meptazinol HCI_Tab 200mg 
for BNF at Summary Level Presentation 

Report based on top 600 records. 

Quantity Total Act Cost 
56.0 £12.13 

60.0 £2.84 

150.0 £28.07 

56.0 £6.06 

60.0 £33.02 

100.0 £4.90 

56.0 £6.06 

60.0 £49.49 

100.0 £4.89 

100.0 £18.71 

56.0 £6.06 

60.0 £16.50 

100.0 £9.12 

100.0 £9.86 

150.0 £13.67 

£221.38 
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Or Barton Opiates Oct 2001 - Sep 2004 Total Items 
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Meetings with Dr J Barton. 

The meetings were held to discuss matters raised in the CHI report on Gosport War 
Memorial Hospital. PACT data was obtained for 2001-2 to establish Dr Barton's 
prescribing patterns for benzodiazepines and opiates (see attached PPA data and 
analysis table). PACT catalogue data is also available on file. 

Meeting on November 1st 2002. 
Dr Barton has undertaken not to prescribe benzodiazepines or opiate analgesics 
from October 1st 2002. All patients requiring ongoing therapy with such drugs are 
being transferred to other partners within the practice so that their care would not be 
compromised. 
Dr Barton will not accept any house visits if there is a possible need for such drugs to 
be prescribed. Problems may arise with her work for Health Call as a prescription 
may be required for a 14-day supply of benzodiazepines for bereavement. 
Dr Barton also agreed to follow up all previous prescriptions for high quantities using 
the practice computer system and the patients' notes. 
The next meeting will be in 6 months time 

Visits to local pharmacies for spot checks on Dr Barton's prescriptions was discussed 
and deemed to be impractical. 

Meeting on June 27th 2003 
Data was available from the PPA up to and including April 2003. 12 months data 
was discussed. 
Dr Barton had initiated searches on the practice computer system and the data 
collected by the practice IT manager for the 4th quarter of 2002-3 was studied. 7 of 
the 8 diazepam prescriptions had been prescribed by other partners for Dr Barton's 
patients. 
Copies of the breakdown of PACT data from October 2002 to April 2003 for 
nitrazepam, temazepam, diazepam and opiates were given to Dr Barton. Monthly 
reports on these drugs will be prepared for Dr Barton. 

Hazel Bagshaw 
Pharmaceutical Adviser 
Fareham and Gosport PCT 
05.09.03 
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Notes from meeting with Dr J Barton 

3rd November 2004 

Details of the voluntary agreement - from October 2002 as confirmed in an e-mail 
from Or Sommerville. lt was agreed that this should run until DrBarton had been 
before the Conduct Committee. The agreement was for a restriction on the 
prescribing of opiates and for benzodiazepines to only be prescribed in line with BNF 
guidance. 

The Prescription Pricing Authority data was examined for the period October 2002 
until August 2004 (the latest data on the system at the time of the meeting}. Or 
Barton had made great efforts to transfer patients requiring opiates or 
benzodiazepines to other partners within the practice. The practice data analyst had 
produced a list of the prescriptions for diazepam 2mg, which had been issued with Or 
Barton's name as the prescriber. Or Barton had written 5 prescriptions and a reason 
for the treatment was documented. The remaining prescriptions had been issued 
during consultations with other partners. 

Only 3 of the opiate prescriptions were for controlled drugs in tablet form. Or Barton 
will ask the practice data analyst to follow up this matter. The remainder of the 
prescriptions were for drugs such as codeine phosphate, tramadol and 
dihydrocodeine tablets or capsules. 

Or Barton will also ask the data analyst to follow up the diazepam 1 Omg 
prescriptions. 

As far as Or Barton is concerned, the voluntary agreement is still in place. The 
agreement for opiates was a restriction on controlled drugs, in particular, for injection. 

The PPA data is recorded against the GP name printed in the bottom of the 
prescription not against the signature. Or Barton continues to assure me that all 
patients requiring long-term treatment with opiates or benzodiazepines are asked to 
see other partners within the practice. 

Hazel Bagshaw 
Pharmaceutical Adviser 
Fareham and Gosport PCT 
04.11.04 

GMC101057-0014 



Confidential 
Addendum (I) 
BARTON 

Interim Orders Committee 
13 October 2004 

Information: Further information: 

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 

Transcript- IOC Hearing - 21 March 2002 
Corrected papers - Catherine Lee 
GMC letter to Dr Barton dated 24 September 2004 
Letter dated 27 September 2004 from Or Barton 
Letter dated 27 September 2004 from MDU 
GMC letter to MDU dated 30 September 2004 
Letter dated 30 September 2004 from MOU 
Letter dated 5 October 2004 from MDU 
GMC letter to MDU dated 5 October 2004 
GMC letter to MDU dated 6 October 2004 

GMC101057-0015 

GENE}\AL 
M._EDICAL 
COUNCIL 
· Protectill[J patients, 
euidine doctors 

510-533 
534-536 
537-539 
540 
541-542 
543-545 
546-547 
548 
549 
550-551 

509 



GMC101057-0016 

GENERAL MEDICAL COUNCIL 

INTERIM ORDERS COMMITTEE 

Thursday 21 March 2002 

PROFESSOR NORMAN MACKA Y in the Chair 

Case of 
BARTON. Jane Ann 

OR BARTON was present and was represented by MR A JENKINS of counsel, 
instructed by the Medical Defence Union. 

MR J LLOYD of counsel, instructed by Field Fisher Waterhouse, the 
Council's Solicitors, appeared in order to present the facts to the Committee. 
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[The Chairman introduced those present to Dr Barton and her legal 
representatives.] 

MR LLOYD: Or Barton was previously before this Committee in. June of last 
year, when she was subject to police investigation into the death of an elderly lady 
by the name of Gladys Richards at Gosport War Memorial Hospital in 1998. The 
only evidence before the Committee in June of last year were statements taken by 
police from her two daughters, the medical notes of Mrs Richards and exculpatory 
statements by Or Barton herself, and by Or Lord, the ronsultant -geriatrician of the 
ward to which Mrs Richards was admitted. Those documents appear at pages 7 
to 278 of the Committee's bundle. There was at that time no independent medical 
expert opinion indicating any fault on the part of Or Barton and, in those 
circumstances, the Committee found no grounds on which to make an order 
concerning her registration. The transcript of the proceedings is at pages 280 to 
289 of the bundle. 

As I say, at the time of that hearing the police investigation was still continuing, 
not only into the death of Mrs Richards but into the deaths of four other patients 
as well. The police subsequently received three experts' reports on these five 
cases: the report of Professor Livesley, which is at pages 294 to 327 of the 
bundle, into the case of Mrs Richards only; the report of Or Mundy, which is at 
pages 328 to 334 of the bundle, which relates to the other four patients; and the 
report of Professor Ford, at pages 335 to 373 of the bundle, which deals with all 
five cases. 

Having received advice from counsel, the police decided not to prefer criminal 
charges against the doctor, but the reports were forwarded to the 'FiNss to 
Practise Directorate in the light of very serious concerns raised abotilt the standard 
of care given by Or Barton and, in the light of those matters, it has been referred 
back to this Committee. 

At the relevant time Or Barton was working as a clinical assistant in .elderly 
medicine at Gosport War Memorial Hospital. Can I deal with the reports, first of all 
insofar as they relate to Gladys Richards? Mrs Richards was a 91-year-old 
patient who was operated on for a fractured femur on 28 July 1998 and 
transferred to Daedalus ward at the hospital on 11 August 1998. She was further 
operated on on 14 August 1998 and returned to the ward on 17 August. 

Professor Livesley's opinion is at pages 307 to 311 of the Committee's bundle. 
Perhaps I can summarise the opinions which I appear in those pages, I hope 
accurately. lt says first of all that, despite recording that Mrs Richards was not in 
pain on 11 August 1998, she was prescribed wide dosage ranges of opiate and 
sedative drugs to which Mrs Richards was known to be sensitive. Secondly, 
when she returned to the ward on 17 August 1998 in pain, but not suffering any 
life-threatening condition, she was not given oral pain relief but continuous 
subcutaneous administration of diamorphine, haloperidol and midazolam from 
19 August until her death on the 21 5

t. During that time at no time did Or Barton 
appropriately review Mrs Richards' condition. Also, thirdly, during this period 
there is no record of Mrs Richards being given fluids as food in an appropriate 
manner. 
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So far as Dr Ford's report is concerned, he deals with this case at pages 341 to 
347 of the Committee's bundle. I would ask the Committee to refer to the 
paragraphs at 345-6, "Evaluation of drugs prescribed and the administration 
regimens". I shall not read out passages from those paragraphs but I shall, if I 
may, refer to the summary conclusions at page 347, in which the doctor says, 

"During her two admissions to Daedalus ward there was inappropriate 
prescribing of opiates and sedative drugs by Dr Barton. These drugs in 
combination are highly likely to have produced respiratory depression 
and/or the development of bronchopneumonia that led to her death". 

Perhaps I can move on to the second patient, Arthur Cunningham. He was aged 
79 when he was admitted to the hospital on 21 September 1998, to attempt to 
heal and control pain from a sacral ulcer. His case is dealt with by Doctors Mundy 
and Ford. Dr Mundy's comments are at pages 330 to 331 of the bundle. Perhaps 
I can summarise his criticisms. He said, "Morphine was started without any 
attempts to control the pain with less potent drugs"; the use of a syringe driver 
was started without clear reason, and the dose of diamorphine increased without 
clear indication. 

So far as Dr Ford is concerned, his report into the case of Mr Cunningham is at 
pages 348 to 354 of the bundle. Again, may I refer the Committee, without 
reading it, to the passage which is headed "Evaluation of drugs prescribed" at 
pages 350, and the summary at page 354, which I will read if I may. 

"The initial prescription of subcutaneous diamorphine, midazolam and 
hyoscine by Dr Barton was in my view reckless. The dose increases 
undertaken by nursing staff were inappropriate if not undertaken after 
medical assessment and review of Mr Cunningham. I consider it highly 
likely that Mr Cunningham experienced respiratory depression and 
profound depression of conscious level due to the infusion of diamorphine 
and midazolam. I consider the doses of these drugs prescribed and 
administered were inappropriate and that these drugs most likely 
contributed to his death through pneumonia and/or respiratory depression." -

Moving on to the case of Alice Wilkie, she was an 81-year-old lady who was 
admitted to Gosport on 6 August 1998 with urinary tract infection, complaining of 
pain, and she was prescribed diamorphine. Dr Mundy deals with this patient at 
page 331 of the Committee's bundle and his comments are these: 

"There was no clear indication for an opioid analgesic to be prescribed and 
no simple analgesics were given, and there was no documented attempt to 
establish the nature of her pain. In my view the dose of diamorphine that 
was prescribed ... initially was excessive and there is no evidence that the 
dose was reviewed prior to her death". 

Or Ford deals with this at pages 355 to 358. His conclusion at 358 is this: 
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"In my opinion the prescription of subcutaneous diamorphine and 
midazolam was .inappropriate and probably resulted in depressed 
conscious level and respiratory depression, which may have hastened her 
death". · · 

The case of Robert Wilson, aged 75. He was admitted to Gosport on 14 October 
1998, having suffered a fractured arm. He was also known to suffer with alcohol 
abuse, gastritis, hyperthyroidism and heart failure. 

Dr Mundy deals with that at pages 331 to 332. He has no significant-criticism of 
Or Barton. 

Or Ford is more critical at pages 359 to 363. Again I would refer the Committee to 
the "Evaluation of drugs prescribed and the administration regimens", and 
perhaps I can read some extracts from those paragraphs. 

"The initial prescription and administration of oramorph to Mr Wilson 
following his transfer to Dryad ward was in my opinion inappropriate." 

At paragraph 5.12, 

"The administration of diamorphine and hyoscine by subcutaneous infusion 
as a treatment for the diagnosis of a silent myocardial infarction was in my 
opinion inappropriate". 

Paragraph 5.13, 

"The increase in diamorphine dose .. .is not appropriate ... and -potentiaHy 
very hazardous. Similarly the addition of midazolam ... was ... highly 
inappropriate and would be expected to carry a high risk of producing 
profound depression of conscious level and respiratory drive". 

Finally, the case of Eva Page. She was an 87-year-old lady who was admitted to 
Gosport on 27 February 1998 for palliative care, having been diagnosed with 
possible lung cancer. Dr Mundy deals with her case at pages 332 to 333 of the 
bundle. He says that, in the absence of any symptoms relevant to the-cancer and 
of any pain, she was inappropriately started Qn opioid analgesia. 

Dr Ford deals with the matter at pages 364 to 368 of the Committee's bundle. 
Again, I ask the Committee to refer to his evaluation and to the summary at 
page 368. He says, 

"In general I consider the medical and nursing {:are she received was 
appropriate and of adequate quality. However I cannot identify a reason 
for the prescription of subcutaneous diamorphine, midazolam and hyoscine 
by Or Barton on 3 March. In my view this was an inappropriate, potentially 
hazardous prescription". 

That deals with the reports of those three experts. 
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The most recent developments in relation to the doctor's practice insofar as they 
relate to her hospital practice are revealed in letters from the NHS Trust, which 
are at pages 378 to 380 of the bundle. I would ask the Committee to have regard 
to those. They are both dated 13 February 2002. 

lt is clear that Dr Barton has entered a·n arrangement with the Trust, and we can 
see at page 380 that it has been agreed that she "would cease to provide medical 
care both in and out of hours for adult patients at Gosport War Memorial Hospital" 
and that she "would voluntarily stop prescribing opiates and benzodiazepines with 
immediate effecr. lt would appear from page 378 that the arrangements that 
have been come to with her would be reviewed subsequent to this hearing. 

So far as any conditions upon this doctor's registration are concerned, clearly the 
Committee will have regard to the issues of protection of the pubJic and public 
confidence in the profession. lt is our submission that it would. not be appropriate 

·.that this doctor's registration should remain unrestricted, and that the voluntary 
arrangement into which she has entered should be formalised by conditions, 
perhaps along the lines of those imposed by the NHS Trust. 

!know .not whether the doctor has any private practice outside of her NHS 
praCtice, but it may be that the Committee would wish to consider imposing a 
condition which restricts her to NHS practice, for the purpose of her ongoing 
supervision. Those are my submissions on behalf of the Council. 

THE CHAIRMAN: There may be questions from members of the panel. 

MR WARDELL: Is your last point that you certainly are not seeking for the 
Committee to consider suspending this doctor? I wanted to clarify that. 

MR LlOYD: lt is a matter of course for the Committee, but I have taken 
instructions on it this morning to clarify the position. The position is as I have set it 
out. 

MRWARDELL: There is another matter, and it may be that Mr Jenkins wants to 
develop this. I have no idea what is in his mind, but I want~d_to_~eek clarification e 
as t() whether the Committee is entitled to know what is Dr \code A\ role in this 
matter, as is setoutin the Hampshire Constabulary letter wti!Cfi-·ls in front of us at 
page 292. There is implicit criticism there of the consultant in charge. Are we 
entitled to know whether that particular consultant has been referred to the 
Council, or whether the police are continuing their investigations into him, or 
whatever? lt may be that could be relevant to the part that this doctor has played 
relative to the consultant. 

MR LLOYD: I can certainly say that, so far as any police investigations are 
concerry~d.Jhey are concluded, and there are no police investigations ongoing 
into Dr \code A! I wonder if I may take instructions on the other matter? [Having 

.J9k~n.Jilsrra6tions] I have no instructions on any other action taken against Dr 

L~.~~-~.~J 
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THE CHAIRMAN: The working relationship between Or Lord and Or Barton 
might be explored through Mr Jenkins. 

In the absence of further questions, Mr·Jenkins, would you like to begin? 

MR JENKINS: Sir, what I propose to do is ask Or Barton to give evidence before 
you. 

JANE ANN BARTON, Sworn 
Examined by MR JENKINS 

a Dr Barton, I want briefly to go through your curriculum vitae. The 
Committee will see from the front page of their blue papers that you qualified with 
the degree MB BCh 1970 in Oxford and that your home address is in Gosport. If 
we turn to page 266 of the bundle, we can see a statement produced by you to 
the police at a stage some months ago. I want to go through it with you, if we 
may. 

You say in the second paragraph there that you joined your pr.esentGP practice, 
initially as an assistant, then as a partner and, in 1988, you took up the additional 
post of clinical assistant in elderly medicine on a part-time session basis. You say 
the post originally covered three sites but, in due course, was centred at Gosport 
War Memorial Hospital. You retired from that position this year. I think you retired 
in the spring 2000, is that right? 
A Yes, that is right. 

a How many sessions were you doing at the War Memorial Hospital? I think 
we have the answer at paragraph 4, but I will just ask you about it. Tell us how 
many sessions you were doing. 
A The health care trust allocated me five clinical assistant sessions, of which 
one and a half were given to my partners in the practice to cover the out-of-hours 
aspect of the job; so that I remained with three and a half clinical assistant 
sessions in order to look after 48 long-stay geriatric beds. I would visit .each of the 
wards at 7.30 each morning, getting to my surgery at nine. Towards the end of 
the time doing the job, I was back very nearly every lunchtime to admit patients or 
to write up charts or to see relatives. Quite often, especially if I was duty doctor 
and finished my surgery at about seven in the evening, I would go back to the 
hospital in order particularly to see relatives who were not available during the day 
because they were working. That became a very important time commitment in 
the job. 

Dryad ward had no consultant cover for the 10 months that you are considering 
these cases. Dr Lord was trying to cover both wards as well as her commitments 
on the acute side and the other hospital in the group, and found it very difficult to 
be there very often. 

Q I will break it up and take it in stages, if I may. You would be ther.e from 
7.30 to nine o'clock each weekday morning, is that right? 
A Yes. 
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Q You have mentioned two wards. One was Daedalus; the other was Dryad 
ward. 
A Yes. 

Q Were you in charge of both of the wards? 
A Yes. 

Q How many beds were there? 
A Forty-eight in total. 

Q Over the period with which this Committee is concerned, what was the 
level of occupancy typically of those 48 beds? 
A We were running at about 80 per cent occupancy, but of course that was 
not enough for the health care trust towards the end of my time there. They 
attempted to increase it up to 90 per cent, which is running a unit very hot, when 
you have one part-time jobbing general practitioner and no increase in resources 
of nursing staff, support staff, OT and physio, and no support from social services. a 
Q How many other doctors would be there throughout the day to treat these • 
48 patients if all the beds were full? 
A None. 

Q So yours was the medical input? 
A Mine was the medical input. 

Q Between half-past seven in the morning and nine o'clock each weekday 
morning. 
A Time to see each patient, to actually look at each patient, but not time to 
write anything very substantial about very many of them. 

Q If you wanted to see relatives, were you able to see relatives at those early 
hours in the morning? 
A No, except for that one particular case where they spent the night in her 
single room with her, with their notebooks. Generally, relatives preferred to see 
me either at lunchtime or in the evening. I would see them in the morning if it was 
that urgent, but it was generally not appropriate. e 
Q When you first started this job in 1988, what was the level of dependency 
typically of patients who were under your care? 
A This was continuing care. This was people who - now, because their 
Bartell or dependency score is less than four, are a problem -went to long-stay 
beds and stayed there for the rest of their natural lives. So I had people that I 
looked after for five years, for 10 years, in these beds. The sort of people that I 
was given to look after in these beds generally were low dependency; they did not 
have major medical needs, but were just nearing the end of their lives. The 
analogy now, I suppose, would be a nursing home. 

Q Did that position change as time went on? 
A That position changed. 
Q Tell us how. 
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A Continuing care as a concept disappeared. The National Health Service 
was no longer going to look after people who were as dependent as that. lt was 
going to go into the private sector. I cannot give you an exact ye~r. but it 
happened in the 1990s. At the same time, social services found that, with their 
budget constraints, they had difficulty placing people with a Bartell of less than 
four. So there was constant conflict between what we were supposed to be 
looking after and doing with the patients and what the private sector was going to 
take from us. 

Q Just explain to us, what does a Bartell of less than four mean? What is the 
range of the Bartell scores? 
A You or I have hopefully a Bartell of 20. That means we are able to take 
care of ourselves; do all the activities of daily living; cut up your food and eat it; go 
to the loo; change your clothes; walk about. Most of these people in the places 
mentioned have a Bartell of zero; I think one chap had one of four. So these were 
very dependent people. 

Q That is an indication of the requirements made of nursing staff? 
A Nursing requirements. They could not do anything for themselves, 
basically. 

Q What you have told us is that, over time, the level of dependence of the 
patients increased. 
A lt escalated enormously: to the point where I began to be saying to my 
employers, "I can't manage this level of care for this number of patients on the 
commitment I have". But there was not anybody else to do it. During 1998, when 
the consultant on Dryad went on maternity leave, they made the decision not to 
employ a regular locum, so that I did not even have full consultant cover on that 
ward and so that Althea was left to attempt to help me with both, although she 
was not officially in charge. 

Q Althea is ... ? 
A . Or Lord, the other consultant. 

Q Did she have other clinical commitments outside the two wards with which 
we are concerned? 
A She had her acute wards up on the Queen Alexandra site; she had a .day 
hospital and outpatients to run down at the St Mary's site in Portsmouth - so she 
was a very busy lady. 

Q How often was she able to undertake a ward round on the two wards with 
which you were concerned? 
A She did not ward rounds on Dryad ward. She came to Daedalus on the 
Monday to do a continuing care round. Towards the end of my job she 
designated six of her beds as slow stream stroke rehab' beds, and she did a 
Thursday ward round - which I could not always make because it was my 
antenatal day. She was in the hospital and doing outpatients on Thursday as 
well, so she was in my hospital twice a week- but available on the end .of a 
phone if I had a problem. 
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a You have told us that over a 10-month period there was no consultant 
cover at all. 
A Yes. 

a That is 1 0 months during 1998, which is the. period essentially within which 
the cases that this Committee have been asked to consider fall? 
A Yes. 

a Were your partners in your GP practice able to help at all? 
A My partners provided the out-of-hours cover- those who were not using 
Healthcall. They would admit patients who arrived from the district general 
hospital and see that they had arrived safely. They were in general unwilling to 
write up pro-active opiate prescribing or any prescribing for patients because they 
.felt that I was the expert and it should be left to me to do it. I think they felt it was 
not part of their remit, providing cover for me, to prescribe for the patients. 

a So if anyone was to prescribe opiates or other forms of strong analgesic to 
patients, would it always be you? 
A lt was generally me. 

a We know that your time at the War Memorial Hospital was limited to the 
mornings, lunch times and evenings, when you told us you would see relatives. If 
you were not in a position to prescribe for the patient and the patient was 
experiencing pain, what provision was there for another doctor to write up a 
prescription? 
A They would have to either ask the duty doctor to come in or they would 
have to ask the duty Healthcall doctor to come in. That is why, in one of the 
cases, you see somebody has written up "For major tranquillisers" on one 
occasion, because that duty doctor obviously either felt it inappropriate or was 
unwilling to use an opiate and he wrote up major tranquillisers instead. 

The other alternative was, of course, that they would ring me at home. If I was at 
home - and I am only at the end of the road in the village- I would go in and write 
something up for them, outside the contracted hours. 

a You have said that your partners regarded you as the knowledgeable one 
about opiates and palliative care. 
A Yes. 

a Tell us what your experience may be in those areas. 
A In 1998 I was asked to contribute to a document called the Wessex 
Palliative Care Guide, which was an enormous document that covered the 
management of all major types of cancer and also went into management of 
palliative care and grief and bereavement. Each month, another chapter would 
arrive through the post for you to make comments on, contribute your experience 
to and send it back. This document was published in 1998 as the Wessex 
Palliative Care Guide and we all carry the Wessex Palliative Care Handbook 
around with us, which contains a sort of-

a Is that it? 
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A Which you carry in your coat pocket. [indicates documenn 

a You contributed towards that? 
A I contributed to the writing of that and I am acknowledged in the thanks in 
the major document. I attended postgraduate education sessions at the Countess 
Mountbatten and also at the other hospice locally, The Rowans. 

a Just remind US, where is the Countess Mountbatten? . 
A The Countess Mountbatten is part of Southampton University Hospitals 
and it is in Hedge End, which is about 10 miles from Gosport. The Rowans is a 
similar distance in the other direction. I am still in very close contact 
professionally with both the director and the deputy director of Countess 

· Mountbatten. I still go to their postgraduate sessions and I still talk. to them about 
palliative care problems. They are always very available and helpful, and of 
course they provide district nursing, home care nursing input into our community, 
which is enormously helpful in general practice. 

a Are you - perhaps I can use the expression - up to date in developments 
locally in primary care and matters of that nature? 
A I was also, at the time of these allegations, chairman of the local primary 
care group which, on 1 April this year, becomes a primary care trust, so that I was 
very involved in the political development of our district. I knew only too well that 
the health care trust could not afford to put any more medical input than I was 
giving them, on the cheap as a clinical assistant, into our cottage hospital at that 
time. I knew what the stresses and strains were on the economy and I knew 
where the money needed to go. 

I could have said to them, "I can't do this job any more. lt's too difficult; it's 
becoming dangerous", but I felt that I was letting them down. I felt that I was 
letting down the nursing staff that I had worked with for 12 years, and I felt that I 
was letting patients down, a lot of whom were in my practice and part of my own 
community. So I hung onto the job unti12000. In the thank-you letter I got for my 
resignation letter they said that I "would consider, wouldn't I, the three quarters of 
a million they were looking for, to beef up community rehabilitation 'Services in the 
district" - which included replacing my job with a full-time staff grade, nine-to-five, 
every weekday in Gosport. 

a We will come to some correspondence shortly. After you resigned, your 
·job was taken over by another doctor? 
A Yes, a single, full-time staff grade. I hear on the grapevine that the bid has 
gone in for two full-time staff grades to do that job now. 

a Is this to do the job that you were doing within three and a half clinical 
assistant sessions? 
A In three and a half clinical assistant sessions. lt is just a measure of the 
difference in the complexity and the workload that is being put into a cottage 
hospital. 

a Can I ask about your note-keeping? You had a significant number of 
patients; it was at 90 per cent occupancy. Clearly that is-
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A · Between 40 and 42 patients, yes. 

a What time would you have during your clinical session to make notes for 
each of the patients? 
A You could either sit at the desk and write notes for each patient, or you 
could see the patients. You had that choice. I chose to see the patients, so my 
note-keeping was sparse. 

a You accept, I think, as a criticism that note-keeping should be full and 
detailed? 
A I accept that, in an ideal world, it would be wonderful to write full and clear 
notes on every visit you pay to every patient every weekday morning. 

a But the constraints upon you were such, .I think, that you were not able to 
do so? · 
A Yes. 

a Were the health authority aware of your concerns as to staffing levels and e 
medical input? 
A Yes. 

a Were they aware of your concerns over the increasing level of 
dependency that patients had who were transferred to your unit? 
A Yes. In the dreadful winter of 1998, when the acute hospital admissions-
admissions for acute surgery and even booked surgery- ground to a halt 
because all their beds were full of overflow medical and geriatric patients, my unit 
received a letter asking us to improve the throughput of patients that we had in the 
War Memorial Hospital, accompanied by a protocol for the sort of patients we 
should be looking after: how they should be medically stable and everything like 
that. I wrote back to the then acting clinical director and said, "I can't do any 
more. I can't really even look after the ones that I have got, because of their 
dependency and medical needs. Please don't give me any more". I got a bland 
reply, saying that we were all going to try to help out with this crisis in the acute 
sector. · 

a We will look at the correspondence. Can I come to nursing staff, your 
relations with them, and the experience of the nursing staff? Clearly you started 
12 years before you retired. Did the number of nurses increase over the period of 
time that we are talking about? 
A Marginally. 

a What about the level of experience of the nursing staff? The impression 
that we have is, towards the end of the period, you are dealing with patients who 
had very high dependency. Was the experience of the nursing staff raised in 
order to meet that increase in need? 
A By an large they were the same people and they learned in the same way 
that I did: by having to deal with these more difficult needs. I do not think I can 
comment on how much input the Trust put into improving their skills. I think that 
would be inappropriate for me to do. 
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a Perhaps I can ask this. Was it apparent that the Trust w~r.e seeking to 
raise the level of experience and qualification of the nursing staff in ttie War 
Memorial Hospital? And the answer should go on the transcript. 
A Does it? 

a Was it apparent? 
A lt was not apparent that they were making any great attempts to improve 
the cover, the experience and the training of some of the nurses. 

a Were the health authority aware of your concerns, both as regards nursing 
levels and levels of medical staff? 
A Yes. I did not put anything in writing until 1998 - or was it 2000? 

a I think it was 2000. 
A 2000 -- but I was in constant contact with the lower echelons of 
management. Any remarks you made about the difficulties you were having, the 
worries you had and the risk of the patients you were covering, would definitely 
fall on stony ground. 

a You chose to prescribe opiates. lt is something which is criticised by the 
experts whose reports are before the Committee. You chose to prescribe over a 
range, and quite a wide range, for certain of the opiates that we have seen. 
A A professor of geriatrics in a teaching hospital, or even a big district 
general hospital, will have a plethora of junior staff. Th.ere will be never any need 
for any opiate dose to be written up for more than 24 hours, because somebody 
will either be on the end of the bleep or be back on the ward. That was not the 
case in Gosport War Memorial. If there was a weekend, if I was on a .course, if I 
was on sick leave, if I was on holiday, I have already explained that there was not 
the cover for someone else to write drugs for me, and therefore I wrote a range of 
doses. I implicitly trusted my nursing staff n.ever to use any of those doses 
inappropriately or recklessly. You will see from each of the documents that there 
is no question that any of these people received enormous amounts of opiate or 
benzodiazepine. 

a If the nurses wished to move from one level of administration of opiate up 
tot he next stage, but within the range that you had already prescribed-
A They would speak to me. 

a How would that happen? 
A Because I was in, if it was a weekday morning. I was on the end of the 
phone in surgery or, if I was at home and it was a weekend and they were 
worried, they would ring me at home. I did not have any objection to that. 

a Did you feel that your relationship with the nursing staff was such that such 
informal communication could take place? 
A I trusted them implicitly. I had to. 
a What we see again and again in the comments of Professor 'Ford and 
others is that the expert can see no justification for raising the level of prescribing. 
The expert in each case will have looked at the notes. Was there always 
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recorded a justification for increasing the level of prescribing or the level of 
administration? · 
A Not always in my notes. I would hope that the nursing notes would be 
copious enough. In particular, interestingly, the night staff tend to make more of a 
full record of what the patient has been like through the night. lt was quite often 
their feeling, night sister's feeling, that the patient was less comfortable or was 
beginning to bubble, or something like that, that would suggest to me that we 
needed to move up a step or in a step with the drugs we were using. 

Q I will ask you to turn to page 370, which is the final couple of paragraphs of 
Professor Ford's report. Paragraph 7.5, two-thirds of the way down that 
paragraph, he says, · 

"lt would be important to examine levels of staffing in relation to patient 
need during this period, as the failure to keep adequate nursing records 
could have resulted from under-staffing of the ward". 

What do you say about levels of nursing staff on the ward during the period with e 
which we are .concerned? 
A He is absolutely right. These experienced, caring nurses had the choice 
between tending to patients, keeping them clean, feeding them and attending to 
their medical needs, or writing copious notes. They were in the same bind that I 
was in, only even more so. As you can see from the medical records you have 
had, the health care trust produces enormous numbers of forms, protocols and 
guidelines, and sister could spend her whole morning filling those out for each 
patient or she could nurse a patient. 

Q He goes on, 

"Similarly there may have been inadequate senior medical staff input into 
the wards, and it would be important to examine this in detail, both in terms 
of weekly patient contact and in time available to lead practice 
development on the wards". 

Do you have a comment on that? 
A I agree entirely. There was inadequate senior medical input. 

Q During 10 months of 1998 was there any senior medical staff input? 
A No.· 

Q lt is not apparent that Professor Ford was aware that you were doing three 
and a half sessions-
A In a cottage hospital. 

Q .. .in the cottage hospital. 
A No. 
Q lt may be that Professor Ford believed that you were permanent staff. 
A Failed junior staff! His last comment in paragraph 7.5- his review of 
Or Lord's medical notes - is absolutely correct. She was caring and thoughtful 
and considerate, and with a considerable workload - probably more than she 
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should have been carrying. Therefore it is difficult to criticise. She did what she 
could, within the constraints that she had available to her .. 

Q I am not going to go through the individual cases. This is not a trial; this 
Committee is not here to find facts proved or not proved. But I think it fair to you 
to invite you to comment on Professor Ford's next paragraph. He says, 

" ... the level of skills of nursing and non-consultant medical staff'- it was 
only you- "and particularly Or Barton", 

-the word "particularly" suggests he may have believed there were other medk:al 
staff-

"were not adequate at the time these patients were admitted". 

How do you respond to that? 
A I find it very upsetting. I was only a clinical assistant. The definition of a 
clinical assistant is in fact that it is a training post, and the only training that I 
received was that I went to get for myself as a part of my ppstgraduate learning, 
and I did my best at that time. In my opinion they were probably adequate. 

Q Can we turn to the last page of the bundle, page 380? This is a letter 
dated 13 February 2002 and sets out matters that were agreed between you and 
the acting chief executive, Or Old. Yes? 
A Yes. 

Q Attention has already been drawn to this document, but is it right that you 
agreed to cease to provide medical care, both in and out of hours for adult 
patients at the Gosport War Memorial Hospital? 
A Yes. 

Q And you agreed voluntarily to stop prescribing opiat~s and 
benzodiazepines. 
A I did. 

Q Had you not agreed those, were you threatened with any action? 
A Or Old told me that, under the change in Government legislation on 
14 December last year, he was entitled to suspend me from general practice; but 
he did not wish to do that and, provided we came to this voluntary agreement, he 
would wait to see what the GMC had to say on the matter. 

Q This is the same health authority who had been putting through a 
significantly higher volume of patients to your cottage hospital and with much 
higher levels of dependency? 
A This is the employers of the health care trust who had been putting 
through significant.... The health authority in fact purchase work from the health 
care trust and, theoretically, employ general practitioners. So this was my 
employer telling me that he could suspend me from the day job as well. So I 
agreed to the voluntary restrictions on my practice. At that time I had four patients 
in general practice on opiates and approximately 15 on any form of 
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benzodiazepine. I handed the four patients over to my partners and said I felt no 
longer able to treat them. I no longer sign any prescriptions for sleeping tablets in 
general practice; the other partners do that for me. 

Q You have given us the figures. Do you describe yourself as a high 
prescriber of benzodiazepines? 
A I was quite surprised at how few of my patients got benzodiazepines from 
me. 

Q And of those prescribed opiates-
A One was for terminal care. She went into hospital a couple of days after I 
was suspended and died there. The other three are maintained by the partners 
for longstanding chronic pain. 

Q Just to remind the Committee, in your statement at page 266 you say in 
paragraph 3, 

"As a general practitioner, I have a full-time position; I have approximately e 
1 ,500 patients on my list". 

A Yes. 

Q The Committee can see, of the 1 ,500 patients, precisely how many are 
prescribed benzodiazepines and/or opiates. 
A Yes. 

Q [To the Committee] Sir, we have a small bundle of correspondence. I am 
sorry that you have not been given it in advance. 

THE CHAIRMAN: We will refer to it as 01. [Same handed] 

MR JENKINS: Sir, we are giving you a number of letters. I am happy if they are 
collected in 01, or we can number them sequentially. 

THE CHAIRMAN: I assume they have been circulated. Shall we put them in a 
chronological order? W 

MR JENKINS: I would be happy with that. The first letter you should have is one 
dated 16 February. lt is from the consultant physician, Or Jarrett. He talks of a 
"bed crisis at Queen Alexandra Hospital continues unabated". "lt has fallen on 
us", he says, 

"to try and utilise all our beds in elderly medicine as efficiently as possible. 
There has been some under-utilisation of continuing care beds. From 
16 February I propose that we use vacant continuing care beds for post­
acute patients. A policy offering guidance is enclosed". 

You should see a document, enclosure 2, "Emergency use of community hospital 
beds". You will see it reads, 
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"Due to current crisis with the acute medical beds at Queen A.lexandra 
Hospital and the detrimental effect on surgical waiting lists, the Department 
of Medicine for Elderly People is making some urgent changes .to the 
management of beds in the small hospitals". 

Can I break off and remind the Committee, this relates to the year 2000. The 
situation with which you are concerned for the five patients whose records you 
have were treated in 1998. So this is after, but we hand these documents to you 
to give you the continuing picture. You will see, 

1. 
2. 

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

Waiting for placement .. 
Medically stable with no need for regular medical 

monitoring ... ", 

and the other matters that you see listed. 

The next document is a letter from Or Barton dated 22 February to Or Jarr.ett. The 
letter reads, 

"I was very disappointed and also quite concerned to be shown a letter 
from yourself dated 16 February on the subject of the bed crisis at Queen 
Alexandra and addressed to the various ward managers and sisters. 

Less than a month after I wrote a letter to the clinical director expressing 
my concerns about the situation in our continuing care unit, I find that we 
are being asked to take on an even higher risk category of patient. 

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

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

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

I would also question the term 'under-utilisation' in a unit which is handling 
approximately 40 per cent of the continuing care done by Elderly Services 
at this time". 

The next document in time is a letter from Or Jarrett dated 7 Mar.ch, by way of 
response. I do not need to read it to you, but you have heard Or Barton suggest 
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that there was a request, effectively, for three quarters of a million pounds from 
the primary care group to go towards the local hospital. You may find a hint of 
that in the last paragraph of this letter. 

The next document is the one with the fax strips down the centre of it. lt is a letter 
from Or Barton dated 28 April 2000, tendering her resignation. lt is addressed to 
Peter King, personnel director, and it reads as follows: 

"Over recent months I have become increasingly concerned about the 
clinical cover provided to the continuing care beds at Gosport War 
Memorial Hospital. I have highlighted these worries on two occasions 
previously in the enclosed letters. · 

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

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

You will see a reference to the original contract of employment in 1993. 

The last letter, dated 19 May from Fiona Cameron, is one responding to the letter 
we have just read. The second paragraph reads as follows: 

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

Sir, that is the evidence I seek to place before you. I have called Or Barton and, if e 
there are questions for her, the Committee or Mr Lloyd may wish to ask those 
questions now before I go on to sum up, if I can put it that way. 

THE CHAIRMAN: Mr Lloyd, do you wish to ask questions? 

THE LEGAL ASSESSOR: I have no questions, sir. 

Questioned by the COMMITTEE 

OR RAN SON: Did you have consultant cover during 1998? 
A I had a lady called Or Jane Tandy, who became pregnant, who 
commenced her annual leave on 27 April 1998 and followed on with maternity 
leave from 1 June until 8 February 1999. So basically she was very pregnant, 
and then she was gone for the rest of the year. 
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Q And no replacement or locum cover? 
A No. 

Q So you were in fact on your own in a training grade post? 
A Yes. 

MR WARDELL: I would like to ask some questions in order to have a feel for the 
48 beds you were looking after with regard to patients. You mentioned the Bartell 
Score, that I am not familiar with at all but I am pleased that I am at 20. 
A On a good day! . 

Q Absolutely! You said that the bed occupancy rate was about 80 per cent 
when you were there. Perhaps you were looking after about 38, up to 40 
patients? 
A Yes. 

Q With regard to your looking after those patients, could you give us a feel of 
what you did? You said you were there for an hour and a half in the morning. 
Can you run through fairly quickly the typical kind of week you would have at the 
hospital? 
A I would arrive as they opened the front door of the hospital at 7.30 and I 
would go straight to Dryad ward first. I would walk round the ward with the nurse 
who had just taken the night report, so it was the most senior nurse on. We did 
not, fortunately, have these named nurses at that point. I would stop by every bed 
and I would ask, "Are they in pain? Have they had their bowels open? Do I need 
to see the family? Is there anything I should know?". So I got a report at the foot 
of each bed. That was Dryad. 

Daedalus liked to do it slightly differently, in that I did the report with the person 
who had taken the hand-over in the office, and then was invited to look at any 
patients they had concerns about. They preferred to do it in front of their 
paperwork. But the concept was the same: you went through all the patients in 
your care each morning, and that took until just before nine. 

Q How many days a week did you do that? 
A That was five. That was each weekday morning. 

Q Was that your total involvement with the hospital? 
A That is when it started. Generally, with the rate at which we were running 
admissions in 1998, I think an average week would contain five admissions. I had 
to try to get them to bring them down to my hospital before four o'clock in the 
afternoon. Lunchtime was better, because {a) they get very cold and stressed if 
you carry them round the countryside and bring them in after dark and (b) it gave 
me time to clerk them and to check whether any further investigations, bloods or 
anything needed doing, and to get them settled into the ward. So I would go back 
most lunch times, unless I had a PCG or purchasing meeting or something like 
that. In those days I was only on duty once a fortnight, but I would quite often go 
back in the evening if I felt there was somebody I was particularly worried about­
to talk tot he relative or to support the nursing staff. 
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a Mr Jenkins put in front of us a number of documents, including the second 
one, which is "Emergency use of community hospital beds". In point 7 there, the 
second sentence reads, " ... this placement does not entitle patient to NHS 
continuing care". 
A There was no such thing in 2000. If your condition became medically 
stable and you could persuade social services to either fund you or agree to have 
you at all, then you would be moved on - even though your dependency score 
might be very low. 

Q In that period, say 1998 to 2000, were you experiencing dilemmas 
whereby- and I use the word "conspiracy" advisedly, because I have the 
evidence from a report that I chaired during that period when I was in another post 
in the House of Commons - in evidence we had it said that there was a 
conspiracy between social services, doctors and management with regard to 
trying to push people who were entitled to have NHS care out of hospitals into 
nursing homes, where they would have to pay out of their own resources? Were 
you in that horrible dilemma? a 
A If you knew anything about Gosport, you would realise that (a) there is not • 
much potential for private practice and (b) there were not vast numbers of patients 
who were self-funding. Self-funders were not the problem then. If they were 
stable and social services would agree that they could go to a nursing home at all, 
that was not the problem. I would never conspire with anyone in social services. 

a I was not levelling that at you. I was just thinking about the dilemma, that if 
you had patients in beds, such as the patients you were dealing with, then they 
would be covered in terms of the NHS system-
A They were not. 

a They were not? 
A They were not. They were not entitled to stay in any of those beds. In 
order to keep them in those beds, you had to write in the notes, "Requires 
ongoing medical care". Despite a Bartell of zero, if they required no further 
medical input and their medical condition was stable, you then had to find them a 
nursing home. But the sort of people we are talking about here were not going to 
become stable. e 
MR WINTER: You refer to raising concerns in 1998 verbally with lower levels of 
management about your working situation. Would you be prepared to say a little 
more about what you actually did and whether you considered putting your 
concerns in writing at that point? 
A I should have put my concerns in writing, because I was sitting on these 
strategic bodies. We were talking about how the health community was going to 
move forward, how we were going to improve step-down care, and how we were 
going to make available more beds for acute surgery so that the Trust achieved its 
waiting list targets and therefore its money from region. But I did not put anything 
in writing. I became increasingly concerned. I spoke to lower management, who 
probably did not even relay those concerns further up. I spoke to my clinical 
colleagues. 
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Or Lord tried at that time to get more funding and was unsuccessful. The first time 
we got any extra funding was in 2000 when I resigned and we got an extra three­
quarters of a million for St Christopher's and Gosport War Memo~ial to do more 
post-acute rehabilitation work. So they knew we were in trouble, but I did not go to 
print at that stage. · 

a Could you say approximately how many times you raised these matters 
with people in lower management? 
A Once every couple of months. 

THE CHAIRMAN: I wonder if I might be allowed to ask a few questions, just so 
that I understand the situation? Am I correct in assuming that Gosport War 
Memorial Hospital is a stand-alone community hospital? 
A lt has no theatre facilities; it now has no A&E or minor injuries facility; it 
has a little X-ray department with basic, standard equipment in a Portacabin. lt 
has a little outpatient department to which consultants come down from the centre 
to do peripheral clinics, and it has approximately 100 beds. 

a These are including the 48 long-term care beds? , 
A We have long-stay elderly medical patients; we have babies; we have a 
maternity unit and we have a small GP ward. 

a Can you tell me roughly what the average length of stay was in, say, 1989, 
about 10 years ago, and then in the later part of the 1990s? How had the average 
length of stay changed? 
A I had patients I had had for five years. I had some very ill patients 
transferred from the Royal Hospital, Haslar, after orthopaedic surgery or 
transferred from the main unit because they lived in Gosport and their relatives 
lived in Gosport. But those were the minority. The majority of patients were long 
stay. 

a Was there a calculation of the average length of stay in the early 1990s? 
A .lt would be difficult to do, because we also did shared care and respite 
care in those days. I was looking at the figures the other day. You would find it 

. very difficult to get a feel for the average length of stay, but it was generally 
reckoned to be a good long time. Then in the late 1990s - I could not find any 
research on this subject, but there are two major risk times for these elderly 
transferred from a nursing home to an acute unit and then down to a long-stay 
unit. They may well die in the first two, three days - something to do with the 
shock of being moved really makes them quite poorly. If they survive that-

a While you do not have a specific figure for average length of stay, you are 
quite convinced that the dependency level increased over the decade? 
A Massively, yes. 

a We are aware of how the Gladys Richards case came to the surface. lt is 
not clear to me from the papers how the other cases were identified. Can you 
help me with that? [Dr Barton conferred with counse~ 
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MR J ENKINS: Sir, you will recall from what I said to an earlier constitution of this 
Committee that the relatives of Gladys Richards complained. What I said to an 
earlier Committee was that they complained about everybody, including the police 
officers who conducted the inquiry. They generated some publicity loc:;ally about 
their concerns, as a result of which relatives of other patients .... and l.think the four 
with which you are concerned - expressed concerns. I think that is how the police 
became involved in those other cases. 

DR BARTON: The health care trust also decided to invoke CHI, the Commission 
for Health Improvement, and CHI produced a lot of local publicity saying, "If you 
have any concerns about your hospital, this is the phone number, these are the 
people to get in touch with". And of course I have no input as to how much and 
where they got their information from; but they must have received an enormous 
.amount of positive and negative feedback from the people of Go~ port. 

THE CHAIRMAN: Technically, as a clinical assistant you did not carry ultimate 
responsibility for the clinical care of patients? a 
A No. You will see in a couple of the reports that we were using the • 
Fentanyl skin patch for opiate pain relief. I was not allowed to sign for that. That 
had to be countersigned by a consultant. I was working for a consultant. 

a And the consultants under whom you worked reviewed the prescribing 
practices that you indulged in, did they? · 
A I do not know. Not with me. 

a So you did not do the ward rounds with the consultant? 
A Yes. 

a You did? 
A Yes, but no comments were made at any time at this point about reckless 
prescribing or inappropriate prescribing. 

a They did not raise any questions about the prescribing that was being 
done for these patients? 
A They did not raise any concerns, no. e 
a Were there any audit meetings in the hospital? 
A I did not go. I was not invited to go to audit meetings. 
a Turning to page 380, I would also like some clarification. lt implies in the 
first bullet point there that there is still some relationship to the Gosport War 
Memorial Hospital. What was the continuing relationship you had? 
A In Gosport there is something called the Gosport Medtcal Committee, 
which is made up of all the practising doctors on the peninsula, which I think at the 
moment is about 36. We are employed by the health care trust to look after 20 
GP beds upstairs from my erstwhile geriatric beds. We have admitting rights to 
those beds and we are allowed to look after our own patients. We are also invited 
to look after step-down patients from the acute unit. Although, as a GP you can 
be much more hard-nosed about refusing to accept somebody who you feel is 
beyond the capability of the hospital to look after than I could as a clinical 
assistant downstairs in the wards. That is why you will see something about, "a 
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retrospective audit of your prescribing on the Sultan ward". That is, what I was 
doing -whether I was prescribing inappropriate opiates upstairs on the <3P ward. 

a That has been helpful clarification. Was I correct in assuming- this is the 
second bullet point- that you told us this was in relation to your primary care 
duties? 
A The voluntary stopping prescribing opiates? 

a Yes. 
A Yes, I am not prescribing any opiates or benzodiazepines at the moment. 

THE CHAIRMAN: I think these are the points I wanted to raise. Are there any 
further points from members of the panel? · In the absence of further points, 
MrJenkins? 

MR JENKINS: There is one, sir, and it was raised by Mr lloyd. Do you have any 
private patients? 
A No. 

MR JENKINS: Sir, may I sum up very briefly? You may think that this is plainly 
an excellent and dedicated doctor. lt may appear to you, and I would encourage 
this view on your behalf, that it may have been problems with the allocation of 
resources at the Gosport War Memorial Hospital which has led to a situation 
where best practice was not followed. 

You will have to consider the reports of the various experts placed before you. 
You will have to consider as well whether they are considering Dr Barton's 
position as it was. I may have missed it, but it is not apparent from my reading of 
the reports that there is shown to be an understanding by Professor Ford and the 
other doctors that they were well aware that Or Barton was working three and a 
half sessions; that she was effectively, during the period with which we are 
concerned, the only medical input into the care of these patients; that she had a 
significant number of patients to see and to evaluate and to continue to care for, in 
a very restricted period of time. · 

You have to consider whether it is necessary for the protection of members of the 
public to impose conditions. I do not deal with the question of suspension 
because I say that it is plainly not appropriate in this case. 

Is it necessary for the protection of members of the public to impose conditions? 
Or Barton is no longer undertaking the job that she started in 1988. You know the 
reasons why. I say she poses absolutely no threat to members of the public, 
either in her general practice or in any form of hospital medicine. She does not 
undertake any of the latter. 

Is it necessary in her own interests to impose conditions? I say not. The last 
issue is whether it is otherwise in the public interest. You will know that there has 
been a police investigation, in fact two, arising out of the complaints in this ..case. 
You will know the results of the police investigation: that a decision has been 
taken not to charge. 
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I repeat what I have said. lt is slightly troubling that it is not apparent that the 
experts instructed by the police have been presented with the full picture of 
Dr Barton's clinical involvement with these patients before being invited to express 
a view. But I say that it is not in the public interest either for this body to impose 
conditions upon this doctor in the circumstances in which you know she practises. 
She does not pose a risk to patients. lt is not necessary in her interests, and it is 
not otherwise in the public interest. 

If, however, you feel that because of police investigation, because of the 
possibility of press coverage, that it is necessary to demonstrate that this body is 
able to make decisions, I would invite you to do no more than reimpose what Or 
Barton has voluntarily agreed with the health authority. 

Those are the submissions that I make. 

THE CHAIRMAN: I now turn to the legal assessor. 

THE LEGAL ASSESSOR: The advice I give the Committee is as follows. They 
may make an order restricting this doctor's registration only if they are satisfied it 
is necessary to do so for the protection of members of the public, otherwise in the 
public interest, or in the interests of the doctor. In addition they must be satisfied 
that the consequences of any restriction that they might impose of her registration 
will not be disproportionate to the risks posed by the doctor remaining in 
unrestricted practice. 

Mr Jenkins, Mr Lloyd, unless there is anything else on which you would like me to 
advise the Committee, that is the advice I give. 

MR JENKINS: Sir, I have mentioned the little green book with which Dr Barton 
has helped. I leave it with you. 

THE CHAIRMAN: Thank you. 

The parties withdrew by direction from the Chair and the Committee deliberated in 
camera. 

The parties having been readmitted: 

THE CHAIRMAN: Dr Barton, the Committee has carefully considered all the 

evidence before it, including the submissions made on your behalf. 

The Committee has determined, on the basis of the information available to it 

today, that it is not satisfied that it is necessary for the protection of members of 

the public, in the public interest or in your own interests that an interim order 
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under Section 41A of the Medical Act 1983 as amended should be made in 

relation to your registration. 
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CATHERINE LEE 

Catherine Lee 
Date of Birth:[ Code A·-·-·-·l Age: 92 
Date of admissi"on._to·-ci"wMH: 14th April1998 
Date and time of Death: 14.45 hours on 27th May 1998 
Cause of Death: 
Post Mortem: Cremation 
Length of Stay: 44 days 

Mrs Lee's past medical history:-
1998 Fracture neck of femur 
1998 TIA 
lliD 
Glaucoma 
Rectal prolapse 

Mrs Lee lived at Addenbrookes Residential Home. She had a daughter and 
grand-daughter. It was noted that she had poor mobility and was confused at 
times. Mrs Lee sustained a fractured neck of femur at Addenbrookes on zud 

Aprill998 and was admitted to Haslar Hospital for surgery to correct the 
fracture. She was then admitted to Gosport War Memorial Hospital on 14th 
Aprill998 for continuing-care. 

On admission a Waterlow score of 30 was recorded with another score of 29 
recorded on 8th May 1998 
A nutritional assessment plan was completed on 15th Aprill998 with a score 
of4. 
Barthel ADL index was recorded on 14th Apri11998 scoring 0, another on 25th 
Aprill998 scoring I and another one on 9th May 1998 scoring 4 
A handling profile was completed on 16th Aprill998 noting that Mrs Lee 
needed the assistance of 2 and a hoist for transfers. 
A mouth assessment was comJ?leted on 15th April1998. 
Care plans commenced on 14 April1998 for MRSA screening, 15th April 
1998 for sleep, 16th April1998 for hygiene, nutrition, constipation and on 26th 
Aprill998 for small laceration right elbow. 
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14th Apri11998 
Clinical notes - transferred to Dryad Ward from Haslar for continuing .care~ 
Barthel 0. Make comfortable, happy for nursing staff to confirm death. 

GMC101057-0041 

It was noted that Mrs Lee has sustained a right fracture neck of femur and had 
undergone surgery of canulating screws on 3rd April 1998. It noted thatMrs 
Lee had poor mobiltiy needed the assistance of 2 nurses, was confused at 
times, needed full assistance with eating and drinkng due to poor eye sight and 
that she had a poor appetite. She needed all care for hygiene and dressing and 
her pressure area were intact and that she needed nursing on a pressure 
relieving mattress. 
Summary- Cold on arrival on Dryad Ward, been sick in ambulance. Settle on 
ward and given 2.5ml oramorph. Nursed on Pegusus airwave mattress. 

15th April 1998 
Summary- oramorph Smgs 4 hourly. 

17th April1998 
Summary- restless, confused. Oramorph Smg 4 hourly .. 

18th April1998 
Summary- oramorph Smgs 4 hourly. 

23rd Apri11998 
Clinical notes- MRSA negative. Bottom slightly sore. Start gentle 
mobilisation will not be suitable for Addenbrookes. Seen by Dr Banks has 
severe dementia. 

24th April1998 
Summary - fell while attempting to get up from commode. Sustained skin flat 
to right elbow. Accident form completed. Daughter informed. 

27th Apri11998 
Clinical notes- gentle rehabilitation here for next 4-6 weeks probably for 
Nursing home on discharge. 
Pleased with progress agree Nursing Home would be best option. 

11th May 1998 
Pain in left chest. 

15th May 1998 
Summary- seen by Dr Barton re pain oramorph increased to lOmgs 4 hourly 
(20 mgs nocte ). 

18th May 1998 
Clinical notes- increasingly uncomfortable when I called much better on 
oramorph. 

20th May 1998 
Summary - visited by daughter. For cremation. 

21st May 1998 
Clinical notes - further deterioration uncomfortable and restless. Needs SIC 
analgesia. Happy for nursing staff to confirm death. 
Summary- restless, agitated. Seen by Dr Barton. Syringe driver commenoed 
diamorphine 20mgs at 09.40. Fentanyl patch 25mgs removed at 13.30. 



22nd May 1998 
Summary- grimacing when turned. Syringe driver renewed at 09.30 
diarnorphine 20rngs and midazolam 40mgs. Continues to mark, position 
changed every couple of hours. 
23nt May 1998 
Summary- syringe driver recharged at 7.35~ 20mgs diamorphine 40mgs 
rnidazolam. Position changed every 2 hours. 
25th May 1998 
Summary- further deterioration. Syringe driver renewed at 07.00 in some 
distress when being turned. Syringe driver renewed at 14.55 diamorphine 
40mgs. 
26tb May 1998 
Clinical notes- died peacefully at 14.45. 
Death verified by SR Hamblin and SN Barrett. 

GMC101057-0042 
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By Special Delivery and First Class Mail 
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Or Jane Ann Barton 
-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Code A 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·• 

Dear Or Barton 

GMC101057-0043 

I am writing to notify you that the President has considered information received by 
the GMC about your conduct. 

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

The President has reached this decision as he was of the view, after considering the 
information provided by Hampshire Constabulary in respect of its enquiries into the 
deaths of a number of patients at Gosport War Memorial Hospital, that the 
information was such that the Committee should be invited to consider whether it is 
necessary for the protection of members of the public, or otherwise be in the public 
interest for your registration to be restricted whilst Hampshire Constabulary's 
enquiries and any action resulting from those enquiries is resolved. The GMC is in 
the process of clarifying with the Police the level of disclosure that can take place 
before the IOC. Once we have done so we will disclose to you a copy of all the 
information that will be put before the IOC. You should expect this disclosure of 
information by 30 September 2004. 

You are invited to appear before the IOC at 09:30 on 7 October 2004 at the 
General Chiropractic Council, 44 Wicklow Street, London, WC1X 9HL if you so 
wish, to address the Committee on whether such an order should be made in your 
case. 

You may, if you wish, be represented by Counsel, or a solicitor, or by a member of 
your family, or by a representative of any professional organisation of which you may 



be a member. You may also be accompanied by not more than one medical 
adviser. The IOC is, however, empowered to make an order in relation to your 
registration irrespective of whether or not you are present or represented. 

GMC101057-0044 

You are invited to submit ob~ervations on the case in writing. Any observations will 
be circulated to the IOC before they consider your case. Your observations should 
be marked for the attention of Adam Elliott, Committee Section (fax no 020 7915 
7406). 

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

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

The GMC is under a statutory duty to publish the outcome of IOC hearings. lt is our 
usual practice to do so by placing the outcomes of hearings on our website. If you 
do not attend the hearing could you please supply Adam Elliott (fax number as 
above) with a telephone or fax number where you can be contacted on the day of the 
hearing so we can let you know of the decision before placing the information on our 
website. If you do not provide such a contact number, or we are unable to contact 
you, the outcome of the hearing will still be published. 

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

In accordance with Section 35A(2) of the Medical Act 1983 (as amended), you are 
required to inform us, within 7 days of receipt of this letter, of the name and address 
of the following: - · 

• all of your current employers, 

• the Health Authority with which you have a service agreement, 

• locum agency/agencies with whom you are registered, and 

• the hospital/surgery at which you are currently working. 

• If you engage in any non-NHS work, you are also required to notify us, within the 
same period of time, of the name of the organisation/hospital by which you are 
employed, or have any working arrangements. Please forward this information 
directly to me. Upon receipt of these details, your employers will be notified of 
the Committee's consideration of the matter. 

• If you are approved under Section 12 of the Mental Health Act, or Section 20 (b) 
of the Mental Health (Scotland) Act 1984, you must also notify us of this fact. 
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I enclose copies of the relevant provisions of the Medical Act, the IOC Procedure 
Rules, a paper about our fitness to practise procedures and a paper about the 
procedures of the IOC. 

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

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

Yours sincerely 

Paul Hylton 
Assistant Registrar 

Cc: Mr lan Barker 
The Medical Defence Union 
MDU Services Limited 
230 Blackfriars Road 
London 
SE1 8PJ 
ISPBrrOC/0005940/Legal 
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FAO Paul Hylton · Dr Jane Barton 
' ; Committee Section FPD 

General Medical Council 

17 8, Great Portland Street 

London Wl WSjE 

Code A! 
; 
; 
; 
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'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· ·-·-·-·---.1 

Your Reference PCH/2000/2047 27th September 2004 

Dear Mr Hylton 

re Interim Order Committee hearing on 7th October 2004 

I am a Principal in General Practice contracted to Fareham and Gosport 

Primary Care Trust. 

I am on the Bed Fund for Gosport War Memorial Hospital, Bury Road 

Gosport, administered by the same Primacy Care Trust. 

I am a partner in the practice of Dr PA Beasley and partners, 

Forton Medical Centre, 

White's Place 

Forton Road, 

Gosport P0123JP. 

I have no other employment or contract either NHS or non NHS and I am 

not approved under Section 12 of the Mental Health Act. 

I propose to attend the hearing on 7th October 2004. I will be 

represented by my solicitor Ian Barker of the MDU . 

Yours Sincerely . 

r--coae-)~---~ 
i i 

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

Dr Jane Barton 
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Please quote our reference when communicating with us nbout this matter 

Our ref: ISPB/TOCI00059401Legal 

Your re£: PCH/2000/2047 
THE 27 September 2002 

MDU 
Mr Adam Elliott 
Committee Section 

Genet·al Medical Council 
178 Great Portland Street 
London, Wl W 5JE 

. ;-·-·-·-·-·-c;-·-·-·-·-·-·-·-·-· Also by faxL_______ ode A -·-·-·; 
·-·-·-·-·-·-·-·-·-·-·-·---.J 

Dear Mr Elliott 

Dr Jane Barton- Interim Orders Committee- 7th October 2004 

MOU SeiVices t.imited 
230 Slackfriars Road 

.t.~nclon 
SE1 8PJ 

-ox No. 36505 
Lambeth 

Lggal Oopanmgnt of The MOU 

Telephong: 020 7202 1500 
F~ 02072021663 

Email: mdu@the-mdu.com 
Websit.e www.the-mdu.com 

Further to the letter from Mr Hylton to Dr Barton ofth~ 24th September, and indeed our 
telephone conversation today, can I confirm that I continue to act for Dr Barton. 

As you know, Dr Barton has previously appeared before the Inte1'im Orders Committee 
on three occasions. On each occasion the matters .raised have been eseentially of the 
same origin and nature. 

On each occasion Dr Barton has been repr~sented by Mr .AJ.an Jen.kins of Counsel. The 
matter is necessarily a little complex and continuity of repres.entation, lSOmewhat 
unusually for t.he purposes of such hearings, in this instanee is of dear importance. 
Indeed I would respectfully submit that it ·would only be reasonable and fair for Dr 
Barton to have that continuity of r~pr~sentation. 

I ve·ry much regret to advise you that Mr Jenkins is unavailable on 7th October. I have 
made enquiries to see if it might be possible for his existing commitment to be dealt 
with on another occasion, but unde1•stand this is simply not possible. 

In these circumstances I would be most grateful if consideration could be given to the 
provision of an alternative date for the heSl-i.ng of this matter. I appreciate that the 
General Medical Council would not seek to delay the matter for any significant period of 
time, but it may be relevant to observe that at none of the previous thr-ee hearings, in 
June 2001, March 2002 and Sep,tember 2002 was considered necessary by the 
Committee to make an Order affecting Dr Barton.'s registration. 

Can I also ta.lte the opportunity to point out that the letter to Dr Bart-on of 24th 
.September, advising her of the forthcoming hearing does not appear to ,comply with Rule· 
5 (1) of the General Medical Council {Interim Orders Committee) ( Procedure) Rules 
Order of Council 2000. The letter does not -contain a brief statement of the matters 
which appear to raise the relevant question set .out sub sub rule {b). 

"Specialists in: Medical OefenCI! Dental Oafence Nur8ing Ocfoncc ~tsk Management 

.Y!DU &rvi:e$ L:cJ i:; <ll• atcn.t {o,. 171~ M~cl Dt!{o11u:e Union Lld "(lhe J!,/.J)U) and for Zurich l~tn.roni!e Com,pony, wll.ich ta o rrnrmber of 1118 /1860CiDtl 
of Bru:Sh !nJureri (.4Bli. 11UJ MDU i.s r.ot 01t i'J.S"rouce COinpaliJI. The l:umefiu of m~mbcl"$hii'J of tht Mr.JU art! all diacretioii.CJr,1 and. <~re 3ubj&c1to , 
1'4"emor.C.fldulll cmd .Artieks -of As5ociation. 

Raci:r.ored in ~nglalld ae57oee flegi~tereo Office: 230 Slackfriars ·Roa<l.t.C>nOCn se 1 sP J 
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Your ref: PCH/2000/2047 

27 September 2002 Page 2 of2 

Further, Dr Barton has not yet been provided with any documentation. Curiously, it 
seems to be suggested that the issue of what documentation will be disclosed has still to 
be determined. Specifically, in paragraph 3 of the letter from Mr Hylton it is said that 
the GMC is in the process of clarifying with the Police the level of disclosure that can 
take place. A.s you will appreciate, Rule 5 (3) of the procedure 1·ules requires that the 
Registrar shall send a Practitioner copies of any documents received in connection with 
a case. It is therefore not open to the GMC to be selective - any document received 
should be disclosed. 

I make the points in relation to compliance with Rule 5 (l) and Rule 5 (3) as clearly 
there are issues to resolve before the matter can reasonably proceed and in those e 
circumstances too brief adjournment might be sensible for all concerned. 

I would be most grateful if this application could be given urgent consideration and if I 
can assist with the pro...,-ision of any further information, including further details of Mr 
Jenkins' availability, I will be pleased to do ·SO immediately. 

It may assist if I mention now that l\>fr Jenkins would be available both on the 13th and 
15tb. October, when I understand the ~OC will be &itting to consider cases generally. 

r·-·-·-·-· Y oUl·s sincerely 
; 
! 

Code A 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
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Your reference 
In reply please quote 

ISPB/TOC/0005940/Legal 
ACE/JJC/PCH/2000/2047 

By post and fax- 020 7202 1663 

Ple~s.~.JJQ~I~§.~--~~-':lr reply to the Committee Section FPD 
Fax! CodeA ! 

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

30 September 2004 

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

Dear Mr Barker 

GMC101057-0049 

GENERAL 
J\\EDICAL 
COUNCIL 
Protectina patients, 

auidina doctors 

Or Jane Barton- Interim Orders Committee (IOC) 7 October 2004 

Thank you for your letter of 27 September 2004 in which you request that the 
Chairman ofthe IOC consider postponing the scheduled hearing of Or Barton's case 
in accordance with Rule 7(1) of the Committee's Rules. 

I can confirth)hat the Chairman of the Committee considered your request and that 
. he did ll()t aceede to it. 

The Cha,irrfiafi in considering this request considered the nature and purpose of the 
IOC,whi9ti/isnamely, to determine whether interim action is required to be taken 
agajnst tllEir.eS:Jistrc:~tion of a. doctor who may pose a. risk to the public, the public 
interestbrtn~ir·Qwn interests and in fulfilling this function it is consfdered that the 
ComrnitfeE)~stibuld i1iE3et as soon as practicable whilst bearing in mind the need to 
balance]~-~#phsequences for the practitioner of the imposition of an interim order 
and to er'lsq.f~:thatthe doctor is afforded the opportunity to attend c:iny hearing and 
be represented; although not necessarily by the Counsel of their choice. 

The Ch~irmar1 took account of the Council's letter notifying Or Barton of the 
forthcoming hearing and the timetable contained therein and in reaching his decision 
considered that the date of 7 October 2004. 

In reaching his decision the Chairman determined that whilst unfortunate that Or 
Barton's chosen Counsel is not available, there was still sufficient time to instruct 
fresh Counselto attend and make representations. ltis the Council's intention to 
dispatch a copy ofallthe papers in the case on 30 September2004, providing Or 
Barton with 7 days ill which to prepare a defence. lt was the opinion of the Chairman 
t.hat this was sufficient time in which to fully instruct new Counsel to prepare such a 
defence. The Chairman further considered that the Council's letter of 24 September 
2004 put Dr Barton on notice that the hearing would be taking place on ?October 

178Great Portland Street L<mdon WIW5JE Telephone o2o 758o 7642 Faxo2o 7915 3641 
email e:mc@gmc-uk.org www.gmc-uk.org 
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In all the circumstances, the Chairman having taken intO account your letter of 27 
September 2004 and balanced the information contained within agai11st the reasons 
for Or Barton's referral considered that, it was important in the public ;interest that Dr . 

· Barton's case be heard as soon as possible. · 

The hearing scheduled to take place on 7 October 2004 will take place as listed ~nd 
Or Barton is invited to appear before the IOC at 09:30 on 7 Octobe~ 2004 a~ the 

·General Chiropractic Council, 44 Wicklow Street, London, WC1X 9HL if you she 
so wishes, to address the Committee on whether such an order should be made in 
relation to her registration . 

. ,._ .. 

You are invited to submit observations on the case in writing. Any observations will 
be circulatedto the IOC before they consider your case. Your obse_rvations should 
be markedfor my attention. You are further invited to state in writing whether you 
propose to attend the meeting, whether Or Barton will attend and whether she will be 
represented bY Counsel, and if so, by whom. 

The IOC normany meets in private but Or Barton may if she wishes, under the 
provisions of rule 9 of the Procedure Rules, direct that the meeting should be held in 
public. · 

lt is opent() you to apply for a further postponement under the terms of Rule 7(1} of 
the Committee's Procedure Rules and further it is open to you to apply for an 
adjournrnenfto the Committee as convened on the day of the hearing as prescribed 
by Rule ?(~}9fthe Rules . 

. . · ·; 

•. ·.. ·-

The Secretaii~t having spoken with those that represent the Council also considered 
··the other matters thatwereraised in.your letter of27 September 2004 . 

.. ·· · .. - · ... ·._,_----,:···-. .. . . . -·· 

With reg~l"dtbyour point regarding Rule 5(1)b it .is the opinion of the Council that the 
letter dated 21 September gave the following brief statement of the matters which 
appeartoraise.the.relevant question setoutin Rule 9(t}b: · 

.- ~. . . . , ....... -.- . . . . . . 

Th~Pi~~id~nt has reached this decision as hews$ otth.e,view, after 
coHsidering. the information provided by Hampshire. Constabt!lary in 
resj/ect of its enquiries into the deaths ofa nu m bet ofp~tients at 
Go~pqr;t War Memorial Hospital, that the infor11Jation w~.s suqt1 that the 
Commlftee should be invited to consider whetherifis necessaryforthe 
proteCtion of members. of the public, or. otherwise be:imthe-public interest 
foryour registration to be restricted whilst Hampshire Constabulary's 
enquiries and any action resulting from those enquiries<;s resolved. 

Further, the Council submits thatits letter of 24 September also gives a full 
explanation as to when Or Barton can expect to have disclosure ofthe 
information to be considered by the Committee, and what information she can 
expect to be disclosed. The Council is mindful of the provisions of Rule 5(3) but 
it is not of the view that it's letter contravened those provisions. The letter states 
that: 

Protectine patients, . 
euidine doctors 2 
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The G MC is in the process of clarifying with the Police the level of 
disclosure that can take place before the lOG. Once we have done so 
we will disclose to you a .copy of all the information that will be put before 
the IOC. You should expect this disclosure of information by 30 
September 2004. · 

The clarification with the Police is in·respect of what information the CPS 
determines can be disclosed to the GMC. The Police are fully aware that any 
information disclosed to the GMC and subsequently disclosed to any of its 
Committees must also be disclosed to Or Barton~ The Council will disclose to 
Or (3arton all illfC>rrn.ation that is to be put before the IOC. 

I hope that his letter provides sufficient information for your needs. However, if I can 
assist further, please do not hesitate to contact me. 

Yours sincer~y 
!"-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~'-·-·-·-·-·-·.:..·-·-

' ' 

!Code A! 
i i 
i i 

i.-·-·-,·-:-·--·-~-:-·-·-·-·-·-·.-·-.-;-:·""'··-::~-·-·-·-·-·-·-·-·-·i 

AdamEIH8tf 
Interim Orders Committee Secretariat 

Protectill(J patients, . 
guidilljJ doctors 3 .s 
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Our ref: ISPBtrOC/0005940/Legal 

Your re£: PCH/2000/2047 
30 September 2004 

Page 2 of2 

In addition to Dr Barto~'s ability or lack of it to consider such a significant quantity of 
material at this stage, sadly Counsel previously instructed for Dr Barton, Mr Alan 
Jenkins remains unavtrilable for the hearing on 7th October. I appreciate at once that ' . 
the Interim Orders Committee would not ordinarily be concel'Iled to take Counsers 
availability into account. However, this matter has previously been .considered on three 
separate occasions by the Interim Orders Committee - and substantively on each 
occasion, rather than being merely ·by way of review. There is therefore a long and 
significant histOl"Y from which I would submit that it is desirable that ther-e should be 
continuity of . representation, both for Dr Barton herself, and indeed to assist the 
Committee. 

With reference to the limited information given within the letter of the 24th September 
to Dr Barton about the matter, which you have kindly quoted in your letter to me of 30th 
Septembet·, it is clear that the matter concern the Gosport W a:r Memorial Hospital. Dr 
Barton ceased to have any involvement with that hospital some long time a.go. It must 
therefore be the case that any matters raised by the Hampshire Constabulary are 
historical. As best I am aware of it, there has been no expression whatsoever of concern 
in relation to Dr Barton's recent practice. 

I· would respectfully submit that this point is highly relevant in terms of the 
consideration of the public interest in ensuring that a hearing take pla.ce very rapidly. 
It is also relevant in that regard that on each of the three occasions when Interim 
Orders Committee has met to consider Dr Barton - on each oc.casion with reference to 
the Gosport War Memorial Hospital - the Committee concluded that it was not 
necessary to make an order affecting Dr Barton's registration. 

Accordingly, there is as best I am aware of it no indication that Dr Barton's present 
behaviour gives any obvious cause for concern, and to the extent that her previous 
activities as a Practitionar h&.br beer. ccnsl.dered in relation to this v-ery hospital, no 
action has been taken by the roe. It must surely be the case in those circumstances 
that the public interest could not reasonably be adversely affected by an adjournment of 
a mere week to facilitate both the proper consideration of paperwork and representation 
by established Counsel. 

I would be grateful if my furthe1· application for adjournment could be given urgent 
consideration. 

Yours sincerely 

:-·-·-·-·-·-· 

I Code A-·1 
· ~L."Irui·s:p~-·tntr.a:e-r···i 

Solicitor 
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By Fax and first class post 

5 October 2004 

Mr lan Barker 
The Medical Defence Union 
MDU Services Limited 
230 Blackfriars Road 
London 
SE1 8PJ 

Dear lan 

Or Jane Barton - Interim Orders Committee 

GMC101057-0053 

GENEI\_AL 
lv\_EDICAL 
COUNCIL 
Prouctina patients, 
auidina doctors 

Thank you for your letter of 5 October 2004, a copy of which I will pass on to Adam 
Elliott in our Committee Section. 

I note your comments regarding the medical records and I should inform you that 
unfortunately, due to the problems experienced by our Reprographics section in the 
course of our move to our new premises, it is likely that a copy of the records will not 
be available until tomorrow at the earliest, 

I have considered whether it would be prudent to use a commercial reprographics 
company. However, gi:ven the nature of the information, I decided against that 
course of action. · 

I will forward a copy of the records to both you and Or Barton as soon as they are 
available. 

r-·-·-·-·Yours..sincere.Jy_·-·-·-·-·-·-·-·-

/CodeAI 
! i 
! i 

~._·-·-·-·ria-lifliylton-·-·-·-·-·-·-·-·-·-·-·-· 1 

Assistant Registrar 

2nd floor Regents Place 35{) Eust.on Road London NW! 3JN Telephone o845 357 8oo1 Fax o2o 7189 5001 

-- .. :1 ........... ,...(n),.nH·-nlr nro ''V\\''\V.Pn1c-uk.or2: 
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Your reference 
In reply please quote 

ISPB/TOC/0005940/Legal 
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By courier and fax- 020 7202 1663 

Please address your reply to the Committee Section FPD 
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6 October 2004 

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

Dear Mr Barker 

GMC101057-0054 

GENEI\.AL 
M._EDICAL 
COUNCIL 
Protectina patients, 
auidina doctors 

Dr Jane Barton- Interim Orders Committee {IOC) 7 October 2004 

Further to your letter of 30 September 2004 and our subsequent telephone and e­
mail conversations. I can confirm that the Chairman of the Committee did on 1 
October 2004 consider your further request to postpone Or Barton's hearing. 

The Chairman considered that whilst the submissions you made may have force in 
relation to whether or not the Committee should impose an interim order on Or 
Barton's registration it was not for the Chairman alone to consider such matters and 
that in all the circumstances, it was nflcessary for the reasons given previously and 
in the public interest -that the hearing of Or Barton's case be expedited 
notwithstanding that her chosen Counsel is not available. 

The hearing scheduled to take place on 7 October 2004 will take place as listed and 
Dr Barton is invited to appear before the JOC at 09:30 on 7 October 2004 at the 
General Chiropractic Council, 44 Wicklow Street, London, WC1X 9HL if you she 
so wi.shes, to address the Committee on whether such an order should be made in 
relation to her registration. 

You are invited to submit observations on the case in writing. Any observations will 
be circulated to the IOC before they consider your case. Your observations should 
be marked for my attention. I am grateful for your confirmation that Or Barton will be 
attending the hearing and that she will be represented by Mr Foster, Counsel. 

The IOC normally meets in private but Or Barton may if she wishes, under the 
provisions of rule 9 of the Procedure Rules, direct that the meeting should be held in 
public . 

. lt is open to you to apply for a further postponement under the terms of Rule 7{1) of 
the Committee's Procedure Rules and further it is open to you to apply for an 

2nd Floor Regents Place 350 Euston Road London NWI 3JN Telephone o845 H7 8oo1 Fax o2o 7189 soo1 

email gmc@gmc-uk.org www.gmc-uk.org 
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adjournment to the Committee as convened on the day of. the hearing as prescribed 
by Rule 7(2) of the Rules. 

The Secretariat having spoken with those that represent the Council also considered 
the other matters that were raised in your letter. of 27 September 2004. · 

I hope that his letter provides sufficient information for your needs. However, if I can 
assist further, please do not hesitate to contact me. 

Yours sincerely 

r::::::~:~~:~::~::::J 
Adam Elliott 
Interim Orders Committee Secretariat 

Protecting patients, 

euiding doctors 

2 
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Confidential 
Addendum (11) 
BARTON 

Interim Orders Committee 
13 October 2004 

Information: Further information: 

1. 
2. 

Transcript- IOC Hearing- 21 June 2001 
Expert Review - Catherine Lee 

GMC101057-0056 

GENERAL 
M_EDICAL 
COUNCIL 
Protecting patients, 
guiding doctors 

553-562 
563 
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GENERAL MEDICAL COUNCIL 

INTERIM ORDERS CO~ 

Thursday, 21 June, 2001 

Chainnan: Professor MacKay 

Case of: 

BARTON, Jane Ann 

Dr. J.A. Barton was present and was represented by MR. A. JENKINS of Coun.sel, 
instructed by Solicitors to the Medical Defence Union. 

MISS L. GRIFFIN~··ai;·cou~;~l. ·instructed -by M~~;~ ·Field .Fish~ wa.terhouse, 
appeared on behalf of the Council. 
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A MISS GRIFFIN: Sir, this case comes before you under the Conduct procedures. 
The nature of the case is set out at the beginning of your bundle as, in summary, one 
ofunlawfulldlling. A police investigation is continuing and has not come to a 
determination as yet, in relation to whether or not any charges will be brought against 
Dr Barton. 

The papers before you relate to a patient by the name of Gladys Richards, who was 
B ·treated at the Go sport War Memorial Hospital in August 1998, where she died. 

c 

D 

E 

lv!rs Ri.chards was born on. 13 April1907. There is a short summacy of her medical 
condition at page 57 from the Royal Hospital Haslar, Gosport, Hants, dated 
10 August 1998, written by Sergeant StaffNurse Curran. 

TI1e Committee can see that Mrs Richards had sustained a right fractured neck of her 
femur on 30 July 1998 whilst in the Glenheathers Nursing Home. She was admitted 
to the ward and had a right cemented hemi-artheroplasty, and was now fu1ly weight-
bearing, walking with the aid of two nurses and a Zimmerframe. · 

Her past medical history is set t)ut in summary. She was deaf in both ears. She had 
had cataract operations to both eyes. She had a recent history of falls and was 
suffering from Alzheimer's, which condition had deteriorat-ed over the previous six 
months. She had had a hysterectomy in 1955. Her allergies were set out and the 
drugs that she was currently taking. 

The Committee can then see certain details set out as to her day-to-day hving. 

Straddling that document is a letter from Dr Reid at pages 56 and 58, dated 
5 August 1998. Again, in summary it gives the Committee some information as to 
Mrs Richards' standard o.fhealth shortly before her death in 1998. 

Sir, the complaint about Dr Bmton is brought on the basis of the two state.m.ents at 
the beginning of your bundle. The fi.r.st is from Mrs Lcslie Lack, and the second is 
from Mrs Gillian MacKenzie, the daughters of the late Mrs Richards. I ask the 
Committee to pay attention to those careful, considered and detailed statements in 
coming to their conclusions today. Those ladies were extremely concerned about the 
standard of care and attention that was being paid to their mother while she was 

F ~dClr th~ care o.f t.b§ hQ~pital, .~ID.d.in.par::ti.culat-Dr.Barton .... They .speak about·-···. 
concerns as to the standards of the care assistants and their attitude towards their 
mother, and also the standard of care afforded tot heir mother by the nurses at the 
hospital and. their level of communication. They also complained of the level of 
nourishment and hydration provided to their mother, particularly in the last days of 
her life. 

G It was the wish in particular of Mrs Lack that her mother be transferred back to the 
Haslar Hospital, from where she had been transferred to the Gosport War Memorial 
Hospital. It transpires that that hospital was willing to accept her, but that Dr Bart-on 
was reluctant to send her back. What was explained to the ladi~s shortly bef-ore their 
mother's death was that she had developed a haematoma after the sucoessful 
manipulation of her hip after jt had become dislocated. The suggesti<m was made at 
that stage that as she was in so much pain and had been re-ceiving significant pain 

H relief, that she should have some Diamorphine. The reaction. of her relative was to 

T.A.REED 2 
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A say that that was tantamount to a suggestion of euthanasia, and that was deni-ed by 
the doctors. 
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The daughters repeated their request that their mother should be transferred. 
Dr Barton said that that would :uot be appropriate because their mother had suffered 
too much. trauma for one day already, and that the hospital would seek to keep her 
pain-free that night. 

The next .momin.g, on return to the hospital~ Mrs Richards' daughter was told that in 
effect nothing more could be dune for. their mother. They were told that the 
appropriate action would be a syringe driver with morphine to ensure that she had a 
pain-free death. 

Their first infonn.ation to that effect did not come from Dr Barton. However, they 
did speak to Dr Barton about it. Her attitude was that it was going to be "the kindest 
way" and that they were to expect as the next thing a chest infection. Certainly 
Mrs Lack and Mrs MacKenzie found tQat that latter comment was extremely 
insensitive. 

It is suggested within the paper:s and within the medical notes that the daughters 
accepted the course of action of a syringe driver with the morphine. However, they 
maintain that it was something .in effect that they submitted to and there was no 
question of their accepting that course in the knowledge that it would lead to their 
mother's death. What they wished was for her pain to be relieved. They believed 
her to be strong and to be fighting to recover. 

It would appear that subsequently the syringe Qriver was put in place, that their 
mother received no nourishment in her final days, or indeed hydration. They did not 
see a doctor in the days immediately preceding their motb.er's death, and certainly at 
the point ofher death there w~; no doctor present. 

I understand that tbe death certificate refers only to bronchopneumonia and does not 
refer to the haematoma of which they had been told a coup le of days previously. 

It was Mrs MacKenzie's opinion that their mother had not been given a proper 
chance to make a recoverv. 

··--··. --··. -- ·---·· ~J ... .. . 

The medical notes begin at page 56. There are nursing notes that are copied on a 
number of occasions, out it is most convenient to turn to page 239 which shows a 
nursing care plan for 13 August 1998 through to 19 August 1998. That contains 
entries in relation to the drugs administered to Mrs Richards. 

On page 240 there is a contact record: which begins with 18 August 1998. It sets out 
contact with the family. At ont~ stage Mrs Richards' daughter is noted as being 
"quite upset and angry". On the morning of 19 August th.e Committee will see that 
the daughters were seen. The note reads: ''Unhappy with various aspects of care. 
Complaint to be handled officially." On 21 August there is a note: "Patient's overall 
condition deteriorating. Medication keeping her comfortable. Daughters visited 
during morning." At the top of page 2.41: .. Condition poor. Pronounced dead at 
21.20 hours." The .earlier part c,f that contact record is at pages 242-243. 
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Sir, in relation to pain relief there is a note on page 243 that on 18 August 1998 the 
patient was reviewed by Dr Bar ton for pain control by a syringe driver, and her 
treatme:nt was discussed with both daughters. "They agreed to use of syringe driver 
to control pain and allow nursing care to be given." 

Dr Barton's notes are copied at pages 222-223. The Committee may find some of 
B them difficult to read. We have the benefit of a police stat-ement by Dr Barton, 

.however, in which she sets out the substance of some oftbose notes in typewritten 
fonn. The Committee will note in particular the note in the foiiD. of a rhetorical 
questio:n: "Is this lady well.enougb for another surgical procedure?" That was made 
on 14 August 1998. Turning the page, the Committee will see on 18 August the first 
note, "still in great painu continuing, "I will see daughters today; please make 
comfortable". On 21 August: "Much more peaceful" or .. restful" and there is a 

C reference to a drug being given for her chest. The pronouncement of death is 
recorded again at the bottom of that page. 

D 

The doctor's statement provided by the Hampshire police is at the back of the 
document. The Committee will have regard to that.in coming to their conclusions. 
In essence, Dr Barton refutes any allegation of wrongdoing in her care of 
Mrs Richards in the days leading up to her death. 

Sir, it may be suggested that there has been significant delay in this matter coming 
before you. The statements ofl\.1rs Flack and Mrs MacKenzie that were provided to 
us by the police were not forthcoming until6 June 2001, as can be seen from page 6. 
This matter comes before the Committee at the first possible opportunity subsequent 
to the information being provided to the General Medical Council. 

E It is my submission that in this case it would not be appropriate to consider 
conditions on the doctor's registration; that in essence the facts in the papers raise 
such a significant concern about this doctor that this Committee ought to consider 
suspending her registration on ciD. jnterirn basis. 

F 

THE LEGAL ASSESSOR: The events took place in August 1998. Do we have any 
information about when the inquiry commenced? 

. . 
MISS GRIFFIN': I understand that there was an initial investigation by the police 
which was concluded, and no action was taken at that time, on the advice of the 
Crown Prosecution Service. I know not the basis for that advice. Subsequently a 
complaint was made about the conduct of that investigation by Mrs Richards' 
daughters, and the matter has subsequently been re-investigated. 

G THE LEGAL ASSESSOR: Is l.t the second investigation that is being referred to in 
the letters at pages 4 and 5? 

H 
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MISS GRIFFIN: Yes. 

THE LEGAL ASSESSOR: The statements were taken in Januazy and March 2000 
by the police. The letter of27 July on page 4 indicates that the investigation is 
ongoing and no charge is preferred. The letter at page 5, dated 20 September, ·says 

4 



••• 

GMC101057-0061 

r-·-·-·-·-c:c;CiE;-p;-·-·-·-·-: 
L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·.: MILRVE PAGE 06/11 

··:. .~ _ .. ~ . 

A that the investigation is ongoing and that a file will be submitted to the Crown 
Prosecution Service as soon as possible. The outcome was esti.m.ated to be unknown 
for three or four months. We ar.e now a considerable distance ahead of that period~ 
Are you aware whether a file has been submitted to the Crown Prosecution Service? 

B 

c 

MISS GRIFFIN: I understand that it is within their remit, but no decision has been 
tal< en. 

TirE LEGAL ASSESSOR: D<:t you know whether or not, in the course of their 
investigation, the police have SI)Ught and obtained independent med.i.cal-evidence to 
determine whether their case can be substantiated? 

MISS GRIFFIN: Sir, we have provided the Committee with the evidence that was 
before the screener, and that is the only evidence that I have had sight of. 

MR ffiNKIN"S: Can I deal with those queries now, because I have some information. 
You have been told that the daughters complained. They did complain; they 
complained about almost everybody. I put the facts baldly and try not to put any 
gloss upon it_ You will see thal: they complained about the nursing home where their 
mother was, long before she came under Dr Barton's care. They complained about 
the first hospital. I do not think all the members of staff were complained about, but 

D some of them. were. They complained about this hospital where Dr Barton had 
charge of this patient. 
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The allegation appears to be a conspiracy to murder. It appears that everyone has put 
their heads together in looking after this elderly lady and agreed not to feed her and 
to give her a grossly excessive course of treatment. The sisters complained to the 
police and the police conducted. an investigation, and that resulted in no action being 
taken. They then complained about the police who had conducted an investigation, 
and a seco:o.d investigation has r;Ommenced. We do not have a resuU of that 
investigation. Those instructing me act for Dr Barton in the criminal investigation, 
and we therefore know that within the next few weeks there is to be a meeting 
bet\veen the police and the prosecution service and Treasury COUJ)Sel instructed to 
advise the CPS, at which time we are told a decision will be taken. We know that 
expert opinion has been sought by those who investigate this matter. We have not 
-~~~-.a ~py ()fjhe exp_~:rt QP-iniq_q, __ :QQJ. .. 9o_w_e.l<:no.w.:what that_opinion .contains.-.We 
are certainly concerned at a very considerable delay. That is the background. 

The first point I make on Dr B:uton's behalf is that, plainly, there is.no conceivable 
basis here for suggesting that the drugs that were prescribed and administered to thi.s 
lady were inappropriate. There is no basis at all for saying that the level of drug 
prescribed was excessive for this patient. The:re was no basis for arguing that the 
Diamorphine that was prescribed and administered caused the death. Si11Ularly, in. 
relation to the hydration and the~ other aspects of care provided to this patient, there is 
no basis for saying that what was provided was inappropriate. There is no medical 
opinion, and there is no argument either that any failure to hydrate this lady caused 
her death. The sisters suggest that it was their understanding that the haematoma 
could have caused death. 

5 
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A I do not mean t-o criticise the daughters at all. Plainly, they were extremely fond <lf 
their mother and they were anxious to do eve:rything that could possibly be done for 
her. It may well be the case- a-, I know Dr Barton would say- that they were 

B 

unable to accept that their moth~~r was terminally ill, and they did not accept it. ·They . 
believed that their mother would remain alive and continue to live. It would seem 
that they blamed those around their mother for failing to maintain her and keep her 
alive. 

It is clear from the medical records that this lady was in poor shape and was 
deteriorating. There has been no conspiracy by medical staff or the nursing staff, the 
charge nurse, or those others who were responsible. There is no conceivable basis 
for saying here that there is a prima facie case and that those responsible on a day-to­
day basis caused this lady's death, or brought it about. 

C This case may have been brought here prematurely. We suggest that it should not 
have been brought here at all. There may be, at some stage in the future, if there is 
an opinion of an expert in palliative care or term.inal care, an argtunent that there 
were failures in Dr Barton's care of this patient, but on the evidence you have seen 
there is no basis for such a proposition at all. 

Page 266 is Dr Barton's statement, which was provided by her when she was spoken 
D to by the police. She was one of quite a number of people who were spoken to by 

the police and she was in no different position from the other people responsible for 
this lady's care. You will see Dr Barton's position, qualifications and experience. 
She qualified in 1972. She became a partner in her present practice in 1980. In 1988 
she took up the additional post •>f clinical assistant in elderly medicine on a part-time 
sessional basis. She was working at tbe Go sport War Memorial Hospital. She 
retired from that position last y(!&. Obviously, this statement dates from 2000. 
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Her present situation is stated in paragraph 3. She is also the present Chair of the 
Gosport Primary Care Group. 

She was carrying out five clinical assistant sessions at the Gosport Hospital. As you 
will see from paragraph 4, she would attend the hospital every weekday morning at 
an early hour and engage in two formal ward rounds with the consultant geri.atri.cian. 

_S_h~._w.ou,ld 4o thatb.e.fore.she went..to_treat.her patients in her gener.al.p:ractice. -She-· .. --- .. -­
did not have constant attendance at hospitaL She was not in a position to review at 
short notice this lady's condition. It is a mistm.derstanding on the part of the siste.rs · 
to the extent that they suggest that Dr Barton was there and able to assist and deal 
with matters as and when they <~rose. 

As far as the doctor's present position is concerned regar.din.g opiates, she does not 
continue to work as a clinical aHsistant at this hospital. She has not prescribed 
Diarnorphine for over a year. 1be last time she prescribed an opiate of any kind in 
palliative care was Fentanyl, and that was for a patient who was being nursed 
intensively. She does prescribe morphine sulphate tablets for her own patients, but 
obviously only when it is appropriate. 

TI1ere is n.o basis here for saying that the prescription of an opiate for this lady was 
excessive or inappropriate. 
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Page 21. is the statement of the sister who was herself a Registered General Nurse. 

"I have had sight of a report prepared by Dr Lord and dated 
22 December 1998, which has attached to it a Hampshire Constabulary 
exni'hit 1 ~ },"'l " . . 

She goes on to say a few thin;~s about the report and, if I can use this phrase .• she tries 
to pooh-pooh it. She says that the report appears to have been prepared by reference 
some time after the event to .infonnation, notes and documents supplied by 
colleagues with whom she worked on a regular basis. Can I show you this report, 
because this was the consultant under whose care this lady was admitted? It provides 
a commentary on two aspects of the case with which you may be concerned: (1) the 
use of a syringe driver and th~ prescription ofDiamorphine; (2) the provision of 
fluids for this lady. (Same handed to members of the Committee) 

Sir, you and your colleagues will have seen the suggestion that one of the sisters 
believed the u.se ofDiamorphine was merely to accelerate the death, that 
Diamorphine was to be used fi)r euthanasia. They raised that proposition, it would 
seem. 

"My sister asked the ward manager: 'Are we talking about euthanasia? It is 
illega11n this country, you know.' The ward manager replied: 'Goodness, 
no, of course not."' 

Diamorphine has a perfectly proper use and is used very commonly in tenninal care. 

The second proposition raised by the daughters is that the use of a syringe driver for 
Diamorphine was foisted on them and they were unhappy with it. There were 
discussions. One would hope 1hat ther.e wiH be discussions between the nursing and 
medical staff and the relatives, so that agreement can be obtained as to a proper and 
therapeutic approach. It is clear from the documentation to which you have been 
referred that there were such discussions. It is regrettable that the daughters were 
later to say that they did not recllly agree, but you have been given the references at 
page 243. 

· · -The true situation is that; clear! y, there ·were discussions with the daughters and they 
were perfectly proper discussions. There is no basis for saying that this drug should 
not have been given or. given at that level. 

In relation to fluids, you have the opinion of the consultant. You have Dr Barton 's 
position stated at some length in the statement at the end of the bundle~ which I Irnow 
you will have read. The decision that was taken in this case, I suggest, was an 
entirely proper one. There is ne, basis here for suggesting that it was gravely 
improper or that it departed from proper medical practice. It is perhaps unfurtunate 
that the sisters did not understand, or were later to say that they did not understand or 
agree with the decision, but it is clear from the r.e<:ords that there were regular 
discussions between those nursing tbis lady and tb.e medical staff as to how she 
should be treated. 

T.A. REED 
&CO. 
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As to the decision not to transfer this elderly and dem.ented lady back for a third 
transfer to the Haslar Hospital in a very few days, there is no basis for saying that 
that was a wrong decision or one that did not have her best interests at heart - it 
plainly did. The report of the c-.onsultant clearly bears out the approach that 
Dr B arton took. 

There is no conceivable basis for alleging that any actions by Dr Barton in 
prescribing or causing to be administered the Diamotphine, caused the death. Th~e 
is no. basis for saying that anything she did reduced the quality oflif~ of this lady.or 
shortened her life. There is no basis for saying in this case that there should be a 
suspension. I do not deal with the question of conditions. Clearly, conditions have 
not been asked for. In any eve11t, Dr Barton no longer works in this unit, and 1 have 
given you her present situation as far as opiates are concerned. 

DR BHANUMA THJ: I notice that Diamorphine was given in the dosage of 40 mg 
and the patient was on 45 mg of Morphine prior to that. I know that pain control was 
not too good, but the day the 40 mg ofDiamorpbine was started it was equivalent to 
120 mg of Morphine, which was three times the dosage. What was the dosage that 
she was on, on the 21st? · 

MR. JENKINS: I think it was the same. There is a record within this bundle. 

DR BHANUMATHI: There js no mention of dosages anywhere, as to whether it 
was increased or decreased from 14 August 

MR JENKINS: It was not decreased. There is a record here. There is a prescription 
sheet) but I do not have a page number. That shows the administration. 

E DR SA YEED: Who had the ultimate legal responsibility in Gosport Memorial 
Hospital? Is there a consultant involved? 

M:R JENKJNS: They are consultant beds. 

DR SA YEED: How often do~; the consultant do a roWl.d? 

F MR ~INS: J -~-Jh<;: .PO~iti.Pn ro2.y _hay_e _changed since .199.8 ,..but Dr Barton~ - .- ·--.. -
statement says that there were two consultant ward rounds a week. 

G 

DR SAYEED: We are talking about 1998. Who carried the ultimate clinical 
responsibility of those beds? 

DR BAR TON: Dr Lord, whoS<: statement you have just read, had responsibility for 
the patient. She was on study lt:ave for the last three days of Gladys Richards' life 
but she carried out week,ly war rounds prior to that. 

DR SA YEE.D: The clinical assistance sheet shows that it is two sessions weekly. 

MR. JENKlNS: It is page 266. It was five clinical assistant sessions. 

H DR SA YEED: Was any junior doctor involved? 

T.A.REED 
&CO. 
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A 
Dr Barton: There are no junior doctors. It is just me. 

DR BHANUMATHI: Going back to what I was saying, now tb.at I have had a 
chance to read it properly, the Diamorphine was 40 to 200 mg (page 254), which is a 
vcry big jump of medication. Who authorised it and how was that done? 

B DR BAR TON: The dosage was reviewed every morning, and if an increase was 
necessary, it would be put up- obviously not straight from 40 to 200 mg but in 

c 

20 mg steps until the patient was comfortable. As it turned out, it was not necessary. 
Gladys needed no increase from the 40 mg initially put. · ·· 

DR BHANUMA Till: The nun;es were not left to increase the dosage; it was by au of 
the doctor. 

DR BARTON: Yes. 

THE LEGAL ASSESSOR: Si:r, the Committee can only act if they are satisfied 
either that it is necessary for protection of the members of the public, or otherwise in 
the public interest, or in the i.ote.rests of the practitioner that an order be made under 
section 4l(A)(i) of the Medical Act 1983. Before you, the Committee, can be so 
satisfied in any case, it is necessary to find that the evidence before you amounts to a 

_.--nro ..... rima facie case supporting in1erim action on one or more ofthc grounds that .I have 

E 

F 

G 

H 

T.A. REED 
&CO. 

st referred to. In this particular case, I simply draw to your attention. the absence of 
any independent specialist medical expert opinion indicating fault of any kind on the 
part ofDr Barton, which is Ob\iously something you will have to take into account in 
considering the question. of whether or not there is a prima facie case here suggesting 
fault. If you find that you are ~;o satisfied in respect of any one oT more of those 
grounds, then you must decide whether to make an order attaching conditions to the 
registration or suspending that registration in either case for a period not exceeding 
18 months. 

MR JENKINS: Might I add one point, which I should have raised? Those 
instntcting me did make inqui:Iies of the GMC about this case.· I know that the 
screener, when he or she looked at the papers in this case, did not have Dr Barton' s 
st~!~~m 19 loc;>k. at. _It ~~ _pmvided_by_the.polic.e .. at_a .date .after ... the .screener . .hac.L 
looked at these papers, so all the screen er saw was the statements of the two sisters 
and the medical records. 

MISS GRlFFIN: My understanding is that the police statement at page 266 came in 
with the fax. header sheet that was received dated 12 June this year (page 265) and 
that is the date after which the screener screened the matter. My understanding and 
my instroctions are that the screener did have the statement of Dr. Barton. 

THE CHAIRMAN: We are dealing with all the documents before us~ which include 
Dr Barton's statement. We will give due weight to all the documentation we have. 

MR JENKJNS: We have receJ.Ved a letter from the Fitness to Practise Dir-ectorate 
dated 19 June. Of course, I will check with my learned friend, but we have raised in 
correspondence the question of whether the screener saw Dr Barton's statement, and 
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A we were told that the screener, ·in reaching his decision, considered the 
documentation that was supplie-d to us by the police on 6 June 2001. and which was 
served on Dr Barton. Dr Barton 's statement was received at a later time than that. 
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THE LEGAL ASSESSOR: In any event, as the Chairman has made clem-, this 
Committee considers all the m:1terial matters before it and is not in any way bound 
by the fact that the screener has decided to refer the case to the Committee. 

MR JENKINS: I raise it for the sake of completeness, for no other reason. 

STRANGERS THEN, BY DIRECTION FROM THE CHAIR. WITIIDREW AND 
THE COMMITTEE DELIBERATED lN CAMERA 

DECISION 

THE CHAIRMAN: Dr Barton, the Committee have carefully considered all the 

evidence before it today. 

The Committee have determined that they are not satisfied it is necessary for the 

protection of members of the rublic, in the public interest or in your own interests 

that an order under section 41(A) of the Medical Act 1983 should be made in relation 

to your registration. 
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Catherine Lee 

No. BJC/31 
!"-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

Date of Birth: I Code A I 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Date of Death: 27 May 1998 

Catherine Lee was admitted to Gosport War Memorial Hospital on 14 April 
1998 from the Royal Haslar Hospital where she had been admitted for surgery 
to repair a fractured neck of femur. 

On admission, it was noted that Mrs Lee had poor mobility, was confused at 
times and needed full assistance with eating and drinking due to poor eyesight 
and that she had a poor appetite. She needed care for hygiene and dressing. 

On admission she was settled on the ward and given oral Morphine. 

This was gradually increased during her stay on Smgs four times a day to 10 
mgs by 18 May. 

She was transferred to subcutaneous analgesia on 21 May when she was started 
on Diamorphine and Midazolam. 

The experts have raised a question as to whether the indication for Opiates was 
clear but note that the medical problems were probably enough to account for 
the final cause of death. 
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GENERAL MEDICAL COUNCIL 

INTERIM ORDERS COMMITTEE 

THURSDAY 7TH OCTOBER 2004-10-30 

CHAIRMAN: DRMACKAY 

CASE OF 

JANE ANN BARTON 

MR R HENDERSON QC instructed by Messrs Field Fisher Waterhouse, 
solicitors to the Council, appeared for the Council. 

MR FOSTER instructed by the Medical Defence Unit appeared on behalf ofDr 
Barton who was present. 
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THE CHAIRMAN: Good morning. I would just check that everybody has the addendum 
to the papers, there is addendum 1 which is paginated from 510 to 551 and addendum 2 which 
seems to be paginated from 533 to 563. Dr Barton this is not the first time you have 
appeared before the Interim Orders Committee, the location is different, but the principles 
remain the same. The Panel is at this end of the table. Mrs Atma is to my far right, she is the 
lay member, Dr McCuggage is the medical member, Mr Swann is the legal assessor, and Ms 
Varsani is the secretary, Mrs MacPherson is the lay member and Dr Stewart is the medical 
member of the Panel and my name is Professor Mackay, I am the medical member as well, 
and also act as chairman. Mr Henderson appears for the council and Mr Foster appears for 
you. We will start with Mr Henderson. 

MR HENDERSON: This matter has a long history but it is not a review hearing because in 
the previous three hearings no order has been made, nor is it an adjourned hearing, there have 
been no adjournments. It comes before you because the General Medical Council has just 
received a statement from Detective Chief Superintendent Watts an officer of the Hampshire 
Constabulary who is in charge of the investigation comprehending acts and omissions of Dr 
Barton. The statement shows the scale of the police concern on top of the reference which 
has already been made by the Preliminary Proceedings Committee to the Professional 
Conduct Committee of the Council for enquiry into certain matters concerning Dr Barton. 
There is no application for an adjournment although one has been requested in 
correspondence which you will have seen and is in one of the addendum bundles. 

Because the matter has such a long history it seems to me it would be helpful to you and I 
provided this morning to my learned friend a chronology. It has already been partly over 
taken by events in that various things which I saw were missing have been produced but I 
hope you will find it is helpful and where I know there is some page references I will give 
them to you. 

THE CHAIRMAN: We will refer to this as C 1. 

MR HENDERSON: The order that I would seek today is that there should be conditional 
registration of Dr Barton. I do not seek and in my submission it would not be appropriate to 
seek suspension ofDr Barton. So the primary reason why I seek conditional registration is to 
protect patients and to protect public interest and it would be my submission that in all the 
circumstances such conditions would be proportionate and that Dr Barton would be able to 
continue in medical practice as a general practitioner. 

I will come to suggested draft conditions in a few minutes if that will be convenient. If you 
have the chronology in front of you you will see that it begins on the first page with the 
period, which was the originally alleged period of inappropriate prescribing to five patients, 
aged between 7 5 and 91 at Go sport War Memorial Hospital and concerns two wards Dryad 
Ward and Daedalus Ward. as you will have seen from the papers, all of whom died at the 
hospital where Dr Barton was a part-time clinical assistant, that is to say that patients 
Page,Wilkie, Richards, Cunningham and Wilson. 

Before going to those matters and going on may I begin by considering what it is I on behalf 
ofthe Council would need to establish and what it is what I would seek from you today. The 
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primary condition which we would ask for is that otherwise than in a medical emergency Dr 
Barton should neither issue nor write any prescriptions for nor administer benzodiazepines or 
opiates. Other fairly standard forms of conditions about notification of employers and 
prospective employers and not undertaking positions elsewhere where registration is required 
without informing the IOC secretariat we would also obviously ask for. 

The points that I would make apropos such an order for conditional registration are these. I 
would accept straight away that such conditions limit a general practitioner in his or her 
practice, but such a condition has not hitherto prevented Dr Barton from such practice. I am 
not entirely clear whether or not such an undertaking originally lapsed or whether some such 
undertaking has been in place at all times, but I have been shown today by my learned friend 
Mr Foster a document of October 2002, headed on AFareham and Gosport Primary Care 
Trust@ paper which contains a form of undertaking; it is a voluntary undertaking and it may 
be convenient if at this stage you had that document available to you. (Handed.) 

THE CHAIRMAN: D 1. 

MR HENDERSON: That you have in front ofyou a file note of a meeting held on the 9th 
October 2002 a meeting at which Dr Barton was present when Dr Sommerville in the second 
paragraph confirmed that Dr Barton=s offer of a continued voluntary ban on OP prescribing. 
This was agreed despite the fact that the GMC does not require it. It was pointed out that this 
has implications for the remaining practice members. Dr Barton had been advised by her 
medical defence society to carry a single vial of diamorphine in case she was presented with 
an absolute medical emergency. It was confirmed that the above arrangement does not, in 
practice, compromise the patients= safety in her practice list, thanks to the partners in the 
practice for accepting and dealing with this voluntary restriction. JB agreed her voluntary 
restriction covers opiates. Benzodiazepines would be prescribed strictly within BNF 
guidelines.@ It goes into monitoring arrangements with which I do not think is pertinent at 
the moment unless my friend wants me to read them out. So it would appear that there is in 
place some form of voluntary undertaking on the part of Dr Barton. The obvious point I will 
take on behalf of the Council is that it is of course an unwritten undertaking of no particular 
duration and capable of being withdrawn at any time and incapable of enforcement by the 
General Medical Council. It is not something which would come to the notice of anybody 
making enquiries in relation to Dr Barton whereas conditional registration has that important 
and significant effect. That is a matter which I am conscious you will be perfectly familiar 
with as being of importance,. Now that the Council for Regulation of Health Care 
Professionals has appealed a number of cases concerning doctors in the course of the past 12 
months or so, we can see the importance that is attached to the public availability of 
information so that the public can be confident that those things that ought to be able to be 
known by the public are known by the public, whether they be prospective employers or 
prospective patients. This sort of undertaking is unfortunately not in any way known to any 
such persons. 

I accept therefore that there are limitations on Dr Barton=s practice, but they are not presently 
enforceable. I accept, secondly, that the draft condition which I would submit is appropriate 
in this case can potentially disadvantage patients of the general practitioner, particularly a 
patient in need of such medication who will come under the aegis of another registered 
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medical practitioner, but it is clear in this case from what we have seen in the papers that Dr 
Barton is supported by other medical practitioners in the partnership and that has been 
obviously important to the patient'S. 
Can I say as a footnote that I am not suggesting that there should be any arrangement in 
relation to prescription or administration under an appropriate supervising medical 
practitioner. You will understand from the way I put it that it would be envisaged by the 
Council that this is a lady who should be able to continue in practice and that I do not rule out 
some such possibility. What I am concerned about is that there must appropriate protection in 
all the circumstances of the case. 

The third point that I would make is that I would accept that a condition such as I would 
propose adversely but temporarily affect a doctor-s reputation. 

Fourthly, the duty of the GMC is to guide and regulate doctors while protecting the patients 
and the public interest. Therefore what you are concerned with today as in all these cases is 
to achieve a proper balance between the competing interests of patient protection, protection 
of the maintenance of the reputation of doctors in the profession and good practice, and, of 
course, the interests of the doctor herself. 

These, as you will know only too well, are spelt out in section 41A of the 1983 Act as 
amended and I hope I will be forgiven ifl simply go to those opening words of section 41A. I 
do it in part also because my submission to you today B I endeavoured to forewarn my friend 
Mr Foster by making sure that he had a copy of the case which I was going to refer to and 
refer him to B is that a test which has been propounded in past cases and I believe has 
probably been propounded in this case, at least once, is not in truth the proper test to be 
applied by an interim orders committee. Section 41A provides 

A Where the Interim Orders Committee are satisfied that it is necessary for the protection for 
the protection of members ofthe public or is otherwise in the public interest or is in the 
interests of a fully registered person, for the.registration of that person to be suspended or to 
be made subject to conditions, the Committee may make an order .... @ 

either suspension or registration being conditional with such requirements for a period not 
exceeding 18 months as the Committee thinks fit to impose. So you have a very very wide 
discretion in terms of conditions that you think fit to impose. Going back to the opening 
words it is plain that nothing is said in the Act as to what is the test to be applied. The verb 
A you must be satisfied@ is plain, you must be satisfied in relation to three alternatives which 
are not exclusive, they can overlap and be accumulative. 

What then is the test? The test which has been applied in the past by many interim orders 
committees was one which I understand was propounded by a legal assessor on an inaugural 
training day when matters came to be considered in the light of the problems which had been 
thrown up by the fact that there had been inadequate powers to deal with interim protection of 
patients and doctors when the PPC could only impose interim conditions if there was a 
reference to the PCC. So in came the amendment rules and the test which I understand has 
been consistently applied has been this that there should be cogent and credible prima facie 
evidence which if proved could amount to seriously deficient performance of serious 
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A professional misconduct or impaired fitness to practice by reason of a physical or mental 
condition such that the doctor=s registration could be restricted by interim suspension or 
conditions until matters are resolved. 

B 

c 

D 

E 

F 

G 

H 

The difficulty about that test is that, as you will know from experience, as many of your 
colleagues will know, in many cases a doctor who has been arrested and charged B I use that 
by way of example, this is a lady who has neither been arrested nor charged at an earlier stage 
despite some three years of police investigation C with a very serious criminal offence, 
perhaps relating to patients, perhaps not, the police will probably have made no evidence 
available to the General Medical Council apropos that document or the evidence which is the 
subject of the charge. Therefore there would like as not be no evidence, not prima facie 
evidence, but no evidence in relation to that doctor and yet of course if it be a very serious 
matter which potentially affects the capacity of that doctor=s safety to behave as a doctor then 
the problem is that the statute requires that you consider whether it is necessary for the 
protection of members of the public or patients and others which was otherwise in the public 
interest that that doctor be suspended or made the subject of conditions. That test I do not 
understand has been substantially considered in the case law, but in the case ofDr X which I 
would ask for that to be made available to you if possible, and I know it was made available 
to your legal assessor yesterday at my request, the Court consisting of Pill LJ and Silber J 
C(Handed) 

THE CHAIRMAN: This will be C2. 

MR HENDERSON: The court had to consider the case ofDr X who was applying to quash 
and I am looking at paragraph 1 now an order ofthis Committee made on the 2nd March 2001 
following an oral hearing on that day. A 

"The IOC ordered that the claimant=s registration as a medical practitioner should be 
suspended with immediate effect for a period of 18 months. It was further ordered that the 
suspension should be reviewed by the roe at a further meeting to be held within six months. 

The claimant is a general practitioner of premises in the south east of England. Allegations of 
indecent assault are made against him by two ofhis nieces (now aged 15 and 13 years). Their 
father complained to the Social Service Department of the County Council and the Health 
Authority also became involved. The GMC were informed of the allegations. On the 28th 
February 2001 the claimant was charged by the police with six counts of indecent assault. He 
was granted bail subject to conditions. By virtue of Articles 3 and 10 of the Medical Act 
1983 Amendment Order 2000 the 1983 Act was amended by the addition of Committee and a 
new section.@ 

I have already read you section 41A so I do not need to read it again and subsection 10 we do 
not need to be concerned. Then paragraph 5: 

A The IOC has its origins in the Amendment Order. Similar, though somewhat different, 
powers were formerly exercised by a different committee of the GMC. At the hearing on 2nd 
March 2001 both the claimant and the GMC were represented by counsel. The hearing was 
conducted by a committee of five members advised by a legal assessor. Some of the 
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argument before the Committee turned upon the possibility of an interim conditional 
registration. It is common ground that it is not open to the court to take that course upon this 
application. The power of the court, subject to its power under section 41A(10)(c) is either to 
quash or to uphold the order of the IOC.@ 

From paragraphs 6 - 10 is concerned with the court and I can pass over the courts position and 
we come to paragraph 11 : 

A The determination complained of was: 

A. ... the Committee has carefully considered all the evidence before it today. 

In accordance with Section 41 A of the Medical Act 1983, as amended, the Interim Orders 
Committee has determined that it is necessary for the protection of members of the public, is 
in the public interest and is in your own interests to make an order suspending your 
registration, for a period of 18 months with effect from today. 

In reaching the decision to suspend your registration the Committee has concluded that there 
is prima facie evidence of indecent behaviour that, if proved, would seriously undermine the 
trust the public is entitled to place in the medical profession. The Committee has considered 
the submission made on your behalf that if an order were to be imposed, interim conditions 
would adequately protect patients. However, after considering all the circumstances in the 
case, and having regard to its duty to protect the public interest, the Committee has 
determined that it must suspend your registration.@ 

I hope I will not need to read all of those. In paragraph 14 five of the charges related to one 
girl and the sixth related to the younger girl. 

We come to paragraph 15: 

AMr Peacock, who appears for the claimant before this court, also appeared for him before 
the IOC, and accepted, as in my judgment he had to accept in relation to the charges: A They 
are plainly very serious and the doctor is well aware that they are, if proved, extremely 
serious, and if accepted by a jury in a criminal court of trial they are likely to result in a 
sentence of imprisonment and further conduct proceedings@. It is clear that the allegations 
have been considered by representatives of the relevant local authorities and by the police, 
whose code of practice provides that before criminal proceedings are brought there must be 
Aenough evidence to provide a realistic prospect of conviction@.@. 

Can I interpolate that. It is plain that the court was giving weight to the fact that Dr X had 
been charged. They would clearly have given less weight, as you clearly must give less 
weight, to the fact that here Dr Barton has not been charged. They proceeded however on the 
basis that the police would not be proceeding to charge unless there was evidence and 
therefore although there was no evidence in front of the IOC none the less the fact that there 
was a charge was a relevant matter which should be taken into account and could properly 
form the basis of the IOC, 
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Can I pass over paragraph 16. Paragraph 17 is informative but not relevant, so I move to 
paragraph 17: 

A Mr Peacock also makes the point that the IOC have relied upon all three grounds in section 
41A(l) and have done so cumulatively. If any ofthem fail, and Mr Peacock submits that the 
concept of protection of members of the public and the concept of the interests of the claimant 
himself must fail, then the entire case falls. I say at once that I do not accept that submission. 
Based, as it is, on the wording of the second paragraph of the determination, it appears to me 
that, provided one ofthe criteria was satisfied, the fact that one or more of the others was not 
satisfied does not, in the circumstances of this case, invalidate the conclusion of the 
Committee. The wording does not suggest that the satisfaction of all three criteria were, in 
the view of the Committee, necessary to a conclusion that an order should be made against the 
claimant. 

The second submission is that the Committee were not considering, as the Committee in some 
of the cases cited were considering, a case where there was a conviction in a criminal court. 
In this case there is only an allegation or a series of allegations. It is not correct Mr Peacock 
submits that, even if the allegations are serious, as he has to accept those in this case are, it 
was appropriate in present circumstances for the IOC to make an order on the mere making of 
an allegation. He submits that the fact that the police have decided to charge the claimant 
makes no difference. The Committee must not be permitted to approach its work on the basis 
that the police would not have charged the claimant if had not done it. That approach, Mr 
Peacock submits, is quite contrary to legal principle. Mr Peacock draws attention to the 
difficulties facing a defendant before the IOC in circumstances such as the present. There are 
obvious constraints on calling evidence before a Committee when criminal proceedings have 
been commenced. I accept that there may well be difficulties, but the IOC must consider the 
case on the basis of the material which the GMC and the defendant see fit to call before them. 

I am far from criticising the claimant and those who represented him for not in the 
circumstances of this case calling evidence. I do not leave the point however without stating 
that there could be cases in which material placed before the Committee when criminal 
charges were pending might, having regard to the duties of the Committee place allegations of 
criminal conduct in a very different light from that in which they might otherwise have 
appeared.@ 

Just interpolating there on paragraphs 18 and 19 Dr Barton can go further than even Dr X. 
She can rightly say AI have given evidence before an earlier IOC@ and I will draw your 
attention to that evidence. She can say AI have not been charged.@. She can even say AI 
have not been interviewed, therefore we are concerned only with the possibility of allegations 
being made against me of a criminal character.@ That is also entirely true. That is why I 
say she can say it. She can no doubt through Mr Foster will say it. The question is what is 
the test? Before I come to what I suggest a proper test should be can I just continue on at 
paragraph 20. A The third submission is as to lack of reasons.@ That is formative but not 
relevant to my point and I pass over that paragraph and paragraph 21, and can I come to 
paragraph 22: 
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A A When pressed on the point, Mr Peacock put his third submission rather as a lack of 
consistency by the Committee, or of disparity between its decision in this case and its decision 
in other cases. There has been some reference to other decisions of the Committee. I 
acknowledge the constraints which rest upon both parties in giving particulars of other cases. 
However, it is essential, as Lord Upjohn put it, that each case is considered upon its own 
particular circumstances.@ 

B I would parethenthally if I may underline that sentence. Dr Barton=s case is to be considered 
in its special and you may think unusually prolonged and difficult circumstances, its own· 
particular circumstances. 
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A Reference to other cases which Mr Peacock rightly accepts would not be binding upon the 
Committee is of limited value. Moreover, on the limited information which has been 
provided by the parties, I am far from satisfied that there can be said to be any inconsistency 
between the decision taken by the IOC in this case and its decisions in other cases. It is not 
necessary for present purposes to give details of those other cases. 

23. Reference has been made to Article 6.1 ofthe European Convention. In my judgment 
in present circumstances that adds nothing to the duties already required by English law. I see 
no merit in the submission that the decision of the IOC fails either on the ground of lack of 
reasoning or by reason of disparity between this and other decisions. 

24. I have referred to the limited nature of the material which was before the IOC. It was for 
them to examine the material before them with care. It is plainly a worrying situation when a 
professional man may be suspended on the basis of allegations of criminal conduct which, as 
yet, are untested in a court of law. I cannot however accept that the power to suspend by way 
of interim order provided in section 41A must not be exercised because the allegations are 
untested in court. Nor, in my judgment, can it be said that the exercise of the power to 
suspend was inappropriate because the conduct alleged was not towards patients of the 
claimant. 

25. The allegations in this case are undoubtedly serious. They are of offences against the 
person. Whether or not they are eventually proved it cannot be said that they plainly and 
obviously lack substance.@ 

That is another way in which one can test the matter, ,is what is being put before you 
something which plainly and obviously lacks substance? 

A They involve an alleged breach of trust towards vulnerable young people. The alleged 
offences have an obvious impact upon the fitness of the claimant to have that intimate contact 
with patients which is a necessary part of his duties as a doctor. That being so, it cannot in 
my judgment be said that the IOC erred in law in reaching the conclusion they did. They 
were entitled in their discretion to do so on all three grounds in section 41A in my judgment, 
especially having regard to the breach of trust alleged.@ 
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What do I submit is the appropriate test if it be not cogent and credible evidence etc> 
The formulation which I would respectfully submit would be this that if you are 
satisfied B I use the same verb- (a) in all the circumstances of this particular case that 
there may be impairment of Dr Barton=s fitness to practice which poses a real risk to 
members of the public, or may adversely affect the public interest or her interests (b) 
after balancing her interests and the interests of the public that an interim order is 
necessary to guard against such a risk then the appropriate interim order should be 
made. Such a test is not confined to evidence; it plainly permits consideration of a 
reliance on materials such as third party reports. In my submission it is implicit in 
the reasoning of the court in Dr X=s case that that is a more appropriate test if not the 
test which the court applied. 

In terms of the application of that test to this case my submission is that the 
circumstances should satisfy you that there may be such impairment and that it does 
pose a real risk potentially to her patients, members ofthe public and I also submit as 
a separate consideration that if no conditions are made and the doctor in her 
circumstances is permitted to practice with no more than a voluntary undertaking that 
also may adversely affect the public interest by which I refer to the reputation of the 
profession, and the need of the public to have complete trust and confidence in 
registered medical practitioners. 

I will add this in relation to public interest that confidence would be undermined if 
upon due enquiry, whether on our website or by telephone or otherwise, nothing was 
shown which in any way restricted Dr Barton to practice in all the circumstances of 
this case. 

Clearly I have tried to build into that test the proportionately which is essential in 
respect of Dr Barton=s interests, namely, balancing the interests of practitioners with 
the interests of the public. That is the test. 

As I understand it the difference between us, it being agreed suspension is plainly not 
appropriate, which I noticed was what was originally asked for on the first hearing, is 
some condition on the registration in the public interest, but it will permit Dr Barton 
to continue in practice. 

Those are the preliminary submissions which I wish to make before going to the 
chronology, so can I go to the chronology. Iflleave anything out because I am 
conscious that my learned friend may have access to a few more documents than do I 
please will he say so so they can go in chronological and present a better picture. 
Can I add a footnote to the first block in this matter, February to October. That is the 
period of the five patients. The period of the police investigation has been said as you 
will see by Detective Chief Superintendent Watts to be between January 1996 and 
November 1999, but actually that seems to me to be wrong berceuse it is plain from 
the document which they have just produced to us, which I have not yet seen, or my 
friend has seen or Dr Barton has seen, the notes that come with it, the case of a patient 
called Batty, which is at page 490 in the bundle, covers the end of the year 1993 and 
the beginning of the year 1994. SO we are concerned with a long period in which Dr 
Barton was a part-time clinical assistant at those particular wards in Gosport. 
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She resigned from part-time employment and continued in general practice. I have 
given the page references where I have noted them and they were obviously available; 
in some instances I have simply taken it straight from what she has said and that 
comes from her own evidence to an earlier Committee. I am not going to turn up the 
pages unless anyone wants me to do so. 

On the 27th July 2000 at page 9 you ha:Ve the letter which as I understand it first 
informs, though I have seen in an earlier transcript it seems to have been said to be 
later, but this is a letter of the 27th July 2000 where Hampshire Constabulary 
informed the GMC fitness to practice directory of concerns relating to Dr Barton and 
a patient called Gladys Richards. She was the subject of an allegation that she had 
been unlawfully killed as a result ofDr Barton=s medication at one of the wards, so it 
was put as a very serious allegation back in 2000. Unsurprisingly, it led to a reference 
to this Committee on the 21st June 2001. That you will see in my note ofthe 
chronology said ANo transcript available@. You of course have that available to you 
and I will give you the reference to pages 553 to 562. It would be helpful just to have 
a quick look at one or two matters there. It only concerned the patient Gladys 
Richards, it was not concerned with any other patients. You will see if you turn to 
page 554 at the top of the page Ms Griffin on behalf of the Council opened it in her 
second sentence that the nature ofthe case as set out in summary was one of unlawful 
killing and talks about the police investigation continuing. I am going to pass over to 
page 4 at letter E and you will note there that Ms Griffin submitted on behalf of the 
Council that although Dr Barton had not been charged or interviewed or arrested that 
it was her submission that in her view it would not be appropriate to consider 
conditions on the doctor=s registration, in other words it had to be suspension, and 
you will see contrary submissions being advanced by Mr Jenkins who appeared all the 
time although he is not available today and at page 555 at letter C you will note he 
says A This case may have been brought prematurely@ and he suggested it should not 
have been brought at all and so on and he goes into the details and says AAs far as the 
doctor=s present position is concerned she does not continue to work with the 
hospital.@ Can I go onto the test which seems to have been applied at page 561 the 
legal assessor gave advice and you will see at D 

Alt is necessary to find the evidence before it amounts to a prima facie case 
supporting interim action on one or more of the grounds that I have just referred to.@ 

The determination ofthe Committee on page 562 A The Committee have determined 
that they are not satisfied that it is necessary for the protection of members of the 
public ... @ and so on. We can put that document away and perhaps not come back to 
it, can I say the last page there was the expert review which was missing which you 
may have noted in going through the extra pages which went with Chief 
Superintendent Watts statement had not been provided until yesterday for which we 
apologise , but it has been found and now provided. 

So much for the first Interim Orders Committee hearing. 

There was therefore as you can see at that stage no independent expert opinion. At 
pages 19 to 52 by a report ofthe 20th July 2001 you will see Professor Livesleys 
report. Can I interpolate before looking at this and the next two reports, I would 
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accept straight away that you would only in the most exceptional circumstances make 
an order on material which had been decided not to justify making an order in the past 
by earlier interim orders committees, whether you had been a member of it or not, it 
would only be in the most exceptional circumstances. Clearly a relevant circumstance 
was the test which was applied in the other cases and if I persuade you that in fact the 
prima facie evidence test was not the right test then it would be right I would suggest 
that you should revisit the totality of the evidence and apply if you are so satisfied in 
the light of your legal assessors advice is the appropriate test. I do suggest here that it 
is right that you must look at the totality, you must look at all the circumstances, that 
is what Pill LJ indicated was appropriate and we need now to consider in the interests 
ofDr Barton, the interest of all the patients, her patients and other patients of the 
practice and other members of the public for whom she might prescribe or administer, 
and equally we must consider the interests of the medical profession and public 
confidence in it, looking at the totality. I am not going to go through everything at the 
same pedestrian pace which might be appropriate if you have not seen much of it 
before, but I understand one member ofthe committee has not been involved in any of 
the previous hearings otherwise everybody has had some involvement with this case 
at some earlier stage, not including the legal assessor. I come freshly entirely as well. 
If I take matters either too fast or too slow I would ask you to indicate that to me and I 
will change the pace accordingly. 

Professor Liversley=s report begins at page 19 and you will see in the synoposis on 
page 19, he was considering the case of Gladys Richards, says this at paragraph 1: 

A At the age of 91 years Mrs Gladys Richards was an inpatient in 
Daedalus ward at Gosport War Memorial Hospital. A registered medical 
Practitioner prescribed the drugs diamorphine, haloperidol, madazolan and 
hypascine for Mrs Richard. These drugs were to be administered 
Subcutaneously by a syringe driver over an undetermined number of 
days. They were given continuously until Mrs Richards 
became unconscious and died. During this period there is no evidence 
that Mrs Richards was given life sustaining fluids or food. It is my 
opinion that as a result of being given these drugs Mrs Richards=s death 
occurred earlier than it would have done from natural causes.@ 

There is his synopsis to be seen in the context of the earlier IOC hearing which in the 
second hearing has made no order having seen that material. I will bring you to that 
in due course. 
Paragraph 2.5 on page 21: 

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

I will pass much of the material here and can I draw your attention in paragraph 4.9 
page 25 to some standard which is to be found in the majority of the patients with 
which we are concerned that Dr Barton said in the notes AI am happy for nursing staff 
to confirm death.@ 
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Then on paragraph 5 page 29, 

A Dr Barton wrote the following drug prescriptions for Mrs Rkhards .... @ 
And you have the detail there, we have Oramorph 11th August four hourly and then 
diamorphine at a dose range of 20 - 200mb to be given subcutaneously in 24 hours. A 
number of people have drawn attention to that rate, it is a very large range, and it has 
been subjected to some criticism as being undue, you may think when you see the 
evidence, which I will draw to your attention ofDr Barton circumstances there is very 
really little consultant supervision and with precious little and sometimes know 
medical support at all= so that effectively the circumstances in which she was . 
working was most undesirable by any standard and she was incredibly hard pressed 
and much will have turned on the circumstances which she has described in her oral 
evidence as to what was necessary in order to try and provide proper attention to those 
patients. I am trying to present what I understand to be the picture which may be true, 
it may be false, but it is one that one can see in the papers. Then hyacine, midazonlan, 
then haloperidol. On the 12th August oramorph in 1 Omgs in Smls to be given orally 
in a dose of2.5 mls four hourly. 

Then on the 18th August, moving on, diamorphine with a dose range of 40- 200 mg 
and haloperidol. Then on the 18th, 19th, 20th and 21st August Mrs Richards was 
given simultaneously and continuously subcutaneously diamorphine 40mgs and 
haloperidol 5mgs and midazolam20 mgs during each 24 hours. 

Ifl can go to the conclusion on page 32 

A Mrs Gladys Mabel Richards died on 21st August 1998, while receiving treatment on 
E Daedulus ward at Gosport War Memorial Hospital 
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Some four years earlier on 3rd August 1994 Mrs Richard had become resident at the 
Glen Heathers Nursing Home. 

Mrs Richards had a confused state that after December 1997 had been aggravated by 
the loss at the Glen Heathers Nursing Home of her spectacles and both of her hearing 
aids. 

On 29th July 1998 Mrs Richards developed a fracture ofthe neck of her right femur, 
thighbone, and she was transferred from the Glen Heathers Nursing Home to the 
Royal Hospital Haslar, Gosport. 

On 11th August 1998 and having been seen by a consultant geriatrician Mrs Richards 
was transferred for rehabilitation to Daedalus ward at Gosport War Memorial 
Hospital. 

At that time Dr Barton recorded that Mrs Richards was not obviously in pain but 
despite this Dr Barton prescribed Oramorph to be administered orally four hourly 

At that time also Dr Barton prescribed for Mrs Richards diamorphine hyoscine and 
midazolam. These drugs were to be given subcutaneously and continuously over 
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A periods of 24 hours for an undetermined number of days and the exact dosages were 
to be selected from wide dose ranges. 

B 

c 

D 

Also on 11th August 1998 at the end of a short case note Dr Barton wrote AI am 
happy for nursing staff to confirm death.@ 

It is noted that although prescribed on the day of her admission to Daedalus ward at 
Gosport War Memorial Hospital these drugs, diamorphine, hyoscine and midazolan, 
were not administered at that time.@ 
It then goes through the sequence and I have taken you through the prescriptions so 
far. At paragraph 7.10 he said: 

A There is no evidence that Mrs Richards although in pain had any specific life . 
threatening and terminal illness that was not amenable to treatment and from which 
she could not be expected to recover. 

Despite this and on 18th August 1998 Dr Barton while knowing of Mrs Richards= 
sensitivity to oral morphine and midazo1am prescribed diamorphine, midazolam, 
haloperidol and hyoscine to be given continuously subcutaneously and by a syringe 
driver over periods of 24 hours for an unlimited period. 

Neither midazolam nor haloperidol is licensed for subcutaneous administration. 

It is noted however that in clinical practice these drugs are administered 
subcutaneously in the management of distressing symptoms during end of life care for 
cancer. 

E It is also noted that Mrs Richards was not receiving treatment for cancer. 
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There is no evidence that in fulfilling her duty of care Dr Barton reviewed 
appropriately Mrs Richard=s clinical condition from 18th August 1998 to determine if 
any reduction in the drug treatment being given was indicated.@ 

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

It is noted that continuous subcutaneous administration of diamorphine, haloperidol, 
midalam and hyoscine to an elderly person can produce unconsciousness and 

death from respiratory failure associated with pneumonia.@ 

Then we come to his opinion. I would invite you to read all of this to yourselves. 
Can I say you find the conclusions at 8.10 and 8.11 perhaps deserving of particular 
attention. (Pause to read) 

You will see that it was his opinion that mrs Gladys Richards, and I am looking 
particularly at paragraph 8.11 death occurred earlier than it would have done from 
natural causes and was the result of the continuous administration of diamorphine and 
other drugs. That was our starting point in relation to the medical evidence none of 
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The next report was that from Dr Mundy, but before we see Dr Mundy=s report you 
will note at page 13 of the bundle a letter from the Hampshire Constabulary that there 
was insufficient evidence to support a viable prosecution against Dr Barton 
concerning Gladys Richard. That was in relation to the unlawfully killing of Gladys 
Richards based upon the allegation of her two daughters. I am not going to take you 
through those statements. My learned friend can call your attention to any part of it 
which he feels is of assistance to you, but clearly those two ladies have made 
allegations against a lot of people including Dr Barton in relation to the allegedly 
untimely death of their mother. 

I pass on therefore to Dr Mundy=s report beginning at page 53. He considers the 
case not just of Gladys Richards, but also those of other patients. He describes the 
use of opioid analgesics which I will not read to you. He then turns to Mr 
Cunningham at page 54: 

A Mr Cunningham was known to suffer with depression, Parkinsons disease and 
cogitive impairment with poor short term memory.@ 

Then can I go to Comments: 
A All the prescriptions for opioid analgesics are written in the same hand, and assume 
they are Dr Barton=s prescriptions although the signature is not decipherable. 
Morphine was started without any attempts to control the pain with less potent drugs. 
There was no clear reason why the syringe driver needed to be started as the patient 
had only received two does of oral morphine, the 24 hour dose requirement of 
Diamorphine could not therefore be established. The dose of diamorphine prescribed 
gave a tenfold range from 20mg to 200mg in 24 hours which is an unusually large 
dose range in my experience. The patient was reviewed by Mr Barton on at least one 
occasion and the patient was noted to be in some discomfort when moved. The dose 
was therefore appropriately increased to 40mg per 24 hours but there are no further 
comments as to why the dose needed to be progressively increased thereafter. In my 
view morphine was started prematurely, the switch to a syringe driver was made 
without any clear reason and the dose was increased without any clear indication.@ 

Mr Cunningham you will see is a patient who has been categorised when you come to 
Police Chief Superintendent Watts statement as a category 3 case which is to say B 
and I refer to page 460 and 461 B a case where patient care in respect of these cases 
has been assessed as Anegligent, that is to say outside the bounds of acceptable 
clinical practice.@ That is the definition. The reference ofmr Cunningham being so 
categorised is at page 465. So what we do not have to day is a statement from the 
doctor or doctors who have made that categorisation, it is undoubtedly new 
information which was not available to any earlier committee. What we do not have 
today is the notes of papers or documents from which that categorisation has been 
made, but none the less it has been thought appropriate to bring this matter back to an 
interim orders committee, clearly matters have moved on, but they are still on going. 
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Alice Wilkie is considered on page 55. He notes in the latter part of the first 
paragraph that the dose of 30mgs was given on the 20th August ofMidazilam 
apparently by Dr Barton and the patient was given another 30mg ofDiamorphine on 
the 21st August and died later that day. The Comment was: 

GMC101057-0086 

A There was no clear indication for an opioid analgesic to be prescribed and no 
simple analgesics were given and there was no documented attempt to establish the 
nature of her pain. In my view the dose ofDiamorphine that was prescribed at 30mg 
initially was excessive and there is no evidence that the dose was reviewed prior to 
her death. Again the diamorphine prescription gave a tenfold range from 20mg to 
200mg in 24 hours.@ 
Alice Wilkie is a case where it is said by the police in their statement at page 465 
ANo further police action to be taken in respect of this investigation. The medical 
records available are not sufficient to enable an assessment.@ 

Robert Wilson, page 55, was none to suffer alcohol abuse with gastritis 
hypothyroidism and heart failure. Like many he had fractured bones, a fractured 
humerus in his case. Turning to page 56: 

A A Diamorphine/Midazolam subcutaneous infusion was prescribed on 16th October 
again in Dr Barton=s handwriting, the dose range from 20 mg to 200 mg in 24 hours. 
20 mg of diamorphine was given on 16th October and the nurses commented later that 
the Apatient appears comfortable.@ The dose was increased to 40mg the next day 
when copious secretions were suctioned from Mr Wilson=s chest.@ 

The patient in this case died on the 18th October. Comments: 

A Mr Wilson was clearly in pain .from his fractured arm at the time of transfer to 
Dryad ward. Simple analgesics was prescribed but never given there was an entry 
earlier in the episode of care that Mr Wilson had refused paracetamol. No other 
analgesia was tried prior to starting morphine. Mr Wilson had difficulty in swallowing 
medication. The Oramorphine was converted to subcutaneous diamorphine in 
appropriate dose as judged by the BNF guidelines. The patient was reviewed by a 
doctor prior to the final increase in diamorphine. Once against the diamorphine 
prescription had a tenfold dose range as prescribed. 

It is clear that Mr Wilson=s condition suddenly deteriorated probably due to a 
combination of worsening heart failure and terminal bronchopneumonia and I 
consider that the palliative care given was appropriate. A Do Not Resuscitate 
decision had been made by Dr Lord on 29th September.@ 

Now that needs to be contrasted with this that that assessment was in effectively an 
exonerated assessment you may think in relation to Mr Wilson, but if you turn to page 
465 you will see that it has been categorised as category 3. 

The next patient was Eva Page and known to suffer with hypertension, ischaemic 
heart disease with heart failure and paroxysmal atrial fibrillation, depression, episodic 
confusion and had sustained a minor stroke in the past. The comments page 57: 
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A Mrs Page had a clinical diagnosis of lung cancer. There was no documentation of 
any symptoms relevant to this and no evidence of metastatic disease. There was no 
documentation of any pain experienced by the patient. When she was transferred to 
Dryad Ward most medication was stopped but she required sedative medication 
because of her distress and anxiety. No psychogeriatric advice was taken regarding 
her symptom control and she was started on opioid analgesia.in my view 
inappropriately following her spitting out of medication and she was given a topical 
form of an opioid analgesic, fentanyl. A decision was taken to start a syringe driver 
because of her distress, this included Midazolam which would have helped her 
agitation and anxiety. 

The prescription for subcutaneous diamorphine infusion again showed a tenfold range 
from 20 mg to 200 mg. It clear that her physical condition deteriorated rapidly and I 
suspect that she may have had a stroke from the description of the nursing staff 
shortly prior to death. 

CONCLUSIONS: I felt that the nursing records at Gosport War Memorial Hospital 
were comprehensive on the whole. The reason for starting opioid therapy was not 
apparent in several of the cases concerned. There had been no mention of any pain, 
shortness ofbreath, or cough requiring relief. In several of the cases concerned oral 
morphine was not given for long enough to ascertain the patient=s dose requirements, 
the reason for switching to parenteral diamorphine via subcutaneous infusion was not 
documented and the prescription of a tenfold range 20 mg to 200 mg of diamorphine 
on the as required section of the drug charge is in my view unacceptable. In my view 
the dose of diamorphine should be prescribed on a regular basis and reviewed 
regularly my medical staff in conjunction with the nursing team. There was little 
indication why the dose of diamorphine was increased in several of the cases and the 
dose appears to have been increased without the input of medical staff on several 
occasions. 

Specimen signatures of Dr Lord and Dr Barton are necessary to confirm the identity 
of the prescribers and doctors making entries into the clinical notes. 

I believe that the use of diamorphine as described in these four cases suggest that the 
prescriber did not comply with standard practice. There was no involvement as far as 
I could tell from a palliative care team or specialist nurse advising on pain control. I 
believe these two issues requires further consideration by the Hospital Trust.@ 

That was the view ofDr Mundy a consultant physician and geriatrician. 

Then we have the opinion ofDr Ford concerning the five patients, not four, pages 59 
to 97, he is a Professor of Pharmacology of Old Age in the Wolfson Unit of Clinical 
Pharmacology in the University ofNewcastle and a consultant physician in Clinical 
Pharmacology at Freeman Hospital. He then reviews the case of Gladys Richards, 
from pages 62 through until 71. I am only going to draw your attention to paragraph 
2.29 on page 70 under the heading Appropriateness and justification of the decisions 
that were made@. 
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A There were a number of decisions made in the care of Mrs Richards, that I consider 
to be inappropriate. The initial management of her dislocated hip prosthesis was sub­
optimal. The decision to prescribe oral morphine without first observing the response 
to milder opiate or other analgesic drugs was inappropriate. The decision to prescribe 
diamorphine, haloperidol and midazolam by subcutaneous infusion was, in my 
opinion, highly inappropriate.@ 

The under Summary: 

AGladys Richards was a frail older lady with dementia who sustained a fractured neck 
of femur, successfully surgically treated with a hemiarthroplasty, and then 
complicated by dislocation. During her two admissions to Daedualus ward there was 
inappropriate prescribing of opiates and sedative drugs by Dr Barton. These drugs in 
combination are highly likely to have produced respiratory depression and/or the 
development of bronchopneumonia that led to her death.@ 

Arthur Cunningham he considers from page 72 and following. At paragraph 3.10 at 
page 74 second sentence: 

A I consider the decision by Dr Barton to prescribe and administer diamorphine and 
midazolam by subcutaneous infusion the same evening he was admitted was highly 
inappropriate particularly when there was a clear instruction by Dr Lord that he 
should be prescribed intermittent underlined instruction doses of oramorph earlier in 
the day. I consider the undated prescription by Dr Barton of subcutaneous 
diamorphine 20-200 mg/24 hr pm, hyoscine 200-800 microg/24 hr and midazolam 
:20-80 mg/24hur to be poor practice and potentially very hazardous. A 

He at paragraph 3.14 was concerned by the note which we have seen in relation to a 
number of the patients that Dr Barton was happy for nursing staff to confirm death. 
Then at paragraph 3.16 he considered it very poor practice that midazolam was 
increased from 20 to 60 mg every 24 hours on the 23rd September. Then under duty 
of care issues at page 77 under 3.23 the last sentence: 

A In my opinion this duty of care was not adequately met and the denial of fluid and 
diet and prescription of high dosage of diamorphine and midazolam was poor practice 
and may have contributed to Mr Cunningham=s death. 

In summary although Mr Cunningham was admitted for medical and nursing care to 
attempt to heal and control pain from his sacral ulcer. Dr Barton and the ward staff 
appear to have considered Mr Cunningham was dying and had been admitted for 
terminal care. The medical and nursing records are inadequate in documenting his 
clinical state at this time. The initial prescription of subcutaneous diamorphine, 
midazolam and hoscine by Dr Barton was in my view reckless. The dose increases 
undertaking by nursing staff were inappropriate if not undertaken after medical 
assessment and review of Mr Cunningham. I consider it highly likely that Mr 
Cunningham experienced respiratory depression and profound depression of 
conscious level due to the infusion of diamorphine and midazolam. I consider the 
doses of these drugs prescribed and administered were inappropriate and that these 
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Alice Wilkie is considered at pages 70 to 82. Can I go to the summary at page 82: 

Ain my opinion the prescription of subcutaneous diamorphine and midazolam was 
inappropriate and probably resulted in depressed conscious level and respiratory 
depression, which may have hastened her death. However, mrs Wilkie was a frail very 
dependent lady with dementia who was at high risk of developing pneumonia. It is 
possible she would have died from pneumonia even if she had not been administered 
the subcutaneous sedative sand opiate drugs.@ 

Then Mr Wilson is considered and the conclusion is at page 87 

A Mr Wilson was a frail elderly man with early dementia who was physically 
dependent. Following his admission to Dryad ward he was, in my opinion, 
inappropriately treated with high does of opiate and sedative drugs. These drugs are 
likely to have produced respiratory depression and/or the development of 
bronchopneumonia and may have contributed to his death.@ 

Then Eva Page the summary at page 92: 

A Mrs Page was a frail elderly lady with probable carcinoma of the bronchus who had 
been deteriorating during the two weeks prior to admission to Dryad ward. In general 
I consider the medical and nursing care she received was appropriate and of adequate 
quality. However, I cannot identify a reason for the prescription of subcutaneous 
diamorphine, midazolam and hyoscine by Dr Barton on the 3rd March. In my view 
this was an inappropriate potentially hazardous prescription. I would consider it 
highly likely that Mrs Page experienced respiratory depression and profound 
depression of conscious level from the combination of these two drugs and fentanyl 
but I cannot exclude other causes for her deterioration and death at this time such as 
stroke or pneumonia.@ 

Then he concludes at pages 93 and 94. And at 7.3: 

A My principle concerns relate to the following three areas of practice: prescription 
and administration of subcutaneous infusions of opiate and sedative drugs in patients 
with non-malignant disease, lack of training and appropriate medical supervision of 
decisions made by nursing staff, and the level of nursing and non-consultant medical 
skills on the wards in relation to the management of old people with rehabilitation 
needs. 

7.4: In all five cases subcutaneous infusions of diamorphine and in combination 
with sedative drugs were administered to older people who were mostly admitted for 
rehabilitation. One patient with carcinoma of the bronchus was admitted for palliative 
care. Although intravenous infusion of these drugs are used frequently in intensive 
care settings, very close monitoring of patients is undertaken to ensure respiratory 
depression does not occur. Subcutaneous infusion of these drugs is also used in 
palliative care, but the British National Formulary indicates this route should be used 
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only when the patient is unable to take medicines by mouth, has malignant bowel 
obstructions or where the patient does not wish to take regular medication. In only 
one case were these criteria clearly fulfilled, i.e. in Mrs Page who was refusing to take 
oral medication. Opiate and sedative drugs used were frequently used at excessive 
does and in combination with often no indication for dose escalation that took place. 
There was a failure by medical and nursing staff to recognise or respond to severe 
adverse effects of depressed respiratory function and conscious level that seemed to 
have occurred in all five patients. Nursing and medical staff appeared to have little 
knowledge of the adverse effects of these drugs in older people. 

7.5 Review of the cases suggested that the decision to commence and increase the 
dose of diamorphine and sedative drugs might have been made by nursing staff 
without appropriate consultation with medical staff. There is a possibility that 
prescriptions of subcutaneous infusions of diamorphine midazolam and hyoscine ay 
have been routinely written up for many older frail patients admitted to Daedalas and 
Dryad wards, which nurses then had the discretion to commence. This practice if 
present was highly inappropriate, hazardous to patients and suggests failure of the 
senior hospital medical and managerial staff to monitor and supervise care on the 
ward. Routine use of opiate and sedative drug infusions without clear indications for 
their use would raise concerns that a culture of involuntary euthanasia existed on the 
ward. Closer enquiry into the ward practice, philosophy and individual staff=s 
understanding of these practices would be necessary to establish whether this was the 
case. Any problems may have been due to inadequate training in management of 
older patients. It would be important to examine levels of staffing in relation to 
patient need during this period as the failure to keep adequate nursing records could 
have resulted from under staffing of the ward. Similarly there may have been 
inadequate senior medical staff input into the wards, and it would be important to 
examine this in detail, both in terms of weekly patient contact and in time available to 
lead practice development on the wards. My review ofDr Lord=s medical notes and 
her statement leads me to concluder she is a competent thoughtful geriatrician who 
had a considerable clinical workload during the period the above cases took place.@ 

7.6 I consider the five cases raise serious concerns about the general management 
of older people admitted for rehabilitation on Daedalus and Dryad wards and that the 
level of skills of nursing and non-consultant medical staff, particularly Dr Barton, 
were not adequate at the time these patients were admitted.@ 

There are then the appendices which I do not need to turn to. 

On the 6th February 2002 the Crown Prosecution Service decided not to institute 
criminal proceedings concerning Richards and they disclosed their papers to the 
GMC, that is on page 15 and 16. 

On the 21st March 2003 we had the second interim orders committee hearing. You 
have the partial transcript in your earlier papers and you now have the full transcript 
available.. The submission was that Dr Barton should not be suspended but that her 
registration should not remain unrestricted and that the voluntary arrangements should 
be formalised so that was to be found on page 4 of the transcript. I will take you to 
the full transcript if that was thought helpful. I do not know whether you have had a 
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THE CHAIRMAN: We have all read it. 

MR HENDERSON: Can I move on from the 21st March emphasising that what I 
have just been drawing your attention to has been considered query with the 
appropriate test by an earlier interim orders committee and which resulted in no order 
being made. 

You see at the top of the second page of my chronology I say at the end of March 
2002 Dr Barton=s undertaking to the Health Authority not to prescribe opiates or 
benzodiazepines ceased., see pages 453 and 454. That was taken from the 
submissions made on her behalf by Mr Jenkins her counsel and perhaps we ought to 
look at it because I anticipate one of the matters you will want to know what is the 
true state of affairs and what has been the position in the recent past. At H Mr Jenkins 
said 

A The condition to which she agreed with the Health Authority B that she would not 
prescribe opiates or benzodiazepines - lapsed at the end of March of this year because 
there was initially a time limit put on it and the health authority did not see fit to invite 
her to renew that undertaking. So far as the circumstances changing since the last 
hearing before the IOC 21 March 2002, I think that is the only change, I am sorry 
condition that she did not prescribe benzodiazepines or opiates was lifted by the 
Health Authority.@ 

It seems there was a slight change in instruction of the understanding. I am not in a 
position to assist you further with that. I have no document to assist further all I have 
is the document produced at D1 today, but clearly there was in October of that year an 
informal undertaking in the respects you have seen. So on the 11th July 2002 the rule 
6(3) notice was provided to Dr Barton. Ifwe could look at that briefly. You will see 
there were a number of headings to the allegations that in relation to Eva Page, item 2, 
Alice Wilkie item 3, Gladys Richards item 4, Arthur Cunningham item 5, Mr Wilson 
item 6, there were respectively effectively inappropriate prescription, particular 
diamorphine, hyoscine and midazolam, inappropriate administration of the treatment 
of those patients should be the subject of a proper inquiry by the PCC for the reasons 
there set out. I am not going to go into the detail because it is repetitious. That rule 
6(3) notice duly led to a reference. But there was a detailed reply from the medical 
defence union on behalfofDr Barton at pages 404 to 412. You will see that in 
essence what was said on her behalf was the substance of what she then gave by way 
of oral evidence to the third committee hearing. Since I am going to take you to that 
in some detail I will not take you through this, but clearly I will put it this way that 
what was being advanced on her behalf was that there was seriously deficient support, 
that she was seriously pressed to cope, she was doing everything she could to cope 
and that the treatment of these patients was appropriate. In addition to that she was 
saying that such were the pressures it meant that she could not keep proper note and 
that therefore what was the true condition of those patients is not adequately described 
in those notes, and therefore the problems were acute. I hope that is a fair summary. 
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MR HENDERSON: What I have failed to do is to go to what she said in the earlier 
hearing, could I go to that, it is at page 413. Rather than read it out to you can I invite 
you even if you have read it before to reread pages 413 through to 429 so that what 
she has said on oath is in your minds when you come to make your decision. If you 
could do that now. 

THE CHAIRMAN: Yes, we can do that, I am sure we already have that. 

MR HENDERSON: Yes, I am sure you have, I just wanted to make sure that her side 
had been put fairly and squarely before you not just by my learned but by me. 

THE CHAIRMAN: Very well, ifyou give us a moment to read it. (Pause to read) 
Yes, we have read it. 

MR HENDERSON: To continue the chronology the matter came before the 
preliminary proceedings committee on the 29th August 2002 and it was decided that 
Dr Barton=s case should be referred to the Professional Conduct Committee; 
unsurprisingly the police investigations were still continuing some two years later. 
That hearing is still awaiting. There was notice given on the 13th September of a 
third hearing and you have a transcript of the third hearing at pages 437 to 455. You 
will see that Ms Horlick on behalf of the Council said at page 439: Aln other words 
what has changed in a sense is the fact that the matter is now being referred on to the 
PCC and the possibility of criminal proceedings has raised its head again.@ That 
was the way it was put, in other words not new medical evidence, but the referral on 
to the PCC and the continued police investigation. The view of the committee was at 
page 455 

A There is no new material in this case .since the previous hearing of the Interim 
Orders Committee on 21st March 2002. The Committee has reached this 
determination in the light of this and the legal assessor-s advice.@ 

The legal assessor's advice is at page 454 in relation to what he said in camera namely 

Aln the light of the fact that there was no new evidence it would be unfair to the 
doctor for the Committee to consider the matter any further.@ 

The earlier advice I pass over at page 453. 

THE CHAIRMAN: This might be a convenient moment to have a break. 

(Adjourned for a short time) 

MR HENDERSON: The next entry in the chronology is September 2002 to date, the 
police investigation continues, pages 458 to 460 A The first papers of selected cases 
are likely to go to the CPS in December of this year or early 2005.@ I should add 
straight away if there is a sufficiency of evidence and you can see immediately that 
that is bringing in the police new evidence. You might like for your own assistance 
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just to have the complete chronology in this sense that D 1 seemed to me to go in 
immediately after that block of September 2002, that is to say the file note evidencing 
the undertaking ofDr Barton with the Gosport NHT 9th October2002. 

Can I go to page 456 and following and to the statement of Chief Superintendent 
Watts of the Hampshire Constabulary Criminal Investigation Department, senior 
investigating officer in respect of this operation, given a code name. 

A An investigation surrounding the death of 88 patients occurring principally during 
the late 1990s at Gosport War Memorial Hospital. This investigation followed 
allegations that during the 1990s elderly patients at Gosport War Memorial Hospital 
received sub optimal or substandard care in particular with regard to inappropriate 
drug regimes and as a result their deaths were hastened. 

The strategic objective of the investigation is to establish the circumstance 
surrounding the deaths of those patients to gather evidence and with the Crown 
Prosecution Service to establish whether there is any evidence that an individual has 
criminal culpability in respect ofthe deaths 

During the investigation a number of clinical experts have been consulted.@. 

Dr Livesley reported on the death of Mrs Richards in 2000 and you have seen 
Professor Ford statement and you have seen that statement of Professor Mundy. 

A The Aforementioned reports has all been made available to the GMC. 
Between October 2001 and May 2002 the Commission for Health Improvement 
interviewed 59 hospital staff in respect of the deaths and concluded that A a number 
of factors contributed to a failure of trust systems to ensure good quality patient 
care.@ Between September 2002 and May 2004 the cases of 88 patients including 
those named above at the Gosport War Memorial Hospital were fully reviewed at my 
request by a team of five experts in the disciplines oftoxically, general medicine, 
palliative care, geriatrics and nursing. All the cases examined were elderly patients 
(79 to 99 years of age) their deaths occurring at Gosport War Memorial hospital 
between January 1996 and November 19999. A common denominator in respect of 
the patient care is that many were administered opiates authorised by Dr Jane Barton 
prior to death. 

The expert team was commissioned to independently and then collectively assess the 
patient care afforded to the 88 patient4s concerned, examining in detail patient 
records, and to attribute a score according to their findings against agreed criteria. A 
further group of cases were included in this review following a report by Dr Baker 
commissioned by the ChiefMedical Officer. That report is confidential to the CMO 
and may not be discussed further without his agreement.@ 

It is not before you, I have not seen it. 

A The team of experts has scored the cases as follows.@ Just interpolating ifl may 
the Detective Chief Superintendent says that these are against agreed criteria. We do 
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Category 1 there were no concerns in respect of these cases upon the basis that 
optimal care had been delivered to patients prior to their death.@ 

Interpolating again you have behind this statement a number of summaries relating to 
patients, 40 in number, and you will see that 19 are referred to in category 2. Mr 
Hilton on seeing the 19, looked at them, some of them did not appear to come into 
category 2, they appeared to come in to category 1, and that is why you only have 14. 

A These cases are currently undergoing a separate quality assurance process by a 
medico-legal expert to confirm their rating. 19 ofthese cases that have been 
confirmed have been formally released from police investigation and handed to the 
General Medical Council for their consideration.@ 
So it is those of which you have a number behind the statement,. 

AA number of cases have been identified as appropriate for further scrutiny to 
confirm grading, and the quality assurance process in respect of the remaining cases 
will be complete by early October 2004.@ 

Category 3 patient care in respect of these cases has been assessed as Anegligent, that 
is to say outside the bounds of acceptable clinical practice@. The police 
investigation into these cases is therefore continuing. The five experts commenced 
their analysis of patient records in February 2003. That is my next block in the 
chronology. AAs part of the ongoing investigative strategy, since May 2004, a 
further tier of medical experts,in geriatrics and palitiative care have been instructed to 
provide an evidential assessment of the patient care in respect of in the category three 
cases.. The work of these experts is ongoing and is not likely to have been fully 
completed until the end of 2004 when if appropriate papers will be reviewed and 
considered by the Crown Prosecution Service. At the same time the police 
investigation team continue to take statements from healthcare professionals, liaise 
with key stakeholders, provide a family liaison service, formulate and deliver 
strategies in respect of witness suspect interviews, deal with exhibits, complete 
disclosure schedules and populate the major crime investigation AHolmes@ system a 
national police IT application used to record and analyse information relating to 
serious/complex police investigations. To date 330 witness statements have been 
taken and 349 officers reports created.. 1243 actions have been raised, each 
representing a specific piece of work to be completed arising from an issue raised 
within a document or other information source. This is a major investigation which 
has required a considerable input and commitment of human and financial resources 
on the part of .Hampshire Constabulary. A 

Stopping there for the moment, what weight and what relevance does that have? If 
you are concerned with the test of prima facie evidence the answer is none at all. If 
we are concerned with the test which I have propounded them it is of some relevance. 
In exactly the same way, I would suggest, as a charge on Dr Barton would be of some 
relevance, in exactly the same way it is reference from the PPC to the PCC is of some 
relevance. The question is what weight is attached to it. Plainly if it is ofthis scale 
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you give it the weight that you think that it deserves. It clearly falls less than and 
lower than an arrest or a charge, none the less I submit it should be given appropriate 
weight or suitable weight and in that context one needs not to look at the interests of 
Dr Barton one must also look at the context that there is out there a large number of 
members of the public who are well aware ofthis investigation which is taking place, 
who are therefore very well aware that a doctor or doctors and nurse or nurses are 
under the scrutiny of the police, and that there have been allegations made of 
unnatural and untimely death brought about by lack of care. 

How then do you balance this matter in that context? That must be for you to say. If 
my learned friend advances the old test as being appropriately then effectively I would 
say that is wrong as a matter of law. When we look at the section 41A test effectively 
you need to give it such weight as you think is right considering what is the public 
entitled to think in the present circumstances of what it knows in the context of what 
we know we know and what we do not know. 

Back to the statement if I may. 

A Whilst investigations will be fully completed in respect of all the category three 
cases a small number of sample cases have been selected and work is being prioritized 
around those with a view to forwarding papers to the CPS as soon as possible by way 
of expedition.@ 

It does seem as though in that sentence he is saying in terms there is a number of 
category 3 cases which will be referred to the Crown Prosecution Service. 

A Timescales for this action are clearly dependent upon completion of expert review 
E of these cases and completion of the witness statements of key health care 

professionals. This is necessarily a lengthy process. In the event that there is 
considered a sufficient of evidence to forward papers to the CPS it is estimated that 
this will be completed on an incremental basis. The first cases arriving in December 
2004 or early 2005.@ 
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That sentence or those sentences appear to somewhat undermine the first sentence of 
the preceding paragraph 

AI understand the General Medical Council has a duty to provide the fullest possible 
evidence for consideration by the Interim Orders Committee. I am also aware that 
they also have a duty to disclose the same information in its entirety to those 
appearing before the committee. in my view this situation has the potential to 
compromise the integrity and effectiveness of any interviews held under·caution with 
health care professionals involved in this enquiry. Police investigative interviewing 
operates from seven basic principles ..... @ 

I am not going to read out aloud the next matter. Effectively it summarises why it is 
that they conceive it to be their public duty not to divulge to the General Medical 
Council the information which is available to them at this stage. There is clearly 
tension is there not between the protection of patients which the GMC provides and 
the protection of the patients which might derive from prosecutions. It is not 
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concerned with the protection of patients, it is concerned with conviction of criminals 
and that tension does not seem to be very happily met when we have a three plus year 
investigation as we have here, which is still continuing, and plainly will be continuing 
into 2005. Again that is a reason I would submit why the test which I say should 
apply is likely to be right, rather than the earlier test. 

Turning over from the explanations providing an effective investigation he 
acknowledges on page 464 in the sixth line: 

A As the senior investigating officer I acknowledge the primacy of the public 
protection issues surrounding this case. I understand that there is a voluntary 
agreement in place between Dr Barton and the Fareham and Gosport Healthcare Trust 
ofNovember 2002 .... @ 

I assume he is referring to this document at D 1. and he quotes from that. My learned 
friend has shown to me today another document which I will not try and anticipate 
which relates to the prescription of drugs by Dr Barton. It does not come to quite that 
number but it matters not, but he doubtless be in a better position to explain the true 
state of affairs. 

AI have been asked by the General Medical Council to provide an update as to the 
current position in respect of four cases previously considered by interim orders 
committee during September 2000. 
Arthur Cunningham - this has been assessed as a category three case and is being 
investigated. 
Robert Wilson - again a category three case. 
Gladys Richards - assessed as a category two case by the clinical team, this 
assessment has been queried through the quality assurance process and is to be subject 
of further review by the clinical experts in early October 2004. 
Alice Wilkie - no further police action to be taken in respect of this investigation. The 
medical records available are not sufficient to enable an assessment. 

In closing it is appropriate for me to emphasize some key points: 
1. There is no admissible evidence at this time of criminal culpability in respect of 
any individual. 
2. The information adduced by the investigation thus far and the findings of the 
experts lead me to have concerns that are such that in my judgment the continuing 
investigation and the high level of resources being applied to it are justified.@ 

That concluding sentence is obviously important. What does it mean? In a sense I 
would suggest to you that it may be presumptuous for me to try and say what it 
means, but you may think one thing for certain is assured and that is this that a 
Detective Chief Superintendent in charge ofthe investigation amongst others ofDr 
Barton considers with the benefit of expert medical advice that the investigation 
should continue at a very high level. What relevance is that if you were to accept the 
test I have propounded its relevance is this is it not? It falls short of saying this lady 
is ever going to be charged, materially short of that, but it does say that there is a very 
real cause for concern and which this Committee and any member of the public, and 
of course you contain two quite specific members of the public as well as being 
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members of the public in your medical capacity, would if they knew that be entitled to 
say to themselves A Well, are we being properly protected against a person whose 
qualitive medical care is under such serious criminal investigation by either 
suspension or conditions?@ At the moment there are none, there is no suspension, 
no conditions. There have been voluntary undertakings. Are they sufficient? In my 
submission the answer is No and that in all the circumstances the test I have 
propounded brings in this matter. I recognise straight away it falls short of and is not 
an allegation in relation to a charge, a lady who has ever been arrested, or anything 
of the kind. 

That brings me to the final documents as to how I approach this. For a reason which 
I will show you in a moment I am going to give them no great weight. Firstly, the 
documents which go with them, which I assume are in those piles over there and this 
pile here, a foot high, they are unseen by me appearing for the Counsel, they have 
only just been reproduced, they have not been seen by my learned friend Mr Foster or 
Dr Barton, and I do not know the extent to which these documents are a reasonable 
analysis of those documents when done by counsel or solicitors with experience in 
this sort of field. Secondly, I do not know who has done this analysis; I do not know 
their qualifications, I do not know their expertise, and therefore it is a matter which is 
only to be approached with considerable reservations, very considerable reservations. 

The third concern, it seemed to me on looking at the first of these cases Harry Hadley 
if you look over the page at 468 you will find that the prescriptions are normally done 
by persons other than Dr Barton. Say, for example, the 5th October, Dr Pennells is 
involved and he discontinues the diazepam. Dr Shawcross is to rewrite MST. Dr 
Pennells on the 7th October commences the syringe driver of 16 mls of diamorphine. 
On the 8th October Dr Shenton commences the second, on the 9th October we have a 
Dr Yale and a Dr Chilvers involved. Therefore to have assumed that where Dr Barton 
is not mentioned that she was involved would seem to me to be an assumption which 
should not properly be made by you and I am not going to invite you to do it. 
Therefore I am only going to invite you to do it, and therefore I am only going to 
invite you to even look at five of these cases and they are Taylor, page 403, Abbott 
page 406, Batty 490, Lee 499 and Carby 502. 

I am going to take this simply because you may think the appropriate thing to do is to 
draw your attention to the matter and highlight any matter which seems to be 
potentially relevant with all the reservations which I have already expressed. At page 
483, Daphne Taylor, Dr Barton is identified at the foot page on the 7th October, seen 
by Dr Barton and Daphne Barton appeared to be in pain, she was a lady of some 70 
years of age, one of the examples of the age group not being as we have been told.; 
also seen by Dr.Llloyd. 9th August the nursing staff may confirm death. 17th 
October summary left arm elbow still very painful on movement. Dr Barton seen X­
ray from Haslar has requested.repeat x-ray. 18th October summary AAM very 
unsettled night appeared distressed and in pain. Syringe driver set up with 40mgs, 
diamorphine and midazolam 20 mgs over 24 hours. Fentanyl patch removed appears 
more comfortable. PM appears more peaceful and relaxed no pain on turning. 
Family seen by Dr Barton and informed of poor prognosis. 19th October condition 
deteriorating chesty very bubbly. 20th October died peacefully, verified by the 
nurses. 
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Daphne Taylor=s expert view by the doctor who I cannot identify, perhaps I had 
better read all of it A 

Mrs Taylor was admitted to the Royal Haslar Hospital on 29th September 1996 after 
suffering a cerebrovascular acciden4t. She was transferred to the Gosport War 
Memorial Hospital on 3rd October 1996 for rehabilitation. 

On 7 October 1996 Mrs Taylor was felt to be in pain and was prescribed fentanyl 
patches. Mrs Taylor was noted to be in a great deal of pain and the strength of the 
fentany 1 patches were increased. 

On 18th October following a very unsettled night when Mrs Taylor appeared to be 
distressed and in pain a syringe driver was set up with 40mgs of diamorphine and 20 
mgs of midazolam over twenty four hours. 

GMC101057-0098 

Although Mrs Taylor had a severe stroke which left her unable to swallow or speak, 
she was being tube fed. However she was prescribed rapidly escalating does of 
opioids without there appearing to be a comprehensive assessment made for her pain. 

The experts note that she had an irrecoverable cerebrovascular and would have died 
soon in any event.@ 
You may think that that is a criticism, it is a criticism which potentially affects Dr 
Barton and her care in particular the pharmalogical care of these elderly ladies by an 
anonymous expert or experts. 

Victor Abbat is the next one and the summary is at page 486. He was a 77 year old. 
We are dealing with one of the latest ones, May 1990, he was admitted to Gosport 
Hospital on the 29th May as an emergency requested by Dr Barton. His wife could no 
longer cope with him at home. Mr Abbatt died .at five minutes past midnight 30th 
May and son and daughter informed. Death certified. by .... @ The expert review 

A He was diagnosed with as having a chest infection with mild heart failure. He was 
noted to be cyanosed by the nursing staff when they put him to bed at 21.20 on the 
day of admission. He was then administered 10 mgs temazepam apparently which 
had been written up for him. The experts criticised the use of a small dose of 
temazepam in a patient who is cyanosed. They note though that Mr A bbatt was 
already very.unwell.@ 

. Unfortunately when you look back at the cyanosis in the summary it is not there but it 
is referred twice in the expert review. 

The next one is Charles Batty and he is at page 490 and you see on the 28th 
December1993 Mr Batty a gentleman of80 was seen by Dr Barton and oramorph 
1 Omg 6 hourly prescribed was prescribed. On the 30th December the oramorph was 
increased and syringe driver commenced diamorphine 40mgs.... 31st December 
general condition deteriorates. On the 2nd January he died at 10-05. The summary 
in relation to him page 492 
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Ain December.1993 he was complaining of generalised pain and started on 
Oramorph. Dr Lawson notes that Mr Batty went from little analgesis to oramorph 
60mgs in twenty four hours. The dose was gradually increased and when he had 
difficulty swallowing it was changed to a syringe driver. It was difficult to assess his 
pain because of his dementia but it is not clear on the face of the notes whether his 
condition was deteriorating prior to starting opiate treatment. The experts review has 
determined that the treatment was sub optimal due to the high does especially 
midazolam. Cause of death was felt to be unclear by the expert team.@ 

Working with the material available to us that you may think does not subtract but 
adds to potential criticism of Dr Barton but I do not think I can add any useful 
submission in relation to that. 

THE CHAIRMAN: Dealing with Mr Batty=s case the summary does indicate on the 
28th December he was seen by Dr Barton and then we go to the entry of the 30th 
December, but it does not specifically say that Dr Barton made these prescriptions. 

MR HENDERSON: You are absolutely right. 

THE CHAIRMAN: I think also with Mr Taylor. 

MR HENDERSON: You are absolutely right. I hope I am deliberately minimising 
which I concede to be relevant and readable for your proper consideration. The 
reason why I thought it right to draw it to your attention was, one, she was obviously 
involved in the orothorm, I cannot say for certain whether or not she was involved in 
the driver. It may be that Dr Barton can say and remember, it may well she cannot 
and we may need to look at the notes, but what one does know is this that she has 
certainly said before a constitution of this committee on earlier occasions that she was 
generally the only person there, yes there were others involved which is why I drew 
your attention to the notes in the first case. I would leave it as an entirely open 
question and whether it is right to draw an inference against her in relation to that 
diamorphine and the syringe driver you may think is not enough material to do so, but 
none the less right to draw it to your attention. 

THE CHAIRMAN: The other case I had in mind was the Victor Abbatt case where 
DrBarton arranged the admission but there is no specific mention in the summary as 
to who it was who prescribed the diazepam. It does not specify it. 

MR HENDERSON: You are quite right about that . The next one was Catherine Lee 
at page 499. She went to the Dryad Ward, this is the top of page 500, where Dr 
Barton was pretty well in daily contact. On the 14th April 1988 the normal entry A 
happy for nursing staff to confirm death.@ Turning down to the 15th May 1998 
summary seen by Dr Barton re pain oramorph increased to 10mgs 4 hourly. 21st 
May clinical notes further deterioration uncomfortable ad restless . Happy for nursing 
staff to confirm death. Summary - restless, agitated. Seen by Dr Barton. Syringe 
driver commended diamorphine 20mg at 09.40 .. Then she deteriorated further. There 
is no further reference to Dr Barton and I drew your attention earlier on in the 
summary in relation to Catherine Lee. 
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Lastly Stanley Carby. He was admitted to the Daedulus Ward on the 26th April 
1999,again one ofDr Barton=s two wards and on the 27th April he was seen by her 
that is shown in the fourth line, ASeen by Dr Barton and family spoken to. Cyanosed 
and clammy. Wife thinks he will not survive. Dr said AI will make him 
comfortable.@@ In terms fhis then state of health he had left hemiplegia secondary 
to CV A, angina, obese, hypertension, cardiac failure, non insulin dependent diabetic, 
prostatic hypertropy depression. 
In terms of commentary by the expert, third paragraph 

A A syringe driver. was set up with a high dose of diamorphine and midazolam. Mr 
Carby died forty five minutes later. All the experts agree that he would not have 
received enough of either drug to have influenced his survival. Dr Naysmith noted 
that he ay well have received less than normal since he had low blood pressure and 
was peripherally cyanosed. 

The cause of death was shown as cerebral vascular accident and was certified by Dr 
Barton. Mr Carby was cremated. 

The large dose of diamorphine makes the care sub optimal but it had no effect on Mr 
Carby=s prognosis.@ 

That is the supplementary evidence. 

My submission is that if you apply the test which I have propounded as to how you 
balance the public interest in doctors reputation, patient interest, both patient interest 
of the patients of Dr Barton and the patient interest in having trust in doctors, with Dr 
Barton=s position that she is able subject to conditions still to practice as a general 
practitioner, it would be disproportionate for her to be suspended, but it would be 
proportionate and necessary that you should be satisfied that it is necessary that she be 
the subject of conditions either in the terms which I have suggested or in similar 
terms,otherwise than in an medical emergency she should neither issue nor write 
prescriptions or administer denzolbiate or opiates is of course limited to those where 
problems appear to have arisen. Look at the totality, look at all the circumstances of 
this case, it is clearly going to be a continuing enduring one for months still to come 
and you have three consultants who have criticised her in respects of which the 
condition is designed to deal with. You have a PCC reference, PPC has concluded in 
the past that there was a reasonable prospect that she would be found to be guilty of 
serious professional misconduct, you have police categorisation on expert advice that 
a number of cases in which she has been concerned are cases where there has been 
negligence in the sense of being beyond acceptable clinical practice and you have the 
scale of the police investigation. It is a different state of affairs from that which came 
before the first, second and third committee. Some of the evidence, much of it, has 
been before different committees and you must obviously bear that in mind to be fair. 
At the same time if the test that they have applied has been a conditional test I 
question whether or not it has been the right test. Those are my submissions. 

THE CHAIRMAN: I will see if we have got any questions. 
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MRS MACPHERSON: It is really just a query on the documentation. I notice that 
the GMC=s notice of the hearing ofDr Barton is dated 24th September which is at 
page537. It refers in the first paragraph to the President deciding on the referral. 
AAfter considering the information provided by the Hampshire Constabulary@ and 
then we have the report or summary from the Hampshire Constabulary which you 
have gone through in detail for us which was dated 30th September which is 
obviously after the date of this notice of the hearing. I wonder whether you have any 
comment on that? 

MR HENDERSON: Clearly it was anticipated that there would be a statement 
forthcoming and that it was going to be forthcoming earlier than it was. We may have 
had anticipation of somewhat different from what came into the state in which it was 
produced. I do not know. One way or the other at the time that the letter of the 24th 
September was written the limit of what could be said was said in paragraph 3 and it 
gave the earliest possible notice of a hearing. There is nothing in the rules which 
says it has to be seven days. As a convention one goes for seven days. In truth we are 
exactly on seven days, it came in on the 30th September and was electronically 
forwarded on the same day. In effect it was early notice of the 7th October hearing 
with sufficient supporting material at that stage, about which reasonable concerns 
were expressed on behalf of Dr Barton but there has been no application for an 
adjournment and we are here on both sides to go ahead today. 

MRS MACPHERSON: There is no further information available to us which would 
indicate why the President made his decision? 

MR HENDERSON: That is correct. 

E THE CHAIRMAN: We do not have any further questions. Mr Foster? 
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MR FOSTER: I should begin by saying that I am very grateful to my learned friend 
for his thoroughness and for his even-handedness. Both of those things mean that I 
can be a lot briefer than I originally thought that I would have to be. I have to say a 
little bit about the background and could I begin by inviting you to look again at the 
letter which is at page 404 of the bundle MDU written on Mrs Barton=s behalf in 
August 2002. My learned friend has referred to this and I know you have read it 
before and I k now you will read it again but there are some matters which I wish to 
highlight. It is Dr Barton=s position that she was forced because of the conditions in 
which she had to work to choose between optimal note keeping and proper patient 
care and notekeeping was a casualty, patient care was not. If you look at pages 404 
and 405 you will see that she compressed her clinical sessions at the hospital into 
three and a half sessions each week. In the two wards over which she had 
responsibility there were a total of 48 beds for her patients care which were extremely 
high, and he points out in paragraphs 3 and 4 on page 405 which indicates that Dr 
Barton lacked effective consultant support and indeed during the time in which the 
formal allegations took place the second consultant Dr Tandy was on leave, so already 
he inadequate consultant support if there was any was cut in half. 

The penultimate paragraph on page 405 tells the story ofDr Barton=s frantic life. She 
arrived at the hospital at 7-30 and she would visit both wards, reviewing patients and 
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liaising with staff before she commenced he general practitioner duties at 9 am. She 
visited the wards, she would do her general practitioner appointments between nine 
and lunch time and would often go back at lunch time to review patients and then 
after doing her afternoon session as a general practitioner she would frequently go 
back to the hospital about seven and stay there for sometime. 

That is a picture of an extremely concerned and diligent doctor doing her best under 
horrific circumstances. Those circumstances were made clear by Dr Barton to the 
management on a number of occasions APlease help, we need more funds, we need 
more staff@ but unfortunately those tries went unheeded. With the benefit of 
hindsight it might very well be the case that the wisest thing to have done would be to 
have resigned and of course Dr Barton facing the problems that she has faced over the 
last few years regrets very much that she did not do that. That would have been the 
only way in which the management would have taken any notice, but unfortunately 
she did not want to let the patients down, she did not want to let down the nurses with 
whom she had a very close relationship and so she battled on. In battling on she did 
not make the notes that she should have made therefore it is not clear, it is accepted in 
relation to many patients, just what the clinical indication was for the prescription 
which is recorded. 

This is a case of poor documentation, it is not case of poor patient care. My learned 
friend has taken you to the transcript ofDr Barton=s evidence on page 413 and when 
you are making your deliberations today I would invite you to look at that again. 
There is some useful cross-referencing which deals with the position of the hospital 
which is to be found in the Commission about Health Improvement Report which was 
published in July 2002. I do not propose to burden you with what is a bulky 
document, there are quite enough pages in this case. There are a few passages I wish 
to highlight. 

THE CHAIRMAN: Has Mr Henderson seen this? 

MR FOSTER: No, I do not imagine there will be huge surprises. Does Mr 
Henderson want to see it? 

Mr HENDERSON: The answer is yes I want to, what I suggest when we have the 
break I suggest my learned friend goes ahead and if he could make it available to me 
during the lunch hour adjournment and anything I ought to say I will let you know, 
would that be a convenient way of dealing with it? 

THE CHAIRMAN: Yes. 

G MR FOSTER: There are three paragraphs I wish to refer. The first is paragraph 6. 8, 
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this relates to the appraisal of supervision of clinical assistance. (Paragraph read) 
There the commission concluded that the work place was intolerable and the sessions 
that were allocated to Dr Barton were inadequate to deal with the work she was 
required to do. The next paragraph is 7.9 (Paragraph read) Finally in this report 
there is a heading at 7.11 headed A Other trust lessons@. (Paragraph read) 
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A That is a long boring list which indicates what had to be done in order to do properly 
the job which Dr Barton was required to do. The conclusion I would invite you to 
draw from that is that Dr Barton was operating in circumstances which made full 
notekeeping quite impossible. 
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The other important bit of background which has been referred to repeatedly this 
morning of course is that there have been three successive IOCs hearing which have 
not found any order is necessary. In the transcript at page 438 of the bundle, which 
relates to the IOC hearing on the 19th September 2002 there was a good deal of 
discussion between the Committee and the legal assessor and counsel about whether it 
was proper to make any order no new evidence having been adduced. It was decided 
there that no new order should be made because there was no significant new 
evidence. That in my submission is the proper way to deal with it in my submission. 
The question therefore arises what has changed since the last IOC hearing? 
The important point which my friend makes is that the test which was applied on 
previous occasions is wrong and accordingly you have to reconsider all the material 
which was before previous Committees and apply the proper test, that was part of the 
reason for detailed consideration of all the previous evidence. He invited your 
attention to the case of Dr X and he invited you to adopt an alternative test which said 
ifyou are satisfied (a) in all the circumstances of this particular case that there may be 
impairment ofDr Barton's fitness to practice which poses a real risk to members of 
the public or may adversely affect the public interest or her interests and (b) on 
balancing her interests and the interests of the public an interim order is necessary to 
guard against the risk then the order should be made. I do not have a lot of dissent to 
that formulation save I suggest it should read if you are satisfied (a) in all the 
circumstances of this particular case a sufficiently robust case has been made that 
there may be impairment of Dr Barton=s fitness to practice; that caveat is necessary to 
avoid a potentially ludicrous result. If one adopts that formulation then I would 
respectfully submit that for all intents and purposes the right test has been applied by 
previous committees. Both Mr Henderson=s formulation of the test and the test 
which I have formulated today begs the really important question which is the 
question begged by section 41 A itself, how are you satisfied? 
Mr Henderson=s test does not answer that question. It cannot be the case having 
regard to basic principles of fairness described if you like in terms of Article 6, that a 
malicious allegation by a patient of a serious offence can have the effect of causing 
the interim orders committee to apply a draconian order affecting a doctor in practice. 

There must be implicit in the statutory requirement "to be satisfied" a basic 
requirement that you look for some evidence. What therefore amounts to satisfactory 
evidence, evidence sufficiently cogent for you to be satisfied? My learned friend 
says that the additional evidence which you have in this case is the fact of an ongoing 
police inquiry. That with respect does not add anything to the position which had 
obtained previously, the police inquiry had been going on for an awfully long time, 
yes it is right that we have now been told that the police inquiry will look at among 
other things the patients whose summarises are contained in the back of the IOC 
bundle. But we have known for a very long time that patients including these patients 
had previously been looked at, and there is not the slightest reason to suppose that 
those patients were not among the patients who were being looked at and in any event 
my learned friend I would say very fairly down played the weight which you should 
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attach to those summaries for all the reasons which he has identified; we do not know 
anything about their authorship, but without wanting to be flippant those summaries 
could have been compiled by a secretary with medical knowledge in the police 
department. 

The neutral stance I would take is that it is simply more of what we have seen before. 
If we believe everything which is said in those summaries there is evidence ofhurried 
and in some cases incomplete medical records. There is no indication there has been 
any inappropriate prescribing. There is sometimes inadequate documentation of the 
implication of prescribing but again I do not want to be flippant but it is important to 
understand the context in which this police investigation has happened. This has been 
an absolutely massive police investigation. When those instructing me spoke to the 
police in September 2003 my solicitors were told that a team of six detectives had 
been working full time on the case and as you have heard already that a number of 
experts have been called in, including experts from nursing, from forensic 
psychology, general practice, care and so on. I respectfully and rhetorically say that 
after all that expenditure, money time and manpower is that the best that there can be? 
They have been unable to put any firm allegations against Dr Barton in the sense of 
new charges. In relation to the weight which my learned friend says he should attach 
to the fact that the preliminary proceedings committee have referred to the 
professional conduct committee, point 1 that is a matter which has already been 
considered by the committee and, two, a test in which the police are deciding whether 
to bring charges. We know what the police=s view of the present situation is because 
Chief Superintendent Watts has been very candid about it and a portion ofhis 
evidence has been read out ANo evidence of any criminal charges and we really do 
not know where we are going to go from here". Again I rhetorically ask should that 
be sufficient for you to say that there has been new material upon which you could be 
satisfied that the position has changed from previous roe hearings and that statutory 
criteria in section 41 A has been met? 

Chief Superintendent Watts obviously thought that he had a very cogent point to bring 
before the committee, that was the issue of the undertaking about the opiates and 
benzodiazepines prescriptions; he thought as his statement makes clear that he had 
caught Dr Barton out in breaching her undertaking. That quite plainly is not the case. 
You have seen the document in D 1 Which is the formalised second undertaking which 
was given. You will see the terms where Dr Barton prescribed diazepam where 
there was a clinical indication for doing so which was endorsed by the British 
National Formula. Dr Barton has undertaken the exercise of looking at her prescribing 
over the period which is dealt with by Chief Superintendent Watts in his statement.A 
computer print out has been generated and if copies could be handed up. This is D2. 
My learned friend has seen this. It requires some explanation. It relates to diazepam 
prescriptions by other partners in the practice where Dr Barton works during the 
material period. The names ofthe national health service numbers of the patients have 
been deleted so confidentiality is secure. You will see at the bottom of the first page 
Dr Barton=s name and she is described there as the usual doctor, so all the entries 
under her name relate to prescritpions of diazepam which were given to patients for 
whom Dr Barton was the usual doctor. That does not mean, as the medical people will 
know, that all the prescriptions were written out by Dr Barton herself. The 
prescriptions which were written out by Dr Barton herself are indicated on the right 
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hand side ofthe page by the initial JAB. You will see four occasions on which Dr 
Barton has herself written out prescriptions for diazepam. The other prescriptions 
were written out by other doctors whose initials appear on the right hand side of the 
page on behalf of patients who were the usual patients of Dr Barton. In relation to 
each of the four prescriptions and Dr Barton has gone back and checked all this and 
they were all for muscular type pain which is a legitimate prescription for that. That 
indicates Superintendent Watts killer point before you, namely this is a doctor who 
breaks her undertakings and incontinently prescribes diazepam is a wrong point. 

GMC101057-0105 

You are left solely with the question whether there is new evidence which justifies the 
departure from the IOC previous findings that there is need for an order in Dr 
Barton=s case. 

There is no evidence at all that Dr Barton is unable to prescribe safely in the GP 
context. That is the only context in which she now prescribes. There is every reason 
to suppose that all the concerns arose solely because of the pressures which arose in 
an appalling environment which a long time ago now she prescribed, it is a long time 
now since she was working on these wards and she has no intention of going back. 

That being the case no proper public confidence issues arise. In her general practice 
she has an acceptable work load, the work load is divided between several partners 
and accordingly record keeping is simply not an issue either. Is it therefore necessary 
again for there to secure public safety that she has an order in the terms suggested by 
my learned friend? Absolutely not. The necessary protection was given by the 
undertakings which she has made and manifestly by this evidence has complied with. 
The Committee I know will be keen to guard against the tendency which arises in 
many high profile public cases of complying with what can amount to mob rule of a 
doctors inability to practice being interfered with simply because people make 
unsubstantiated allegations. 
For all those reasons I suggest that there is no material on which you can properly 
conclude that the earlier committees were wrong in deciding that no order be made. 
Those are my submissions. 

THE CHAIRMAN: I will just see ifwe have any questions. 

DR STEW ART: It is just to clarify a matter to do with the D2, the diazepam. Under 
the usual doctors, Dr Barton=s list it is quite clear that other doctors whose names 
appear on this document have prescribed for her patients. Dr Beasley has prescribed 
morphine on a couple of occasion on Dr Barton=s list and Dr Peters has. What you 
have not indicated to us is how many of these prescriptions under the names ofDr 
Knapman Dr Peters, Dr Brigg or Dr Beasley and Dr Brooke were actually written by 
Dr Barton rather than by the doctors whose names appear at the top of the list. That is 
information that I think would be useful for the Committee to have if you are asking it 
to consider that this is an indication of the number of frequency that diazepam 
prescriptions are prescribed by Dr Barton? 

MR FOSTER: I can tell you, sir that none of the other prescriptions under other 
doctors names were written out by Dr Barton. 
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DR McCUGGAGE: Just on that point that Dr Stewart made. Perhaps when we look 
at the prescription under A J Barton under JAB it appears twice. Were there two 
prescriptions written by Dr Barton. 

MR FOSTER: I understand it was an error. 

B DRBARTON: It was an error, I think what it was when it was pressed down the 
computer generated two prescriptions. 
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MS RAZI: I just wanted to check when this report is dated. 

MR FOSTER: July 2002. 

THE CHAIRMAN: We have in our bundle doctors arrested on suspicion of an 
offence and we have others who are formally charged and clearly we are aware of the 
police investigations which have been going on for some time. Has there ever been 
any stage where Dr Barton has been arrested on suspicion? 

MR FOSTER: No, sir. She has been interviewed under caution in relation to the case 
of Gladys Richards and the police decided there would be no proceedings. The 
police interviewed her and the papers were sent to the Crown Prosecution Service and 
the answer came back that was the end of the case. 

THE CHAIRMAN: So it was the CPS who decided in that case? 

MR FOSTER: Yes. 

THECHAIRMAN: At this stage we would normally ask the legal assessor for advice, 
but since Mr Henderson is going to look at this document at the lunch break it might 
be better if we break now and reconvene later. 

MR HENDERSON: Could I just respond in relation to the legal matter and on the 
matter of a correction. The first is this my learned friend=s submission seeks to add 
some words to my test and he is trying to say effectively what does satisfy mean and 
the test he applied that it must be sufficient robust and goes on to say the basic 
requirement is that this committee must look at some evidence. This in my 
submission is obviously more important in this case essentially but I would suggest to 
you that that reason is wrong. The reason we can see it is wrong is Dr X. We know 
in Dr X there was no evidence, there was a charge, they did not look at the evidence 
underlying the charge, therefore in my submission the additional words which he 
implies do not add anything when he says what he means by it, they actually go 
further than they properly should. 

In relation just to a correction he says we do not know anything about the authorship 
but in fact we know something. We know what Chief Superintendent Watts has said 
about it. In addition if one looks at page 507 we know one of the experts, Dr Macey, 
is expressly identified,therefore it cannot have been, to use my learned friend=s 

34 



GMC101057-0107 
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it but the substance of the matter cannot be limited to that. 
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In relation to other matters I would like to see the document and I will come back to 
you. 

MR FOSTER: I wonder ifl can respond very briefly to that. I would accept that if a 
police investigation resulted in a charge then that charge is evidence within the ambit 
of the test proposed, but in the case of Dr Barton we are a million miles from that; not 
only do we not have any charges, you have it indicated by the police on several 
occasions to take no action, so to suggest it is parallel with the case of Dr X where 
there were charges simply do not stand up. 

THE CHAIRMAN: Right we will adjourn to 2pm 

(Adjourned for a short time) 

MR HENDERSON: I mentioned to my learned friend that I wanted to draw 
attention to one or two passages in this report. It is the only copy with have here. He 
has highlighted certain passages and when you retire you can look at the report. I 
could not hear clearly what Dr Barton said but I understood it to be the case that the 
pressing down twice explained duplication of prescriptions in relation to the 15 items 
where they are duplicated. I think along side you will see some dates. While 
obviously that may well be the case, I am not questioning one way or the other, that in 
relation to the first entry, the third shown, nor the one April 9th, the one after that 
three from the end, the patient 1959 No 111496, you have got two different dates, one 
of which was the 7th November and the other 28th October and that would not marry 
with that explanation. The last is the penultimate one, that is dated 28th May but I 
merely draw that to your attention. 
Can I respond to the report. The function of CHI which produces this report is not to 
investigate particular doctors and therefore the point my learned friend makes, there is 
no criticism of individual doctors, with respect is clearly limited, the absence of 
criticism is not a basis for the answer that none is to be found. This came into 
existence particularly to deal with systematic or systemic organisational problems in 
the provision of health care .Its remit is at paragraph 1.4 and I mention this in this 
context because you will find the passages to which I am going to draw your attention 
show that one would not generally expect to find individual criticisms and the terms 
of reference which were agreed on the 9th October 2001 are as follows. 

A The investigation will look at whether since 1998 there has been a failure of trust 
systems to ensure good quality patient care. The investigation will focus on the 
following elements within the services of older people inpatient and continuing and 
rehabilitative care at Gosport War Memorial Hospital. ... (reading to the words) 
............. care for older people.@ 

In the context of that remit none the less there are certain key conclusions and at page 
vii in the key conclusions I will alert you to this: 
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ACHI concludes that a number of ..... reading to ..... were not identified.@ 

Those are amongst the key findings, the first one under Chapter 4, under the heading 

AArrangements for the prescription administration and review@ ACHI have serious 
concerns .......... reading to .. .. .. Would have been questioned.@ 

Then in relation to Chapter 5 under the heading of A Quality of care and patient 
experience.@ 
A Relatives speaking to CHI had some ................... ward now.@ 

Then in chapter 4 at paragraph 4.2, a chapter headed AArrangement for the 
prescription, administration and review of the calling of medicines, police enquiry and 
expert witness reports@ 

A Police expert witnesses ........... reading to ........... to reach the conclusions in this 
chapter.@ 

I have already given you the conclusions in the chapter at the beginning. 

Then in relation to paragraph 4.4 on page 13 under the heading AMedicine usage@ 

A Experts commissioned by the police ...... number of patients treated.@ 

On the next page you have graphs. 

E Then paragraph 4.5 
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A The Trust=s own data .............. 2000 and 200 1.@ 

Then there is the graph. Finally paragraph 7.9, my learned friend read the first 
sentence and could I read to the end 

A Gosport Health Care NHS ............. reading to .......... April2001.@ 

Sir, are the paragraphs which I thought I would draw your attention to, there is 
nothing else I wish to say. Thank you very much. 

MR FOSTER: Could I just say this there is no new evidence which my friend read 
out which should alter your approach to this case. You may feel that the simple 
question for this committee to decide is whether it is proper for the IOC committee to 
impose conditions on Dr Barton's fitness to practice on evidence primarily of a police 
officer's assertions that an enquiry is continuing without being able to give a coherent 
indication as to the nature of the enquiry or the evidence that the enquiry has. In my 
submission the answer to that question must be No. 

THE CHAIRMAN: I will now ask our legal assessor for his advice? 
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THE LEGAL ASSESSOR: This is an application under section 41A of the Medical 
Act 1983 for an interim order that conditions should be placed on the registration of 
Dr Barton. It is not suggested that her registration should be suspended. 

I advise that the approach the Committee should now take is to consider all the 
particular circumstances of Dr Barton=s case as they prevail today. This must 
include the circumstances as at the time of the three previous hearings when no order 
was made and to consider it in the light of the new material which is before them 
today. 

I advise that before any order may be made the Committee must be satisfied that by 
reason of Dr Barton=s intending to practice it is necessary for the protection of the 
public, or is otherwise in the public interest, for example, to maintain public 
confidence in the medical profession, or in the doctor=s own interest that conditions 
should be imposed on her registration. The Committee must consider 
proportionality. The protection of the public, particularly patients, and the 
maintenance of confidence in the medical profession, must be balanced against the 
consequences of an order for the doctor, such as interfering with her ability freely to 
practice her professional and the staining of her reputation. 

GMC101057-0109 

Mr Henderson, for the General Medical Council, has suggested a new test should be 
applied as to when the Committee should make an order. The advice which I have 
just given is in the same or similar terms to the advice which has always been given to 
this Committee since its inception with the omission of the words Aby cogent and 
credible prima evidence@ after Athe Committee must be satisfied@. With that 
omission my advice is in broad terms identical to Mr Henderson=s new formulation, 
although perhaps not so elegantly expressed. 

Mr Foster, for the doctor, does not criticise Mr Henderson=s new formulation save he 
speaks to add Athat the committee must be satisfied that a sufficiently robust case has 
been madeMy advice is this: the Committee must act on the material which the 
General Medical Council and the defendant sees fit to call before it and that is a 
quotation from paragraph 18 of the case ofDr X to which reference has been made. 
This often includes material such as the mere fact of the doctor being charged or 
arrested for an offence or third party report. which would not possibly be evidence 
admissible in the criminal court or before the Professional Conduct Committee. That 
follows necessarily from the nature of the interim Order Committee function and the 
point in the proceedings at which that function is performed. 

However, I advise the Committee that they are not required to act upon any material 
put before them. They must first consider its weight and quality; put another way, as 
was done by Pill LJ at paragraph 25 of Dr X they should consider whether the 
material put before them in support of the application Aplainly and obviously lack 
substance.@ That may be no more than another way of saying Ais the material 
credible and cogent?@ If the Committee is satisfied that the material relied upon by 
the General Medical Council plainly and obviously lacked substance or is not credible 
and cogent they will not be satisfied that it is necessary to make an order. 
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THE CHAIRMAN: Right if you could withdraw while we consider the matter. 

(The Committee conferred in private) 

THE CHAIRMAN: Dr Barton, the Committee has carefully considered all the 
information before it today, including the statement dated 30th September 2004 made 
by Detective Chief Superintendent Watts of the Hampshire Constabulary, the 
submissions made by Mr Henderson QC on behalf of the General Medical Council 
and the submissions made by Mr Foster on your behalf. 

The Committee has determined that it is not satisfied that it is necessary for the 
protection of members of the public, in the public interest or in your own interests to 
make an order in accordance with section 41A of the Medical Act 1983 as amended. 

In reaching its decision the Committee has noted that the police investigation is at 
present ongoing and that you have noet as yet been arrested or charged with any 
offence. The Committee has taken into account the new material before it today, but 
it is of the opinion that this taken with the information before the IOC at previous 
hearings is insufficient to justify the imposition of an interim order. The statement 
provided by Hampshire Constabulary provides little substantive information and the 
Committee is unable to place sufficient weight on the supporting documentation. 

The Committee has taken into account that no concerns have been revealed about 
your work in General Practice. The Committee has also noted that you have made a 
voluntary undertaking to Fareham and Gosport Primary Care Trust regarding the 
prescribing of opiates and benzodiazepines. 

Notification of this decision will be served upon you in accordance with the 
Committee's Procedure Rules. 

----oooOOooo----
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HAMPSHIRE Constabulary 
Chief Constable Paul R. Kernaghan CBE QPM LL.B MA 

Our Ref. 

Your Ref. 

Operation Rochester 

0' Dear Mr. Stevens, 

Fareham Police Station 
Quay Street 

Fare ham 
Hampshire 
P0160NA 

Tel: 0845 045 45 45 

Direct Dial: 

Fax: 023 9289 1663 

Email: 

08 September 2005 

I am writing to inform you that the medical records and details of your concerns over the treatment of 

Your wife Jean Stevens, have been passed to the General Medical Council and the Nursing and 
Midwifery Council. 

The points of contact for any queries you may have are as follows. 

Paul Hylton. 
General Medical Council, 
Regents Place, 
350, Euston Road, 
London . 

. NW15JE. 
- Telephone number 02071895115. 

Mark Mallinson. 
Nursing and Midwifery Council, 
23, Portland Place, 
London. 
WIB1PZ. 
Telephone number 02073336562. 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 
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Kate Robinson. 
DC424 

Website - www .hampshire.police. uk 
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RESTRICTED 
Statement number: S211 

DOCUMENTRECORDPRThiT 

STATEMENT PRINT 

Surname: STEVENS 

Forenames: ERNEST JOHN 

Age: 77 Date of Birth: L~~~~~~i.~i~~~~J 

Address: 
~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

1 Code A : i I 
!-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·! 

Occupation: RETIRED AMBULANCE DRIVER 

Telephone No.: i-·-·-·-c·a-de_A_·-·-·: 
·-·-·-·-·-·-·-·-·-·-·-·-·-·--~ 

0 Statement Date: 16/04/2004 

Appearance Code: Height: 1.73 Build: 

Hair Details: Position 

Eyes: I Complexion: I 

Glasses: Use: 

Accent Details: General Specific Qualifier 

Number of Pages: 

I live at the address known to the Police. I am the widower of Jean lrene STEVENS , who died on 

22nd May 1999 (22/05/1999) at the Gosport War Memorial Hospital, Bury Rd, Gosport. I have been 

asked to provide some background information about my wife. 

My wife was born on[_-_-_-_-_-_-_-_----~-~-~-~--~---_-_-_-_-_-_-_-_] in Gosport, Hampshire. Her parents were Harry 

and Eleanor Victoria COILINGS . She was one of five children, all girls. 
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My wife worked throughout her life as a shop assistant or canteen assistant. 

We had two children, Carol in 1946 and June in 1949. Both pregnancies were straightforward with 

no complications. 

My wife was relatively healthy but in 1994 she began to experience stomach trouble, she was 

experiencing a lot of pain and discomfort. 

She was admitted to Haslar Hospital in Gosport for an exploratory operation, during which they 

removed her appendix. The problem persisted and in 1996 she was again admitted to Haslar where 

she was diagnosed as suffering from diverticulitis. She underwent surgery and had a small part of 

her bowel removed. 

She went on to have two further operations on her bowel. Apparently she had lesions in her bowel 

due to the operations and it was this that was causing her pain. 

As a result of this my wife was in constant pain and was prescribed pain killers. 

She also suffered from slight arthritis in her back, but despite this, she was fully mobile and able to 

get about without assistance. 

e On Sunday 25th April 1999 (25/04/1999) we spent the day at home. Jean had cooked a roast dinner 

and tidied everything away as usual. We had our usual night cap before Jean went to get ready for 

bed. 

I heard a thud and went to see what had happened, I found Jean lying semi conscious in the bathroom 

. I called an ambulance and Jean was taken to Haslar Hospital in the early hours of Monday 26th 

April. 

By visiting hours that evening Jean was propped up in bed fully conscious. She had lost the use of 

her left arm and leg but was fully alert and able to speak. 

She had lost the ability to swallow and was being fed through a tube. She had to learn to swallow 

again in order to be moved to a rehabilitation ward before she could come home. 

WOI OPERATION 
ROCHESTER 

MIR055 L424 Printed on: 8 September, 2005 
12:26 

Page 2 of 5 



0 

GMC101057-0119 

RESTRICTED 
Statement number: S211 

DOCUMENT RECORD PRINT 

At one point it was thought that Jean had suffered a small heart attack and she was admitted into the 

CCU (coronary care unit) at Haslar overnight as a precaution. There were no other attacks and Jean 

only spent one night in the unit. 

I spent everyday with Jean and I could see her getting better. The stroke had only effected her left 

side. 

Jean made very good progress and was reviewed by a Dr. LORD , from the Gosport War Memorial 

Hospital. Dr LORD said that Jean had a sufficient enough swallow for her to accept her on to the 

rehabilitation ward at the Gosport War Memorial hospital. It was arranged that Jean would be 

transferred to the Gosport War Memorial hospital on Thursday 20th May 1999 (20/05/1999). 

During the evening of Wednesday 19th May 1999 (19/05/1999), Jean was visited by June and her 

husband Ted. I had spent the day with Jean as usual and June had come in after she had finished 

work. 

We were all in good spirits as Jean was moving towards coming home. We were planning a big 

family party for when she came out of the War Memorial hospital. 

I left Jean happy and in good spirits. I was told that Jean would be transferred to Deadalus ward 

around lunch time the following day and that I should visit her at the Gosport War Memorial Hospital 

e after 1 pm ( 1300 hrs ). 

At 1.30pm (1330hrs) on Thursday 20th May 1999 (20/05/1999) I arrived at the ward. had to wait to 

see Jean as the nurse said that they were settling her in. 

I was shown into a cubicle opposite the nurses desk, Saw that Jean was lying in bed with her eyes 

closed. I would describe her as being in a coma. She did not move , she did not speak, she did not 

respond in anyway to my being there. I was stunned by her condition. 

I stayed with Jean all night, I sat next to her bed and held her hand. 

I did not know what was going on or why Jean had deteriorated so quickly. No one came and told me 

what was happening. I was totally shocked and distraught. 
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I could hear the noise of a machine coming from Jeans bed and I could smell a sickly smell. I used to 

work as an ambulance man and I recognised the smell as being morphine. 

On Friday 21st May 1999 (21/05/1999), at some point during the afternoon, I was approached by a 

man called Phillip . He was a charge nurse or 'sister' on the ward. He said to me something along the 

lines of 'your wife is in a lot of pain, can we have your permission to double her morphine?' 

I felt very confused and upset , I did not understand what was happening but I was very concerned 

for my wife's well being. I thought that if the staff thought my wife was in pain then they knew best. I 

0 gave my 'permission' to Phillip for my wife's morphine to be increased. 

He told me that he would phone Dr. BAR TON for her permission to increase the dose. 

Around 8.30pm (2030hrs) on Saturday 22nd May 1999 (22/05/1999) Jean died. 

From the time I saw her at the Gosport War Memorial Hospital, I only saw her open her eyes once. 

I never heard her make any sound at all, nor did I see her give any physical indication that she was in 

pain or discomfort. 

e I know that my wife had a syringe driver , I saw the tube going into her stomach and I could hear the 

sound of its motor. 

After Jean died the driver was still going and I asked the staff to switch it off after about half an hour 

as I could not stand the sound of it. 

Jeans death certificate gives her cause of death as Cerebrovasculer accident, which I understand to 

be a stroke. 

Her death certificate was signed by Dr. BAR TON. 

My wife is buried at Ann Hill Cemetery, Gosport. 
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Whilst Jean was at the Gosport War Memorial Hospital, I never saw or spoke to any doctors and the 

only person who spoke to me about my wife's condition was the male nurse Phillip on that one 

occasion. 

Signed: E J STEVENS 
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STATEMENT PRINT 

Surname: STEVENS 

Forenames: ERNEST JOHN 

(-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Address: I Code A i 
'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Occupation: RETIRED 

Statement Date: 1610412004 

Appearance Code: Height: 1. 73 Build: 

Hair Details: Position 

Eyes: I Complexion: I 

Glasses: Use: 

Accent Details: General Specific Qualifier 

Number of Pages: 1 

Further to my statement dated 16th April2004 (16/04/2004) I wish to add the following: 

Jean had her operation to have her appendix removed sometime in the late 1970's and not 1994 as 

stated in my previous statement. 

Signed: EJ STEVENS 
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STATEMENT PRINT 

Surname: BAILEY 

Forenames: JUNE MARY 

Age: 54 Date of Birth: r·c-o(ie.-A.1 
i_·-·-·-·-·-·-·-·-·-·-·-j 

.--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-
Address: i i 

! CodeA ! 
i i 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Occupation: CLEANER 

Telephone No.: i·-·-·-cocfe·A-·-·-·1 
··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Statement Date: 1610412004 

Appearance Code: Height: 1.53 Build: 

Hair Details: Position 

Eyes: I Complexion: I 

Glasses: Use: 

Accent Details: General Specific Qualifier 

Number of Pages: 

I live at the address known to the Police. I have been married to Edward BAILEY for the past 37 

years. 

I am the daughter of Ernest and Jean STEVENS . My Dad is still alive and my Mum died at the 

Gosport War Memorial Hospital on Saturday 22nd May 1999 (22/05/199). 

I have been asked if I can remember the events leading up to my Mum's death. 

On Sunday 251
h April 1999 (25/04/1999) my Mum had a stroke, she was taken to Haslar Hospital in 

Gosport . By the following evening she was propped up in bed and chatting away happily. She had 
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lost the use of her left arm and leg but she was able to talk as before and she still had all her faculties. 

My Mum continued to get better and arrangements were made for Mum to be transferred to the 

Gosport War Memorial Hospital to the stroke ward. 

She was due to be moved on Thursday 20th May 1999 (20/05/1999) and I visited her on the 

Wednesday evening. Dad and Ted were there and Mum was in good spirits. We were all laughing 

and joking and planning a big family party for when Mum came home. Mum and I were talking 

about penning her hair and she was talking to Ted about her garden. You would never have known 

that Mum had suffered a stroke to look at her, she looked so well. Her skin had a lovely colour and 

0 she was so happy and cheerful. 

I left her around 9.30pm (2130hrs) and my last words to her were 'the next time I see you it will be at 

the War Memorial' 

Around 6pm (1800hrs) on Thursday 20th May1999 (20/05/1999), I went to Daedalus ward at the 

Gosport War Memorial Hospital. I walked along the corridor with my Dad and walked past a single 

room where an elderly lady was sleeping. I carried on walking but my Dad called me back. He took 

me into the room where the old lady was asleep. I was totally stunned, this woman was my Mum. 

She was totally unrecognisable as the woman I had said goodbye to the night before. 

e Her eyes were closed and she appeared to be in a coma. I took hold of her hand but she didn't react. I 

could hear the sound of a machine working .It sounded so loud as the room was very quiet. I looked 

underneath my Mums bedclothes and I saw a machine lying on her stomach. Throughout my visit I 

didn't hear or see anything which would indicate that my Mum was in any pain. She never made a 

sound or movement at all. 

Around 6pm (1800hrs) on Friday 21st May 1999 (21/05/1999), I visited my Mum with Ted My Dad 

was there as always. 

I talked to my Mum and held her hand. She didn't respond in anyway. We left around 10 pm 

(2200hrs). 
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During the morning of Saturday 22nd May 1999 (22/05/1999), I received a telephone call for a man 

who identified himself to me as 'Phillip from the War Memorial' he asked me if I could come over 

straight away as my Mum was deteriorating. 

Between l-130pm (1300-1330hrs) I arrived at the hospital with my son Steven . The male nurse 

Phillip, took us in to a room. He told us that my Mum was deteriorating. Steven asked him if the 

move from Haslar Hospital had put Mum into a coma and Phillip replied that it didn't help her. 

I was very upset and crying, I went into see my Mum. Dad was sat holding her hand. I stayed with 

my Mum until about 10 pm (2200 hrs) during the entire visit she never moved or displayed any 

0 emotion. 

I was taken home by my daughter Susan , and had only been indoors for a few minutes when the 

hospital rang to say that my Mum had died. 

I went straight back to the hospital and saw my Mum, I remember that I could still hear the sound of 

the motor of the pump. 

I have been asked if I was spoken to by any member of the hospital staff in relation to the treatment 

of my Mum .I was never informed of anything apart from when Phillip spoke to me on the telephone 

and later in his office about my Mum getting worse. 

Signed: JBAILEY 
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Surname: BAILEY 

Forenames: EDW ARD KENNETH 

Age: 56 Date of Birth: r-cocfe.-A.1 
·-·-·-·-·-·-·-·-·-·-·-·..: 

~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

' ' 
Address: ; C d A ; ! o e ! 

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

Occupation: 

Telephone No.: r-·-·-·-·c-O"Cie·"A·-·-·-·-1 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Statement Date: 1710412004 

Appearance Code: 

Hair Details: Position 

Eyes: I 

Glasses: 

Height: 1.68 

Style 

Use: 

Build: 

Complexion: I 

GMC101057-0126 

Statement number: S21 0 

Accent Details: General Specific Qualifier 

Number of Pages: 

I live at the address known to the Police and I am married to June BAILEY, nee STEVENS. 

I married June in 1969 and knew her mother Jean STEVENS for some 39 years prior to her death in 

1999. 

I have been asked if I can recall any of the events that took place whilst Jean was in hospital just 

before she died on 22nd May 1999 (22/05/1999). 

I remember that Jean had a stroke on Sunday 25th April 1999 (25/04/1999), it happened late at night 

and Emie , her husband rang me the next morning to tell us what had happened. 
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Jean was taken to Haslar Hospital in Gosport and June and I visited her that Monday evening 

(26/04/99) (26/0411999). 

The first thing that Jean wanted to know was had I had my dinner. She was fully lucid and in good 

spirits. She had lost the use in her left arm and leg but apart from that you wouldn't know that there 

was anything wrong with her. 

I remember that she gave me an unused specimen bottle that she had put by for me, she thought that I 

could use it to keep my screws in it, in my shed. 

I saw Jean on Wednesday 19th May. I took June into visit after she had finished work, so this would 

have been around 6pm (1800hrs). 

June had rushed in from work and hadn't had a chance to have a drink so I took her off for a coffee 

shortly after we got to the hospital. Jean made a comment that we weren't staying long. That evening 

we chatted about having a big party when she came home. It was not the sort of conversation you 

have to cheer some one up, we were all looking forward to Jean coming home. 

I remember that it was a warm evening and Jean asked me to get her a damp tissue to mop her face 

with. She sent me back to the sink 8 times before it was cold enough for her. The whole visit was 

e spent laughing and joking. 

On Thursday 20th May 1999 (20/05/1999), Jean was due to be moved to the Gosport War Memorial 

Hospital for rehabilitation in the stroke ward. 

On Friday 21st May 1999 (21/05/1999) I took June to visit Jean at the War Memorial Hospital. I was 

shocked at the condition of her. She was lying motionless in bed. I was so upset I cried. I took her 
\ 

hand and there was no response, at one point she opened her eyes but there was no recognition in 

them or any emotion. 

I could hear the sound of a whirring motor and I could smell a horrible smell. I asked Emie what it 

was and he told me it was the smell of morphine. 
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That was the last time I saw Jean alive. 

Signed: 
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TO: 
STN/DEPT: 

FROM: DC 424 ROBlNSON 
STN/DEPT: Operation Rochester 

DOCUMENT RECORD PRINT 

Officer•s Report 
Number: R7C 

REF: N a 

REF: t'-] & 

TEUI 

SUBJECT: John Ralston RITCHIE bf"Cocie-·A-·-~ DATE 
'·-·-·-·-·-·-·-·-·-·-·-·--~ 

GMC101057-0137 

On Iih November 2002 (12/11/2002) I visited Shirley BOWSHER (Nee RODDIS) at her home address 

Oof[~~~~~~~~~~~~~~~~~~~~~~~~~~~~-~~~-~~-1:\~~~~~~~~~~~~~~~~~~~~~~~~~~~~~] In response to her contacting the police in relation to this 
operation. 

Mrs BOWSHER was a nei_ghbour of John RITCHIE and used to 'look in' on him daily when he was 
living at homer·-·-·-·-·-·-·-·-·-·-·-· ·-·-·-·-·-·-·code·A-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-~ and thereafter visited him on a weekly basis 
after he was act~itt~~i-i-~·-iiie-Rectcfiffe-·A·nnex-;-crww:r:-·-·-·-·-·' 

Mrs BOWSHER having seen the publicity surrounding the investigation, felt that Mr RITCHIE's details 
should be given to the enquiry team. 

Mrs BOWSHER will say that John RITCHIE (also known as Jock and Jack) lived alone at the 
Portsmouth address. He was a very independent gentleman who was well known in his local 
community and very popular. 

She believes that he was married and had been separated many years before but had never divorced his 
estranged wife (no other details known). 

-r RITCHIE's only next of kin are: Ted and Jennie BLA TT , r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-co(ie-·A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 
["-·-·-·-·-·-·coCie--A-·-·-·-·-·-·-1 Jennie BLA TT being his niece. His relati~~-~--~~~-~~t·-~~~~e-~Tttii·s--e-nqutry-·and-Cio·-·-' 
noTkna·w--ih-.li-·Mis-BOWSHER has contacted us. 

Mrs BOWSHER knew Mr RITCHIE for around 15-17 years, she never knew him to be ill, with the 
exception of a 'touch of pneumonia' from which he made a full recovery. 

A couple of months prior to his death, Mr RITCHIE, began to fall whilst at home. He wouldn't use a 
walking stick or zimmer frame and had become unsteady on his feet. It was around this time that Mr 
RITCHIE was admitted to the Queen Alexandra Hospital , Cosham, Hants. Mrs BOWSHER cannot 
recall the reason for his admission or the ward he was in. 

From the QA he was discharged to the Redcliffe Annex in Gosport. The reason given there was a 
shortage of beds at the QA. 
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'rs BOWSHER believes this was a few weeks before he died. She puts his date of death as 
22/10/1994. 

Mrs BOWSHER would visit Mr RITCHIE on a weekly basis, going every Sunday with another 

neighbour, Gwen G RA HAM L~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~}~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~J 

GMC101057-0138 

She states that Mr RITCHIE had been given a tube so that he didn't have to be moved to wee (catheter) 
and that he spent all of his time in bed. 

He appeared well at first but shortly afterwards the nursing staff told them that Mr RITClllE had a chest 
infection, which was understandable as he spent a lot of time in bed. The nurse said that he had been 
given antibiotics. 

On a visit shortly afterwards Mrs BOWSHER noticed that Mr RITCHIE appeared unwell and had 'gone 
downhill'. He wasn't 'with it' and wasn't paying much attention to what was going on around him. 

Q:hey asked the nursing staff what was wrong with him but were told that his case couldn't be discussed 
as they were not relatives (they were however, his only visitors). 

The following week Mr RITCHIE was 'very sleepy' and 'out of it' Mrs BOWSHER saw a black patch on 
the right side of Mr RITCHIE's chest, under his pyjamas and on his skin. When they asked staff why he 
was sleeping so much, they were told that he was 'very afraid of dying'. 

Mrs BOWSHER assumed that the patch was some sort of sedative. 

Mr RITCHIE fell into a deeper and deeper sleep, the neighbours stayed with him until late into the night 
and the following morning received a call from the annex to say that he had passed away. 

Mrs BOWSHER never saw the death certificate and doesn't know why John RITCHIE died. She says 
that he was a social case and just needed someone to look after him. 

She believes that Mr RITCHIE's GP came from the surgery in Fratton Rd near to the Co-Op . 

• RITCHIE was buried in Kingston Cemetery . 
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BJC85/JR9 Artbur Cousins 
Date of Birth:[.·~--~--~--~--~~~~-~~--~--~--~--~.-~.-~] Age: 86 
Date of Admission to GWWI: lOth July 2000 

!Vl\Y<:.I1'<d 

F-15 A.'.,;e~ 

Date and time of Death: 00.45 boon on 25th August 2000 
Cause of Death: 1. (a) Chronic obstructive pulmonary disease 

Post Mortem: 

2. Squamous slow growth Carcinoma diagnosed in 
Dec 1999. (carcinoma of lung) 

Length of Stay: 47 days 

Mr Cousins past medical history was noted to be:-
• Malaria/hepatitis - war 
• COPD 
• Diverticular disease - 1992 
• Soft tissue injury left wrist - 1993 
• Achilles tendonitis - 1995 
• Atrial fibrillation - 1999 
• Colonscopy - 1999 
• BCC left forehead - 1999 
• Carcinoma lung - 1999 

Mr Cousins was bought up in Gosport. He was one of a large family and only had 
a sister alive. Before the war he was employed as a joiner working on building 
sites. During the war he was in the Royal Hampshire Regiment and travelled 
throughout Europe. During his time in the war he contracted malaria and hepatitis 
and sustained a neck injury. He returned from the war and continued working as 
a joiner. Mr Cousins was married for over 50 years he had two sons and a 
daughter. His wife developed Alzheimer's and he became her main carer. They 
6ved in a three-bedroom house with a stair lift. 
Mr Cousins was admitted to the Royal Haslar Hospital on 19th June 2000 with 
increasing shortness of breath. He had undergone a pleural biopsy, which 
revealed he had lung cancer in November/December 1999. On 19th June 2000 
while at Haslar he sustained a fall and fractured his sternum. Mr Cousins was 
transferred to Gosport War Memorial hospital on lOth July 2000. 

On admission care plans commenced for hygiene, constipation. sleep, and catheter 
care. (page 314 to 331). A handling profile (page 334/335) was completed noting 
that Mr Cousins was unsteady, had chest pain as result of fall, needed the help of 
l nurse and a zimmer frame. A nutritional screening (page 332/333) score of 13 
was recorded noting Mr Cousins was at risk. A mouthcare assessment (page 336) 
was completed. A waterlow score (page 338) and barthel ADL score (page 340) 
was recorded weekly from 12th July 2000 until 21st August 2000. 
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Daily 111111mary 
Dtb July 2000 
Oinical notes- transfer from Haslar. Fell whilst inpatient onto face and chest. 
Fractured sternum. At present SOB not mobilising. Cough. chest wheeze and 
dtest pains. (page 268/239/270/271/272) 
Clinical notes- painful left shoulder and right leg weakness. (page 272) Referred 
to physio. (page 20/21) 
Summary of significant events - transfer from AS RIDI at l 1.30am. 
EKcerboration ofCOPD, AIF, SOB. Suffered a fall during stay on AS and 
fracture to sternum. On regular analgesia and regular nebuliser due to SOB. 
Cxygen therapy 24°/3litres to be given PRN. Satisfactory admission. Seen by Dr 
Vllson ECG performed MRSA swab sent to lab. Patient unaware of cancer. 
Dr Wllson examined Mr Cousins right leg weakness present. ! CV A !! due to 
cerebral metastases. (page 302) 
Nocte - 3 episodes overnight requiring oxygen. (page 302) 
lZtb July 2000 ·~ 
Clinical notes - complaining of left sided chest pain. Plan PRN oramorph and 
monitor. (page 273) 
Summary of significant events - complaining of left sided weakness radiating to 
left ann. Looks anxious, dysphonic, expectorated small amount of sputum. Seen 
by Dr Wilson to monitor. (page 302) 
Summary- for oramorph PRN Pulse 130 irregular. X-ray right leg to be done. 
Right leg very swollen erytheme present, very small blister present to back of 
heel. Right foot very swollen to be kept elevated. Referred to physio. (page 
302/303) 
14th July 2000 
Clinical notes- x-ray report left shoulder and right hip- bony injury. (page 273} 
17th July 2000 
Clinical notes - chesty- abdomen difficult examination discussion with Mr 
Cousins re wife's needs very emotional does not want to put wife into a home. 
(page 274) 
Summary of significant events - seen by Dr Wilson in great deal of pain and 
very distressed. Oxygencgiven. Oramorph 5mgms given at 12.15 boon with 
good effect may be repeated 4 hourly as necessary. (page 303) 
18th July 2000 
Clinical notes- cough/yellow sputum. Using PRN oxygen. Plan to continue with 
steroids, analgesia and becloforte. GP appointment booked but deferred until 
discharge. (page 275) 
10th July 1000 
Clinical notes - reviewed. Continues to complain right-sided abdo pain. Bowels 
opened. On examination comfortable at rest transfers independently to bed. 
Ankle oedema++. ? constipated. (page 276) 
14th July 2000 
Clinical notes - well pain settled. Had increasing shortness of breath. (page 271) 
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Summary of significant events- experienced some dysphonic at 12.15 hours 
nebuliser given. Some relief. Became more dysphonic and cyanosed. Dr Wilson 
informed. No complaints of chest pain. Nebuliser given. Condition improved. 
(page 303) 
25th July 2000 
Oinical notes- coughing up sputum. Antibiotics. (page 278) 
Summary of significant events - seen by Dr Khawaja predrusilone increased. 
Sputum specimen to be obtained. (page 304) 
7th August 2000 
Clinical notes- bowel opened x 6 yesterday. On examination pulse 98 irreg. 
Refer to phsyio. (page 279) 
lth August 2000 
Clinical notes- feeling well on PRN oxygen nocturnal. (page 279) 
Summary of significant events- seen by Dr Khawaja to be referred to physio. 
(page 304) 
11th August 1000 
Clinical notes - SOB pain left side chest. Diagnosed with anxiety. Has been 
offered oramorph but declined. (page 280) 
Summary of significant events- became very short ofbreath. Appeared to have? 
panic attack. Nebuliser given with effect. Remain panicky. Visited and 
examined by Dr Beasley. Diazepam Smg PRN. Same given at 23.00 hours. Sat 
up in bed with 24% oxygen. Eventually settled. Anxious when awake requires a 
lot of reassurance. (page 304) 
13th August 2000 
Summary of significant events - continues to have episodes of SOB. Diazepam 
PRN over weekend. Oxygen used as required. (page 304) 
18th August 2000 
Clinical notes - SOB/anxious/bed night. Wife place in Addenbrookes rest home. 
Gets very tearful no cure for his chest. Plan to increase steroids, humidified 
oxygen, reg oramorph 5mg and PRN diazapam/midozolam. (page 281) 
Discussion with Mr Cousins re treatment may have to go to acute ward at Haslar 
or Queen Alexandra to be ventilated. Advised not the right thing to do be agrees 
to stay at GWMH and h8s agreed to try morphine. (page 282) 
Summary of significant events - 11. IS hours became very agitated and anxious. 
Son told him his wife gone into a rest home. Complained of feeling unweD. 
Oramorph 5mgs given with good effect. Nocte - now boarded for oramorph on 
a regular basis. lOmg given at 22.00 with effect. Awake at 2. 30 hours anxious 
and distressed. Oxygen given became less anxious at 05.30 hours. Complaining 
of chest and abdo pain. Prescribed neb plus oramorph 5mg given with effect 
now settled. (page 305) 
19th August 2000 
Summary of significant events - continues on regular oramorph family have 
visited and aware of poor prognosis. (page 305) 
lOth August 2000 
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-- -s~mari~r-;i~fi~~t;~~~ts 2'ftirther-Cieieriorailon ~eXirmely anxious causing 
SOB. Arthur has agreed to try syringe driver for 24 -boon. Remains 
concerned that he will become addictive to morphine - reassurance given that he­
"WiU not. (page 305) Syringe driver commenced at 12.40 hours with 
diamorphine tOmgms and midazolam now needs almost continuous oxygen. 
(page 306) 
lht August 2000 
Oinical notes - agitated evening started midozolam and diamorphine SIC 
syringe driver. If Mr Cousins passes away nursing staff may certify. (page 
282/283) 
Summary of significant events - poor condition remains. More settled occasional 
episodes of SOB and anxiety. Driver recharged at ll.l 0 hours with 1 Omgs 
diamorphine and midazolam 20mgs. (page 306) 
2211d August 2000 
Summary of significant events - seen by Dr Khawaja on round. Abdomen very 
distended. Syringe driver recharged at 15.50 boon. 17.30 hours very twitchy 
and agitated. Complaining of pain driver recharged with diamorpbine lOmgs 
and midazolam 30mg hyoscine 40mcgs. 18.10 hours became very distressed 
and agitated. Diamorphine lOmg IM given. Oxygen almost continuous. 20.00 
hours more settle<L less agitated and now peaceful. Family visited. 03.00 hours 
settled night. Syringe driver continues as prescription. Abdomen remains 
distended. (page 306/307) 
Zlrd August 1000 
Summary of significant events - all care given. Syringe driver satisfactory 
peaceful. 16.1 S hours syringe driver recharged diamorpbine 30mgs midozalam 
40mg and hyoscine 400mcg. The increase in drug therapy was due to Arthur 
becoming quite distressed particularly whilst being attended to. (page 307) 
Night - comfortable night initially but became quite distressed and very much 
pain on movement/turriing. Syringe driver charged to 40mg diamorplline as 
beginning to be bubbly. Oxygen given continuously overnight. Mouthcare 
given- mouth and lips very dry. (page 308) 
lStb August 1000 
Summary of significant events - 00.10 comfortable although left leg and lower 
abdomen becoming quite mottled. 00.40 condition deteriorated suddenly. 00.45 
died peacefully. Family informed. (page 308) 
Clinical notes- condition continues to deteriorate died peacefully at 00.45 hours. 
Death certified by SS/N A Tubbritt witnessed by HCSW M Duffy and C Amold. 
Family informed. (page 284) 

Operation Rochester. 
Clinical Team's Assessment Form 

Care Optimal Sub Optimal Negligent Intend to Cause 
DeatMiann 1 2 3 Hann 

Natural 
4 

lA 
A 

Unclear 
B 

Unexplained by 
Illness 

-- --
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DOCUMENT RECORD PRINT 

Officer•s Report 

ro: A~ 
STNIDEPT: · 

FROM: DETECilVE CONSTABLE 424 ROBINS ON REF: 

Number: R7EP 

STNIDEPT: OPERATION ROCHESTER TELJEXT: 

SUBJECT: DATE: 11/10/2004 

GMC101057-0146 

The Key Clinical Team met and discussed the following cases on Saturday 9th October 2004 
(09/1012004). All team members were present, Lillian TA YLOR BJC/84 & IR/8 was marked as 2A. 
The individual marks are as follows: Ann NA YSMITH 2A, Peter LA WSON 2A, Irene WATERS 2A 

Od Robin FERNER 2b. 

Arthur COUSINS BJC/85 & JRJ9 lA. 

All teams members scored the same. 

Christina TOWN BJC/86. 

Noted that Mrs TOWN never received any opiates but was prescribed 40-200mg Diamorphine. Because 
of this she is scored as a 2A. Individual scoring is as follows A.NS=lA, PL-2A, R.F-2A, IW-2A. 
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DOCUMENT RECORD PRINT 

Officer's Report 

TO: REF: 
STN/DEPT: · 

FROM: DETECTIVE CONSTABLE 424 ROBINSON REF: 

Number: R7EP 

STN/DEPT: OPERATION ROCHESTER TEUEXT: 

SUBJECT: DATE: 11/10/2004 

GMC101057-0147 

The Key Clinical Team met and discussed the following cases on Saturday 91
h October 2004 

..(09/10/2004). All team members were present, Lillian TA YLOR BJC/84 & JR/8 was marked as 2A . 
. Ube individual marks are as follows: Ann NA YSMITH 2A, Peter LA WSON 2A, Irene WATERS 2A 

and Robin FERNER 2b. 

Arthur COUSINS BJC/85 & JR/9 lA. 

All teams members scored the same. 

Christina TOWN BJC/86. 

Noted that Mrs TOWN never received any opiates but was prescribed 40-200mg Diamorphine. Because 
of this she is scored as a 2A. Individual scoring is as follows A.NS=IA, PL-2A, R.F-2A, IW-2A. 
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LILLIAN TAYLOR 
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BJC84/JR8 Liliaa T~I~~.!-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-
Date ofBirth:i Code A i Age: 84 
Date of Adrnissioii-io-GWMIF"iisfJanuary 2000 
Date and time of Death: 05.30 houn oa 14th February 2000 
Cause ofDeath: 
Post Mortem: No 
Length of Stay: 24 days 

Mrs Taylor's past medical history was noted to be:-
• Bilateral cataracts extraction 
• Thyroidectomy 
• Ischaemic heart disease 
• Atrial fibrillation 
• Hypertension 
• Mild stroke with left hemiparesis 
• Right axillary thrombosis 

Mrs Taylor was a widow and had 5 children. She lived alone in a ground floor 
council flat and managed very well. She was very independent and did not smoke 
or drink. Mrs Taylor was diagnosed with cancer of the stomach and underwent a 
subtotal gastrectomy on 12th Janumy 2000· at the Royal Haslar Hospital. She 
spent five days in the high dependency unit and admitted to Go sport War 
Memorial Hospital on 21st January 2000 for palliative care. 
The transfer letter (page 245) may have been written by a nurse. 
On admission to Gosport care plans commenced for sleep, catheter, hygiene, 
sacral area red/broken area, elimination, wound site, reduce diet/vomiting. (pages 
265 to 279) A waterlow was completed with a score of 14 recorded rising to 22 on 
11th February 2000. (page 285) A barthel ADL index was also completed with a 
score of 1 S noted and then reducing to 3 on 11th February 2000. (page 28 7) A 
nutritional screening tool was completed noting a score of 14. (page 283/284) A 
handling profile was also completed noting that Mrs Taylor had abdominal 
discomfort. wears glasses for reading and watching television, usually 
independent and complaint. That the wound site was clean and dry but the drain 
site leaking. It also noted that .Mrs Taylor was nursed on an air mattress. that she 
walks with the aid ofa stick, needed the help of nurses to help her into bed and a 
hoist for a bath. The later evaluation noted that Mrs Taylor needed help turning in 
bed by 2 nurses and that she had been unable to get out of bed and had been 
catheterised. (pages 289/2901291) 
Stopped Warfarin in December 1999 to reduce risk of embolus. 
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Daily summary 
list January 2000 
Summary of significant events - admitted from 03 Haslar. She was to be 
admitted to the GP Unit. Or Barton was the GP on Sultan. Had subtotal 
sastrectomy for CA stomach on 12th January 2000. Spent S days in HDU 
stopped warfarin in December 1999. On arrival mobile with stick, 
bypertension. She was independently mobile with a poor appetite. 21• January 
2000. Independent with hygiene, wound clean and dry, drain site slightly leaking 
mepore dressing in situ. Legs dry and oedematous. Appetite poor on puree liquid 
diet. Food and fluid chart commenced. (page 193) 
14th January 2000 
Clinical notes- difficulties with food and fluid intake. For OT assessment for 
social services. (page 73) 
Summary- 13.45 seen by Dr Barton to have extra cheese in evening to improve 
protein. (page 193) 
ZSth January 2000 
Clinical notes- abdo pain overnight. BS present no vomiting. Abdo soft. PM -
vomited with old coffee if fresh blood appean will need transfer. (page 73) 
Summary- 08.40 hours seen by Dr Barton commenced on ciproun for kidney 
infection. Mrs Taylor feeling generally unwell. 13.30 vomited coffee ground 
vomit. 14.45 hours BP 170/90 pulse 104 temp 38 paracetamol given. 15.00 hours 
seen by Dr Knapman to treat nausea with IM or oral metaclopramide PRN if 
vomits fresh blood for transfer to R.HH. Dr Barton to review tomorrow. (page 
193) 
16th January 2000 
Summary- no further episodes of vomiting. 11.45 hours small amount of vomit 
and blood. Nocte - small amount of vomit containing blood. Diarrhoea 
overnight. {page 194) 
27th January 2000 
Clinical notes- had sub total partial gastrostomy on 11th January 2000 since 
having become nauseous and has vomited small amount of frank blo~td. Is in 
pain and frightened. • (page 7317 4) 
Summary- seen by Or Barton referred to Dr Bee Wee. Discontinue aspirin and 
antibiotic tomorrow. (page 194) 
28th January 2000 
Clinical notes- palliative medicine at Countess Mountbatten house (Dr Bee 
Wee) recommend haloperidol1.5mg nocte for nausea. Comfortable aware that 
her operatioo was for possible malignancy. She states does not know result 
of surgery nor does she wish to. Continue current management with 
encouragement of mobilising and rehab*. (page 74) 

• N.B.Contrast benveen 2 opinions about this lady within 24 hours. 
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Summary- seen by Dr Barton who spoke with son. 2u.w nours seen oy vr oce 
Wee, said bright and alert. boarded for haloperidol1.5mg nocte increased to BD 
ifnot effective or consider SIC infusion of haloperidol or cyclizine. Patient is 
aware of diagnosis/prognosis but does not wish to confront or discuss this. (page 
194) 
lkh January 2000 
S11mmary - complaining of pain in right calf no redness. Healthcare asked to 
visit. 18.00 hours heaJthcare contacted again will visit asap. Pyrexia 38.4 NOK 
wormed who was very upset on phone. 18.40 hours in consultation with Haslar 
and Accident and Emergency ambulance called. Transfer to Haslar NOK 
mtitied. 22.00 hours returned from Haslar? DVT/!chest infection. 
Complaining of pain left lung area. For VIS tomorrow. (page 195) 

31st January 2000 
Summary- complaining of pain right calf. Left leg more oedematous than right 
up to sit in chair. Very poor apyrexial. 13.30 hours seen by Dr Barton for 
palliative care. (page 195) 
1st February 2000 
Clinical notes- USS booked for 2nd February. Still nauseated controlled by 
haloperidol? needs increase tomorrow. (page 74) 
Summary- VIS arranged for tomorrow. Seen by Dr Barton if nausea persists 
kaloperidol maybe increased to Smgs over 24 hours via syringe driver. (page 
196) (Gosport notes ) 
lad February 2000 
Clinical notes - haloperidol increased 5mg SIC in 24 hours if remains cheerful 
over weekend return to oral. ? needs referral to social services. (page 75/76) 
Summary - seen by Dr Barton no DVT seen on UIS at RHH. Syringe driver 
increased to 5mgs over 24 hours. If nausea settles reduce to 2. Smgs and reduce to 
oral medication once condition stabilised restart social services referrals. (page 
196) 
Seen in A&E at H4th February 2000 
Clinical notes- still vomiting profusely and remains pale and unwell. Wound she 
be candidate for continumg care in hope we might get her home. (page 75176) 
Summary - seen by Dr Barton for referral to elderly services ? possible transfer to 
Dryad ward for? care. (page 196) 
7th February 2000 
Clinical notes - seen by Dr Lord - suggest increase haloperidol to 4-Smg SIC in 
syringe driver over 24 hours. If in pain SIC diamorphine 2.5-5mg PRN 4 hourly. 
Aware she is poorly. Best on Sultan Ward for next week, as she will deteriorate 
rapidly. (page 75/76) 
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Summary- seen by Dr Lord increase haloperidol SIC via syringe driver 4.5 over · 
· 24.hours. (very frail) lfin pain for SC diaaaorphine 2.~Smp SIC 4 bourty 

PRN. Oral ftuids as tolerated will leave on Sultan Ward for next week. (page 
196) 
IOtb Febnary 2000 
Summary - 12.1 S boun SIC site resited Smg diamorphine and Smg haloperidol 
Q)mmenced over 24 houn as complaining of pain. (page 197) Stopped Aspirin 
llld Digioxin. 
11* Februa1J2800 
bceived s mama diamorphine. 
lltb FebnaaJ7 2001 
Clinical nota- furtller deterioration baviDI saaaD aaaount of diamorpbine 
SIC. Seems comfortable. (page 7Sn6X.~arly morning round) 
Summary - npt le& lookin1 cyanosed speciracally toes.(possibk embolism 
again) Leg Wll1ll but toes cold. Mn Taylor complaining of aching leg. Or 
Buton informed. ; ~ 
11.40 increased to 20 mgms Diamorphine. (lschaemiD is bad paiiL) 
Nocte - syringe driver site has pinpoint of redness slept weD. (page 197) 
14th Februa17 2000 
Clinical notes- OS.JO hours condition deteriorated died peacefully. Verified by 
SIN Dotan in the presence ofN/A Wdde. Relatives informed. (page 7Sn6) 
Swnmary - 05.30 died peacefuUy son informed wiD Wit. (page 197) 

Operation Rochester. 
Clinical Team's Assessment Fonn 

Care Optimal Sub Optimal Negligent Intend to Cause 
DeatMiarm 1 

Natural 
A 

Unclear 
B 

Unexplained by 
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GMC101057-0194 

RESTRICTED 
Statement number: S211 

DOCUMENT RECORD PRINT 

My wife worked throughout her life as a shop assistant or canteen assistant. 

We had two children, Carol in 1946 and June in 1949. Both pregnancies were straightforward with 

no complications. 

My wife was relatively healthy but in 1994 she began to experience stomach trouble, she was 

experiencing a Jot of pain and discomfort. 

She was admitted to Haslar Hospital in Gosport for an exploratory operation, during which they 

C) removed her appendix. The problem persisted and in 1996 she was again admitted to Haslar where 

she was diagnosed as suffering from diverticulitis. She underwent surgery and had a small part of 

her bowel removed. 

She went on to have two further operations on her bowel. Apparently she had lesions in her bowel 

due to the operations and it was this that was causing her pain. 

As a result of this my wife was in constant pain and was prescribed pain killers. 

She also suffered from slight arthritis in her back, but despite this, she was fully mobile and able to 

get about without assistance. 

e On Sunday 251
h April 1999 (25/04/1999) we spent the day at home. Jean had cooked a roast dinner 

and tidied everything away as usual. We had our usual night cap before Jean went to get ready for 

bed. 

I heard a thud and went to see what had happened, I found Jean lying semi conscious in the bathroom 

. I called an ambulance and Jean was taken to Haslar Hospital in the early hours of Monday 261
h 

April. 

By visiting hours that evening Jean was propped up in bed fully conscious. She had lost the use of 

her left arm and leg but was fully alert and able to speak. 

She had lost the ability to swallow and was being fed through a tube. She had to learn to swallow 

again in order to be moved to a rehabilitation ward before she could come home. 
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RESTRICTED 
Statement number: S211 

DOCUMENT RECORD PRINT 

At one point it was thought that Jean had suffered a small heart attack and she was admitted into the 

CCU (coronary care unit) at Haslar overnight as a precaution. There were no other attacks and Jean 

only spent one night in the unit. 

I spent everyday with Jean and I could see her getting better. The stroke had only effected her left 

side. 

Jean made very good progress and was reviewed by a Dr. LORD , from the Gosport War Memorial 

Hospital. Dr LORD said that Jean had a sufficient enough swallow for her to accept her on to the 

C) rehabilitation ward at the Gosport War Memorial hospital. It was arranged that Jean would be 

transferred to the Gosport War Memorial hospital on Thursday 20th May 1999 (20/05/1999). 

During the evening of Wednesday 19th May 1999 (19/05/1999), Jean was visited by June and her 

husband Ted . I had spent the day with Jean as usual and June had come in after she had finished 

work. 

We were all in good spirits as Jean was moving towards coming home. We were planning a big 

family party for when she came out of the War Memorial hospital. 

I left Jean happy and in good spirits. I was told that Jean would be transferred to Deadalus ward 

around lunch time the following day and that I should visit her at the Gosport War Memorial Hospital 

4t after 1pm (1300 hrs). 

At 1.30pm (1330hrs) on Thursday 201h May 1999 (20/05/1999) I arrived at the ward. had to wait to 

see Jean as the nurse said that they were settling her jn. 

I was shown into a cubicle opposite the nurses desk, Saw that Jean was lying in bed with her eyes 

closed. I would describe her as being in a coma. She did not move , she did not speak, she did not 

respond in anyway to my being there. I was stunned by her condition. 

I stayed with Jean all night, I sat next to her bed and held her hand. 

I did not know what was going on or why Jean had deteriorated so quickly. No one came and told me 

what was happening. I was totally shocked and distraught. 
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DOCUMENT RECORD PRINT 

I could hear the noise of a machine coming from Jeans bed and I could smell a sickly smell. I used to 

work as an ambulance man and I recognised the smell as being morphine. 

On Friday 21 51 May 1999 (21105/1999), at some point during the afternoon, I was approached by a 

man called Phillip . He was a charge nurse or 'sister' on the ward. He said to me something along the 

lines of 'your wife is in a lot of pain, can we have your permission to double her morphine?' 

I felt very confused and upset , I did not understand what was happening but I was very concerned 

for my wife's well being. I thought that if the staff thought my wife was in pain then they knew best. I 

gave my 'pennission' to Phillip for my wife's morphine to be increased. 

He told me that he would phone Dr. BARTON for her permission to increase the dose. 

Around 8.30pm (2030hrs) on Saturday 22nd May 1999 (22/05/1999) Jean died. 

From the time I saw her at the Gosport War Memorial Hospital, I only saw her open her eyes once. 

I never heard her make any sound at all, nor did I see her give any physical indication that she was in 

pain or discomfort. 

I know that my wife had a syringe driver, I saw the tube going into her stomach and I could hear the 

sound of its motor. 

After Jean died the driver was. still going and I asked the staff to switch it off after about haif an hour 

as I could not stand the sound of it. 

Jeans death certificate gives her cause of death as Cerebrovasculer accident, which I understand to 

be a stroke. 

Her death certificate was signed by Dr. BAR TON. 

My wife is buried at Ann Hill Cemetery, Gosport. 
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RESTRICTED 
Statement number: S2ll 

DOCUMENT RECORD PRINT 

Whilst Jean was at the Gosport War Memorial Hospital, I never saw or spoke to any doctors and the 

only person who spoke to me about my wife's condition was the male nurse Phillip on that one 

occasion. 

Signed: EJSTEVENS 
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STATEMENT PRINT 

Surname: STEVENS 

Forenames: ERNEST JOHN 

Age: 77 Date of Birth: [:~~~~~~:~:J 

Address: r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-c·o·de-·-A-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Occupation: RETIRED 

O Telephone No.: 

Statement Date: 1610412004 

Appearance Code: 

Hair Details: Position 

Eyes: I 

Glasses: 

Accent Details: General 

Number of Pages: 

Height: 1.73 

Style 

Use: 

Build: 

Complexion: I 

Specific Qualifier 

Further to my statement dated 161
h April2004 (16/04/2004) I wish to add the following: 

Jean had her operation to have her appendix removed sometime in the late 1970's and not 1994 as 

stated in my previous statement. 

Signed: E J STEVENS 
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STATEMENT PRINT 

Surname: BAILEY 

Forenames: JUNE MARY 

Age: 54 Date of Birth: c:~:~~~~:~~J 
~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· Address: I c 0 d e·-/i •. -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· ! 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· ! -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Occupation: CLEANER 

Telephone No.: c:~:~:~~~:~~-~----·-·j 

Statement Date: 16/04/2004 

Appearance Code: Height: 1.53 Build: 

Hair Details: Position 

Eyes: Complexion: I 

Glasses: Use: 

Accent Details: General Specific Qualifier 

Number of Pages: 

I live at the address known to the Police. I have been married to Edward BAilEY for the past 37 

years. 

I am the daughter of Emest and Jean STEVENS . My Dad is still alive and my Mum died at the 

Gosport War Memorial Hospital on Saturday 22"d May 1999 (22/05/199). 

I have been asked if I can remember the events leading up to my Mum's death. 

On Sunday 251
h April 1999 (25/0411999) my Mum had a stroke, she was taken to Haslar Hospital in 

Gosport . By the following evening she was propped up in bed and chatting away happily. She had 
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RESTRICTED 
Statement number: S209 

DOCUMENT RECORD PRINT 

lost the use of her left arm and leg but she was able to talk as before and she still had all her faculties. 

My Mum continued to get better and arrangements were made for Mum to be transferred to the 

Go sport War Memorial Hospital to the stroke ward. 

She was due to be moved on Thursday 20th May 1999 (20/05/1999) and I visited her on the 

Wednesday evening. Dad and Ted were there and Mum was in good spirits. We were all laughing 

and joldng and planning a big family party for when Mum came home. Mum and I were talking 

about penning her hair and she was talking to Ted about her garden. You would never have known 

that Mum had suffered a stroke to look at her, she looked so well. Her skin had a lovely colour and 

0 she was so happy and cheerful. 

I left her around 9.30pm (2130hrs) and my last words to her were 'the next time I see you it will be at 

the War Memorial' 

Around 6pm (1800hrs) on Thursday 20th Mayl999 (20/05/1999), I went to Daedalus ward at the 

Gosport War Memorial Hospital. I walked along the corridor with my Dad and walked past a single 

room where an elderly lady was sleeping. I carried on walking but my Dad called me back. He took 

me into the room where the old lady was asleep. I was totally stunned, this woman was my Mum. 

She was totally unrecognisable as the woman I had said goodbye to the night before. 

e Her eyes were closed and she appeared to be in a coma. I took hold of her hand but she didn't react. I 

could hear the sound of a machine working .It sounded so loud as the room was very quiet. I looked 

underneath my Mums bedclothes and I saw a machine lying on her stomach. Throughout my visit I 

didn't hear or see anything which would indicate that my Mum was in any pain. She never made a 

sound or movement at all. 

Around 6pm (1800hrs) on Friday 21st May 1999 (21/05/1999), I visited my Mum with Ted My Dad 

was there as always. 

I talked to my Mum and held her hand. She didn't respond in anyway. We left around 10 pm 

(2200hrs). 
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DOCUMENT RECORD PRINT 

During the morning of Saturday 22"d May 1999 (22/05/1999), I received a telephone call for a man 

who identified himself to me as 'Phillip from the War Memorial' he asked me if I could come over 

straight away as my Mum was deteriorating. 

Between 1-130pm (1300-1330hrs) I arrived at the hospital with my son Steven . The male nurse 

Phillip, took us in to a room. He told us that my Mum was deteriorating. Steven asked him if the 

move from Haslar Hospital had put Mum into a coma and Phillip replied that it didn't help her. 

I was very upset and crying, I went into see my Mum. Dad was sat holding her hand. I stayed with 

my Mum until about 10 pm (2200 hrs) during the entire visit she never moved or displayed any 

()emotion. 

I was taken home by my daughter Susan , and had only been indoors for a few minutes when the 

hospital rang to say that my Mum had died. 

I went straight back to the hospital and saw my Mum, I remember that I could still hear the sound of 

the motor ofthe pump. 

I have been asked if I was spoken to by any member of the hospital staff in relation to the treatment 

of my Mum .I was never informed of anything apart from when Phillip spoke to me on the telephone 

and later in his office about my Mum getting worse, 

Signed: I BAILEY 
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STATEMENT PRINT 

Surname; BAILEY 

Forenames: EDW ARD KENNETH 

Age: 56 Date of Birth: r-c-~d·~·A·I 
L·-·-·-·-·-·-·-·-·-·-·-·j 

Address: 
r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

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

Occupation: 

Telephone No.: ;----·-·c;·c;-(ie-·A-·-·-·: 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Statement Date: 17/04/2004 

Appearance Code: Height: 1.68 Build: 

Hair Details: Position 

Eyes: I Complexion: I 

Glasses: Use: 

Accent Details: General Specific Qualifier 

Number of Pages: 

I live at the address known to the Police and I am married to June BAilEY, nee STEVENS . 

I married June in 1969 and knew her mother Jean STEVENS for some 39 years prior to her death in 

1999. 

I have been asked if I can recall any of the events that took place whilst Jean was in hospital just 

before she died on 22nd May 1999 (22/05/1999). 

I remember that Jean had a stroke on Sunday 25th April 1999 (25/04/1999), it happened late at night 

and Ernie, her husband rang me the next morning to tell us what had happened. 
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Statement number: S210 
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Jean was taken to Haslar Hospital in Gosport and June and I visited her that Monday evening 

(26/04/99) (26/04/1999). 

The first thing that Jean wanted to know was had I had my dinner. She was fully lucid and in good 

spirits. She had lost the use in her left ann and leg but apart from that you wouldn't know that there 

was anything wrong with her. 

I remember that she gave me an unused specimen bottle that she had put by for me, she thought that I 

could use it to keep my screws in it, in my shed. 

I saw Jean on Wednesday 191
h May. I took June into visit after she had finished work, so this would 

have been around 6pm ( 1800hrs }. 

June had rushed in from work and hadn't had a chance to have a drink so I took her off for a coffee 

shortly after we got to the hospital. Jean made a comment that we weren't staying long. That evening 

we chatted about having a big party when she came home. It was not the sort of conversation you 

have to cheer some one up, we were all looking forward to Jean coming home. 

I remember that it was a warm evening and Jean asked me to get her a damp tissue to mop her face 

with. She sent me back to the sink 8 times before it was cold enough for her. The whole visit was 

e spent laughing and joking. 

On Thursday 201
h May 1999 (20/05/1999), Jean was due to be moved to the Gosport War Memorial 

Hospital for rehabilitation in the stroke ward. 

On Friday 21st May 1999 (21105/1999) I took June to visit Jean at the War Memorial Hospital. I was 

shocked at the condition of her. She was lying motionless in bed. I was so upset I cried. I took her 

hand and there was no response, at one point she opened her eyes but there was no recognition in 

them or any emotion. 

I could hear the sound of a whirring motor and I could smell a horrible smell. I asked Emie what it 

was and he told me it was the smell of morphine. 
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That was the last time I saw Jean alive. 

Signed: 
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GLADYS RICHARDS 

Glad ys Richards ,--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-, 
Date of Birth: i Code A ! Aue: 91 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·---·~ e 
Date of admission to GWMH: 17th August 1998 
Date and time of Death: 21.20 hours on 22nd August 1998 
Cause of Death: 
Post Mortem: Cremation 
Length of Stay: 6 days 

Mrs Richards past medical history:­
Deaf in both ears 
Cataract operation in both eyes 
Six month history of falls 
Alzheimers 
Hysterectomy 

Mrs Richards was a widow and had two daughters. She lived at Glen 
Heathers Nursing Home. Mrs Richards was allergic to eggs and mackeral. 
On 30th July 1998 Mrs Richards suffered a fall at the home and fractured her 
right neck of femur. She was admitted to the Royal Haslar Hospital and 
underwent a closed relocation of her right hip (hemiarthroplasty) with a 
canvas knee immobilising splint to discourage any further dislocation and to 
stay in place for 4 weeks. Mrs Richards was transferred to the Gosport War 
Memorial Hospital on 11th August 1998 for continuing care. 
Mrs Richards was transferred to the accident and emergency department of the 
Royal Haslar Hospital on 14th August 1998 for reduction of dislocated right 
hip and was readmitted to the Gosport War Memorial Hospital on 17th August 
1998. 

On admission care plans commenced for sleep, nutrition, constipation and 
hygiene. 
A Waterlow score of 27 was recorded on ll th August 1998 as well as a Barthel 
ADL index with a score of 3. 
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nth August 1998 
Clinical notes- transferred to Daedulus ward after hemiarthroplasty. Catheter 
insitu and canvas knee immobilising splint to discourage further dislocation 
must stay in place for 4 weeks. On examination frail dementing lady. Not 
obviously in pain. Please make comfortable. Transfers with hoist. Usually 
routine, needs help with Activities of Daily living. Happy for nursing staff 
to confirm death. 
Summary- admitted from E6 Royal Haslar Hospital for continuing care. 

13th August 1998 
Contact record- found on floor at 13.30 hours no apparent injuries. 19.30 
pain right hip internally rotated. 

14th August 1998 
Clinical notes - sedation/pain relief has been a problem not controlled by 
haloperidol but very sensitive to oramorph. 
Right hip shorter and internally rotated. Is she well enough for another 
surgical procedure? Daughter aware and not happy. 
Contact record- hip x-rayed dislocated. Daughter seen by Dr Barton for 
transfer to Haslar accident and emergency department for reduction under 
sedation. 
Transfer to Haslar Hospital for reduction of dislocated right hip. 
Contact record- notified that reduction had been done and to stay at Haslar 
for 48 hours then return to Gosport War Memorial Hospital. 

17th August 1998 
Clinical notes - transfer to back to Daedulus ward. Readmission from Haslar 
after reduction under IV sedation. Remained unresponsive for several hours. 
Now appears peaceful. 
Plan: - Haloperidol 

-only give oramorph in severe pain. 
- see daughter again 

Contact record- returned to Gosport War Memorial Hospital very distressed 
and in pain. To remain in straight knee split for 4 weeks. Two pillows 
between legs at night. MRSA negative. 
In pain and distress daughters agree oramorph 2.5mgs. 
X-ray no dislocation seen. For pain control overnight. 

18th August1998 
Clinical notes- still in great pain. Suggest SIC diamorphine/haloperidol and 
midazolam. Please make comfortable. 
Summary- reviewed by Dr Barton for pain control via syringe driver. 
Daughters agreed to use syringe driver. Syringe driver 40mgs diamorphine, 
Haloperidol 5mgms and Medazelam 20 mgms commenced. 
Peaceful reacted to pain when being moved. 
Daughter upset and angry about mothers condition but happy pain free. 
Stayed overnight. 
Still unhappy with various aspects of care complaint to be handled officially. 

21st August 1998 
Clinical notes- much more peaceful. Condition very poor. 
Pronounced dead at 21.20 by SIN Griffin. Relatives present. For cremation. 
Summary- condition deteriorating. 
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BJC/41 
GLADYS RICHARDS 
91 

This lady had a fractured neck of femur replaced with a hemiarthroplasty. This 
dislocated and she needed a further operation. There was pre-existing Alzheimer's. 
On return to GWMH she had pain treated with oramorph as required. She then 
developed severe pain and required a regular background of analgesia via syringe 
driver. The starting dose of 40mg seems excessive but her opiate requirement had 
increased considerably in the 15 hours before the driver was started and the dose is 
probably acceptable. I do not consider the opiates to be implicated in her death. The 
standard of care probably sub-optimal eg fall out of chair leading to dislocation. 

PL grading A2 
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Expert Review 

Gladys Richards 

No. BJC/41 

Date of Birth: r-·-·-·-·-·c·c;-a·e-·-A-·-·-·-·-·1 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Date of Death: 22 August 1998 

GMC101057-0210 

0 On 30 July 1998 Mrs Richards suffered a fall at the Glenheathers Nursing 
Home where she lived. She fractured her right neck and femur and was 
admitted to the Royal Haslar Hospital where she underwent a closed relocation 
of her right hip. 

She was transferred to the Gosport War Memorial Hospital on 11 August 1998 
for continuing care. She was readmitted to the Royal Haslar Hospital on 14 
August 1998 for a reduction of her dislocated right hip and was readmitted to 
Gosport War Memorial Hospital on 17 August 1998. Plan on admission was to 
continue Haloperidol and only to give Oramorph in severe pain. 

Mrs Richards, on the 18 August, was still noted to be in great pain at which 
point it was proposed that she was started on subcutaneous 
Diamorphine/Haloperidol/Midazolam. 

Mrs Richards was noted to be much more peaceful on 21 August although her 
condition was noted to be very poor. 

There is criticism made that the starting dose of 40mgs Diamorphine seemed 
excessive when starting the syringe driver but it was noted that Mrs Richards 
opiate requirement had increased considerably in the fifteen hours before the 
driver was started. Dr Lawson considered that the opiates were not considered 
to be implicated in her death. Dr Naismith felt the Di~morphine dose was too 

""' high and probably shortened her life but she seemed ~'unlikely to survive unless 
she had been left in severe pain (screaming)" ,aRt 

GRI I have not seen an officer's report from the family in this case. 

2660619 v1 
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STATEMENT PRINT 

Surname: MACKENZIE 

Forenames: GILLIAN M 

Age: 0.21 Date of Birth: 

Address: 

Occupation: 

Telephone No.: 

o· Statement Date: 27/04/1999 

Appearance Code: 1 

Hair Details: Position 

Eyes: 

Glasses: 

Accent Details: General 

Number of Pages: 

Height: 1.68 

Style 

Postcode: 

Build: 

Complexion: I 

Use: 

Specific Qualifier 

On the 261
h September 1998 (26/09/1998) I received a copy of a letter dated 22nd September from the 

Portsmouth Healthcare.Trust. I telephoned my sister Mrs L F LACK ofi-·-·-·-·-·-·-·-·-·-C-ocie·A·-·-·-·-·-·-·-·-·-ffor 
L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

her reaction. She did not agree with various paragraphs of the letter in particular that paragraph 7 and 

paragraph SE and para 4 were not true. These paragraphs refer to Dr RARTON at the Gosport War 

Memorial Hospital . During that sam_ conversation she also mentioned the irregularities concerning 

my mothers death certificate, this was not only the certificate itself which gave the cause of death as 

pneumonia but also ? behaviour of the registrar when she registered th_ death. My sister had not had 

sight of the certificate prior to it being shown her at the registrars. She queried the cause immediate}_ 

as being the sole cause of death, particular_ as there had been no indication whatsoever of 

pneumonia. My sister has 40 years nursing experience with geriatric and terminally ill patients. 
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I told my sister I would not let this matter rest and on Sunday 27th September I telephoned Gosp_ 

Police Station . 

Prior to phoning the police my sister had also told me that upon querying the cause of death with the 

registrar she said words to the effect of "I did not hear that, if I did hear that I would have to order a 

postmortem". My sister being in an emotional state burst into tears and said "I do not want anything 

else to happen to mother". 

Referring back to my telephone call to Gosport Police Station, I spoke to r-·-·-·-·-·-·-Code-·A·-·-·-·-·-·-·-:. I 

0 requested an appointment with an appropriate officer to make a report of u~i-~~i~i"-kii-ii~g·-;~·-;~l~tion 
to my mother. I gave a good deal of detail to r·-·-·-·-·-·-·-·c·o-Cie-·A·-·-·-·-·-·-·-·l His attitude gave me the 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

impression that he thought I was emotional and he was clearly dismissive to my request. The officer 

did say that he would discuss the matter and he would ring me back. 

Before the officer rang me back I rang him the following morning. I put it to him that I did not think 

he was not taking the matter seriously and I would be .quite happy to write up the case myself and 

send it to Sir John HODDINOTT. His response was, you can do what you like and it was more or 

less said in those word_. I should clarify that I am not absolutely certa_ this was DC 

r-·-·-·co(ie"A·-·-·-·]but it is my belief it was. I told the officer that if that was his attitude that is exactly 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

what I woulddo. 

The next contact I had was from my sister w _ told me that/~~~~~~~~~~~~~~~~~~~~~}~~~~~~~~~~~~~] had been in contac_ 

with her and said he would like to statement from her. He mentioned it was his inten_ to have the 

interview filmed, as a film crew were in the process of following officers at wo_, she had apparently 

agreed, though she thought it rather strange. She did explain there was more to it than just a fall, 

which was what the officer seemed to be believing my complaint was all about. Again this was an 

indication he had not taken the matter seriously. I advis_ my sister to cancel the interview which was 

???. ~~~~~~~~~~~?.~~:.~:.~~~~~~~]seemed put out according to my sister, because he had already made the 

arrangements for the film crew. It is my bel_ that he told them what the interview was to be about as 

he had discussed it with them. 

I wish to complain that firstly if I have identified the correct officer then he is responsible for 
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breaching a confidence as he had no authority to discuss the details of my complaint to him wit_ a 

film crew. 

Following this business with the film crew later that same day I telephoned Gosport Police Station 

and asked to speak to a senior officer. Not long after Inspector PEARSON telephoned me. 

Inspector PEARSON dealt with the matter quite properly and advised me that he would arrange for 

an officer who could deal with the matter to contact. The following day I was contacted by DC 

MADDISON who made an appointment for my sister and I to see him on the 2nd October at Gosport 

Police station. 

The interview took place and we gave DC MADISON only an outline of the case before he 

responded by saying he did not think the case was a matter for the Police. He qualified that by saying 

we should contact the General Medical Council . 

I then gave him more specific detail to show my belief was this was indeed a police case and his 

views were not pertinent. I supplied him with all the relevant papers we had at that time and he 

photocopied them. This included copies of legislation, case law and extracts from Archbolds. 

My sister also repeated her fears regarding the inaccuracy of the death certificate and the earlier 

comments of the registrar. She also expressed her concern that she was in jeopardy by agreeing to 

e what the registrar had said because she had seen a sign there about making false statements. She told 

DC MADDISON however that she wanted to now give that evidence about what the registrar had 

said She had been concerned that she could be fined £2000 as the sign warned. The meeting with 

DC MADDISON ended with him telling us he would further interview my sister when he would take 

a full statement from her regarding the death certificate and her reaction to the report from the health 

authorities, with particular reference to the statements made by Dr BARTON which were untrue. 

These are the two items already referred to in this statement. 

DC MADDISON also told me I too would be interviewed to make a statement. To date these 

interviews have not taken place and neither of us has made a statement. This means that our 

evidence has never been submitted to the CPS within the file sent to them for advice. 
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DC MADDISON's comments were that he would approach his supervisors with a view to obtaining 

permission to see the medical papers and he hoped that the Doctor had not written up notes since our 

complaint was made to the Portsmouth Health Authority. 

On 30th October I received a telephone call from MADDISON which has been recorded on my 

ansap_, I still have that tape. He told me that he had completed his investigation and submitted the 

pap_ to the CPS. He told me his opinion was still this was not a police matter and we should??? it to 

the GMC. I later asked him if he had interview anybody prior to the submission of the papers. He 

told me he could not do that but had a conversation with the managing nurse wh_ he said was called 

Philip. By managing nurse he is referring to the person who had been prese_ during a lot of the time 

,0 when my mother was being treated. DC MADDISON said Philip had made reference to whether the 

subject of medical intervention had been discussed as an option to my sister and I and he said it had. 

He said it had been said to us that medical intervention a_ per paragraph SE of the report had been 

explain_ to us and we had agreed. I again emphatically denied??? 

My first complaint against DC MADDISON is tha_ he ignored the fact that my sister and I have 

evide_ that the version given by Dr BARTON as per paragraph SE was untrue. He failed to take that 

evidence from us and quite simply seems to have taken the word of Philip who was not ever there 

during the one and only conversation with Dr BARTON. 

On 30th October 1998 (30/10/199S) DC MADDISON advised me he had submitted an advice file to 

-the CPS. I asked him what his file comprised of and who he ??? interviewed. He said he had not 
'· 

interviewed anybody but he had had a conversation with the nurse Philip. I again emphatically 

denied the conversation referred to had taken place. 

The above matter was the basis of my original complaint in a letter to the Hampshire Chief Constable 

on 20th November 1998 (20/1111998). I wrote amongst other things that The case should be dealt 

with b_ officers with a degree of professionalism exceeding that of DI MORGAN and DC 

MADDISON'. 

It is also my understanding that DC MADDISON did not obtain the medical notes as promised and 

they too did not form part of the file sent to CP _. 
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-· - ... -- - -

I knew DI MORGAN had my case papers so I telephoned Gosport Police Station to speak to her. 

She was on leave at that time so I spoke to her later upon her return from leave. I told her that I was 

prepared to cooperate fully with the investigation 

She further accused me of delaying things in so far as my mothers death was concerned. I think she 

said something like I had not been "very diligent". I pointed out to her that she was quite wrong and 

we had in fact started proceedings by complaining to the Portsmouth Health Authority before my 

mother had in fact even died and upon receipt of their report I immediately informed the police. 

DI MORGAN also accused me of not being interested about what happened to my mother at the 

nursing home, which was quite improper of her because she knew nothing of the background to. 

justify that comment. 
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I have to admit that I was annoyed with DI MORGAN's attitude and I recall pointing out to her that 

h_ duty was to uphold the law and my right as a citizen to go the police and be dealt with properly. 

In the case of DI MORGAN I should like to formally complain about the way she spoke and dealt 

with me during this telephone call. I make this complaint in particular because I now know she is 

the head of CID at Gosport. 

In conclusion I should like to clarify my complaints. For the reasons I had outlined in this statement 

together with the written evidence I have already submitted, I believe the law has been broken by the 

hospital staff. I reported this to the Police and it is my view that the investigation has been flawed. 

0 DC MADDISON has not been thorough and has not taken the trouble to obtain all of the available 

evidence before submitting the case papers. Within this I include DI MORGAN, in addition to the 

earlier matter against her. It is my view she has failed to supervise this investigation in a manner 

which ensured it was dealt with thoroughly. 

Signed: Gillian M MacKENZIE 
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Surname: HUMPHREY 

Forenames: LESLEY FORBES 

Age: 49 Date of Birth: i-·Co(ie·A·i 
L·-·-·-·-·-·-·-·-·-·-·-·..: 

Address: PORTSMOUTH HEALTHCARE NHS TRUST CENTRAL OFFICE, ST JAMES HOSPITAL, LOCKSW AY 
ROAD, PORTSMOUTH, HAMPSHIRE 

Postcode: P048LD 

Occupation: QUALITY MANAGER 

, ()Telephone No.: [.~-~-~~~~-~~~-~-~.! 

Statement Date: 27/0112000 

Appearance Code: 1 Height: 1.56 Build: 

Hair Details: Position 

Eyes: Complexion: I 

Glasses: Use: 

Accent Details: General Specific Qualifier 

Number of Pages: 8 

I am employed by the Portsmouth Health Care NHS Trust and my role is that of Quality Manager. I 

have a professional nursing background. 

I have been requested, by Detective Chief Inspector BURT of the Hampshire ~onstabulary, to make 

available a particular Portsmouth Health Care NHS Trust Health Record which relates to a former 

patient named Gladys RICHARDS who died on the 2Ct August 1998 (21/08/1998) at the Gosport 

War Memorial Hospital . 

Gosport War Memorial Hospital is a Community Hospital where the day to day care is provided by a 

team of nurses, therapists and managers. Clinical Assistants, who are usually local general 

practitioners, provide the routine medical cover by making daily visits to the wards and can be asked 
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to make additional visits as necessary. Each consultant visits weekly to conduct a ward round. There 

is no residential medical cover. 

The nursing care is provided is non acute, for instance intravenous fluids would rarely be given. 

Subcutaneous fluids can be given, as can fluids and liquid feeds via a naso-gastric tube. 

Daedalus Ward has twenty four beds; eight are for people needing slow stream stroke rehabilitation 

and sixteen are for people who meet the criteria for NHS continuing care. Mrs RICHARDS was a 

continuing care patient. 

I have traced the Health Record which relates to Gladys RICHARDS and I will retain it, in my 

possession, in its original state. 

I will produce the original Health Record for inspection or such other purpose as may be required in 

' Oconnection with the police investigation. 

The original Health Record now has attached to it a Hampshire Constabulary exhibit label, which I 

have signed, marked LH/1 . 

I have produced a complete, photocopied, facsimile of this health record and I have handed it to 

Detective Chief Inspector BURT. Attached to this copy Health Record is a Hampshire Constabulary 

exhibit label, which I have signed, marked LH/1/C . 

In order to assist with the police investigation process I will introduce and comment upon where it 

might be helpful to do so, each page of the copy Health Record (LH/1/C). In order to achieve 

clarification each page of the copy Health Record (LH/1/C) has been marked with an individual 

pencilled reference eg, File Cover Sheet (LH/1/C/1). 

In an attempt to further assist I will, where it is possible to do so, given an indication of who the e author of certain entries, among the file notes, may have been. However, whilst I may so comment in 

good faith, I cannot guarantee the accuracy of these particular observations on my part. 

File Cover Sheet- Front (LH/1/C/1) 

This is the File Cover Sheet and it has, recorded upon it, information relating to the patient and 

subject of the Health Record namely Gladys RICHARDS. This Health Record bears the reference 

number 0099198. The information includes the subject's name and date of birth - 13.04.1907 

(13/04/1907). The subject's address is recorded as being 'Glen Heathers' Nursing Home, Milvil 

Road, Lee-on-Solent, P0139LU. The subject's doctor (GP) is recorded as being Dr JH BASSETT. 

The File Cover Sheet has been stamped with an endorsement indicating that the subject, Gladys 

RICHARDS, died on the 21st August 1998 (21108/1998). 

Supply of Address Labels (LH/1/C/2) 
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This is a page with a number of adhesive pre-prepared address labels relating to the patient and 

designed to facilitate efficient administration. 

File Divider- Correspondence (LH/1/C/3). 

This represents an aid to efficient filing. 

Provider Spell Summaries (LH/1/C/4 and 5) 

A Provider Spell Summary is a computer generated form which is completed when a patient is either 

discharged from a hospital or dies. The form is completed by staff who add appropriate handwritten 

notes. There are two Provider Spell Summaries on the Health Record in question. Both forms, 

which are self carbonating, appear to have been inadvertently overwritten in places - more so in the 

case of LH/1/C/5. 

OThe first form {LH/1/C/4) is hand dated the 21st August 1998 (21/08/1998). It was completed on the 

occasion of the death of Gladys RICHARDS. I believe that the handwritten entries were made by 

Doctor J BAR TON who is a visiting GP and Clinical Assistant at the Gosport War Memorial 

Hospital. I believe that the dates (21.8.98) (21108/1998) and signature, lower down, were written by 

Staff Nurse GIFFIN. 

The second (LH/1/C/5) is hand dated the 14th August 1998 (14/08/1998). It was completed on the 

occasion of the discharge and transfer of Gladys RICHARDS to the Royal Hospital Haslar. I believe 

that the date (14.8.98) (14/08/1998) and signature were written by Philip BEED who is a Clinical 

Manager. It is possible that the other handwritten entries were made by Philip BEED but I cannot be 

certain. 

Letter from Royal Hospital Haslar (LH/1/C/6) 

-This letter, dated the 1 ih August 1998 ( 17 /08/1998) is a discharge letter addressed to the Nurse in 

Charge, Daedalus Ward, Gosport War Memorial Hospital. It provides information as regards the 

condition of Gladys RICHARDS on the occasion of her being discharged and transferred from the 

Royal Hospital Haslar back to the Gosport War Memorial Hospital. I am unable to comment on the 

authorship of this letter. 

Letter from Royal Hospital Haslar (LH/1/C/7) 

This letter, dated the lOth August 1998 (10/08/1998) is a discharge letter which was prepared on the 

occasion of the discharge and transfer of Gladys RICHARDS from the Royal Hospital Haslar to the 

Gosport War Memorial Hospital. It purports to have been signed by Sergeant NJ CURRAN a Staff 

Nurse. 

Letter from Gosport War Memorial Hospital (LH/1/C/8) 
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This letter, dated the 14th August 1998 (14/0811998) is a discharge letter which was written by Philip 

BEED on the occasion of the discharge and transfer of Gladys RI CHARDS from the Gosport War 

Memorial Hospital to the Royal Hospital Haslar. This letter was written on the back of LH/1/C/7. 

Letter from the Portsmouth Health Care NHS Trust (LH/1/C/9) 

This letter, dated the 5th August 1998 (05/08/1998) was written by Doctor RI REID , a Consultant 

Physician in Geriatrics, to Surgeon Commander M SCOTI of the Royal Hospital Haslar. In this 

letter Doctor REID refers to the fact that he has seen Gladys RICHARDS, on Ward E6 at the Royal 

Hospital Haslar and undertakes to arrange for her transfer to the Gosport War Memorial Hospital. 

File Divider- Clinical Record (LH/1/C/10) 

O This represents an aid to efficient filing. 

(Medical) History Sheet (LH/1/C/11) 

This form facilitates the recording of the subject's medical history. In the case of LH/1/C/11 both 

sides of a single page have been completed. There are seven, dated, entries covering the period of the 

11th- 21st August 1998 (21108/1998) inclusive. The first six entries appear to have been written by 

Doctor BARTON while the seventh appears to have been written by Staff Nurse GIFFIN. 

File Divider- Therapy and Nursing Notes (LH/1/C/12) 

This represents an aid to efficient filing. All pages in this section (LH/1/C/13-22) make up the 

nursing records. 

General Information Form (LH/1/C/13) 

This form caters for the recording of various categories of general information. On the back of 

- LH/1/C/13 there are some handwritten notes relating to the past medical history of. presumably, 

Gladys RICHARDS. I am unable to comment on the authorship of this form. 

Summary Form (LHil/C/14) 

This form is designed for the recording of significant events. It has one entry written upon it. It is 

dated the l11
h August 1998 (11/08/1998). I am unable to comment on the authorship. 

Assessment Sheet (LH/1/C/15) 

This form is designed to enable a comprehensive nursing assessment to be carried out in respect of a 

patient. I am unable to comment on the authorship of the entries which h-ave been made upon it. 

Abbreviated Mental Study (LH/1/C/16) 

This form is designed to enable a basic assessment to be carried out of a patient's mental capabilities. 

It was not completed in this case. 

The BarthelADLindex (LH/1/C/17) 
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This form is designed to enable an assessment to be carried out of a patient's ability to undertake the 

activities of daily living (ADL). In the case of Gladys RICHARDS an assessment was made on the 

11th August 1998 (11108/1998). I am unable to comment on the authorship of this form. 

Waterlow Pressure Sore Prevention/Treatment Policy (LH/11C/18) 

This form is designed to enable an assessment to be carried out of the degree of risk that a patient 

will develop pressure sores. In the case of Gladys RICHARDS an assessment was carried out on the 

11th August 1998 (11108/1998). I am unable to comment on the authorship of this form. 

Lifting/Handling Risk Calculator (LH/11C/19). 

This form is designed to enable an assessment to be carried out of the degree of risk associated with 

()lifting/handling a patient. It was not completed in this case. 

Patient Medication Information (LH/11C/20) 

This form is used to record details of patient's medication. In this case there are two entries both 

dated the 11th August 1998 (11108/1998). I am unable to comment on the authorship on these entries. 

This form is only a nursing record and in no way replaces the prescription sheet. 

Contact Record (LH/1/C/21) 

This form is used to record significant events in terms of patient/relative/doctor contact. In this case 

there are two sheets (four sides). There are seventeen entries and I am able to suggest that they may 

have been written by the following members of staff: 

13/0811998 Staff Nurse BREWER 

14/0811998 Clinical Manager Philip BEED 

,e 14/08/1998 CM Philip BEED 

·. 17/08/1998 Staff Nurse JOICE 

17/0811998 Staff Nurse COUCHMAN 

17/08/1998 Staff Nurse JOICE 

17/08/1998 Staff nurse COUCHMAN 

17/08/1998 CM Philip BEED 

18/08/1998 CM Philip BEED 

18/08/1998 CM Philip BEED 

18/08/1998 CM Philip BEED 

18/08/1998 Staff Nurse JOICE 

18/0811998 Staff nurse FLORIO 

19/08/1998 StaffNurseFLORIO 
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19/08/1998 CM Philip BEED 

21/08/1998 Staff Nurse JOICE 

21/08/1998 Staff Nurse GIFFIN 

Nursing Care Plan (LH/1/C/22/1-4) 

GMC101057-0223 

Statement number: S2 

A Nursing Care Plan fonn (LH/1/C/22) was, in this case, commenced on the 1ih August 1998 

(12/08/1998). There are six, subsequent, dated entries covering the period of the 1ih August 1998 

(12/08/1998) until the 19th August 1998 (19/08/1998) inclusive. The majority of these entries may 

have been made by Staff Nurse FLORIO. I am unable to comment on the authorship of the entry 

dated the 17th August 1998 (17/08/1998). 

()The Nursing Care Plan document embraces four other pages which are designed to enable various 

aspects of nursing care to be monitored. The pages are headed - Nutrition (LH/1/C/22/1). 

Constipation (LH/1/C/22/2). Bowel Movement Calendar (LH/1/C/22/3 and Personal Hygiene 

(LH/1/C/22/4). Various entries have been made on these forms. I am unable to comment on 

authorship other than where the signature is legible. 

File Divider- Prescription Sheets & Observation Charts (LH/1/C/23) 

This represents an aid to efficient filing. 

Prescription Sheet (LH/1/C/24) 

This is a six sided, folding, form upon which details of drugs, prescribed and given to a patient, are 

recorded. Exceptions to prescribed orders are also given. 

File Divider- Investigations (LH/1/C/25) 

e This represents an aid to efficient filing. 

Biochemistry (LH/1/C/26) 

No entries recorded. 

Haematology, Blood Transfusions and Immunology Reports (LH/1/C/27) 

No entries recorded. 

Portsmouth Pathology Service Microbiology Report (LH/1/C/28) 

This form indicates the results of microbiological tests conducted in respect of various MRSA 

screening swabs taken from Mrs Gladys RICHARDS on the 1l th August 1998 (11/08/1998) and 

reported on, on the 14th August 1998 (14/08/1998). 

Radiology Report (LH/1/C/29) 

This form indicates the result of an 'x' ray examination of Gladys RICHARDS right hip conducted on 

the 1 ih August 1998 (17/08/1998). 
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Radiology Report (LH/1/C/30) 

This form indicates the result of an 'x' ray examination of Gladys RICHARDS hips conducted on the 

14th August 1998 (14/08/1998). 

File Cover Sheet (Back) (LH/1/C/31) 

This form has, printed upon it, an administrative index. 

Moving on from the Health Record I am able to produce a photocopy of a Portsmouth Health Care 

NHS Trust 'Risk Event Record' form which has, attached to it, a Hampshire Constabulary exhibit 

label, which I have signed, marked UI/2. 

This form, comprising of three sides, was commenced by Staff Nurse BREWER on the 13th August 

()1998 (13/08/1998) after Gladys RICHARDS suffered a fall at the Gosport War Memorial Hospital. 

Further entries on this form have been made by Philip BEED and Sue HUTCHINGS who is the 

Senior Nurse Co-ordinator. 

On the 20th August 1998 (20/08/1998) I received a handwritten communication from Mrs LACK, the 

daughter of Mrs Gladys RICHARDS, in which she posed a series of questions concerning the care 

which had been provided for her mother. I am able to produce a photocopy of this document which 

has, attached to it, a Hampshire Constabulary exhibit label, which I have signed, marked LH/3 . 

As a result I initiated an internal enquiry which was carried out by the then Acting Service Manager 

Mrs Sue HUTCHINS. Mrs HUTCHINS completed her enquiry on the 11th September 1998 

(11109/1998). I am able to produce a photocopy of the Enquiry Report which has, attached to it, a 

Hampshire Constabulary exhibit label, which I have signed, marked LH/4. 

~-Subsequentlyon the 22nd September 1998 (22/09/1998) a letter was sent, by the Trust, to Mrs LACK, 

in reply to her communication (LH/3). It was signed by Mr MILLETT , the Chief Executive and 

drew on the findings of Mrs HUTCHINS enquiry. I am able to produce a copy of this letter which 

has, attached to it, a Hampshire Constabulary exhibit label, which I have signed, marked LH/5 . 

On the i 1 th December 1998 (11/1211998) I received a telephone call from Detective Constable whose 

name, I believed was MADESON . As a result of the call I arranged for a report to be prepared by 

Doctor A LORD , a Consultant Geriatrician, employed by the Trust. 

Dr LORD was the Consultant to Daedalus Ward to which Mrs RICHARDS was admitted. The report 

set out to explain the care provided to Mrs RICHARDS prior to her death. A copy of the report, 

signed by Dr LORD and dated the 22nd December 1998 (22/12/1998), was forwarded to the Police on 

the 19th January 1999 (19/0111999). I am able to produce a photocopy of Dr LORD's Report which 

has, attached to it, a Hampshire Constabulary exhibit label, signed by me, marked LH/6 . 
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Whilst Mrs RICHARDS was admitted to the Gosport War Memorial Hospital she was x-rayed on 

two occasions. The dates on which the diagnostic imaging took place were 1 ih August 1998 

(17/08/1998) and 14th August 1998 (14/08/1998) (see LH/1/C/29-30 respectively). The x-rays are 

currently in my possession and I will retain them. I will make the x-rays available for examination, 

as required, for the purposes of the police investigation. The x-rays have attached to them Hampshire 

Constabulary exhibit labels, signed by me, marked LH/7 and LH8 respectively. 

Signed: L HUMPHREY 
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Surname: LACK 

Forenames: LESLEY FRANCES 

.-·-·-·-·-·-·-·-·-·-·-·-·­·-·-·-·-·-·-·-·-·-·-·-· 
Address: 1 -·-·-·-·-·-·-·c()"(ie-·-A-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

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

Occupation: RETIRED 

GMC101057-0227 

Statement number: S3 

; 0 Telephone No.: r.~--~--~--~~9.~~~-.A·. ______ j 
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Specific Qualifier 

I am the natural daughter of Gladys Mable RICHARDS (Nee BEECH ) who was born on ther~~~~-~~ 
'-·-·-·-·-·· 

c~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~J. 
My mother died on the 21st August 1998 (21/08/1998) whilst she was an admitted patient at the 

Gosport War Memorial Hospital. 

I am a retired Registered General Nurse (RGN). I retired during 1996 after 41 years, continuously, in 

the nursing profession. For 25 years, prior to my retirement, I was involved in the care of elderly 

people. For 20 years, prior to my retirement, I held supervisory and managerial positions in this 

particular field of nursing. 

My mother was a resident in two nursing homes. from 1991 or thereabouts. The first was located in 

the Basingstoke area and the most recent was the 'Glen Heathers' Nursing and Residential Home, 
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Milvil Road, Lee on Solent, Hampshire . My mother spent approximately four years at the 'Glen 

Heathers' Home. On admission to Glen Heathers my mother was ambulant - able to go up and down 

stairs and walk well. 

She was generally well, physically, but had the onset of dementia and became increasingly forgetful. 

At the beginning of 1998 my mother's dementia was becoming more marked and she had become 

less able physically. She was inclined to wander and following a change in her medication began to 

have falls. 

However, despite this my mother was able to stand, walk and attend the toilet. I used to take her out 

for trips in my car. Her last visit to my home occurred during Christmas 1997. 

My mother left the 'Glen Heathers' Home on the 291h July 1998 (29/07/1998) and was admitted to the 

:() Haslar Hospital, Gosport . 

My mother had suffered a fall, at the Home, at approximately 1450 hours during the afternoon of that 

day. She was eventually taken to Haslar Hospital, by ambulance, at approximately 2100 hours that 

evening where she was diagnosed as having broken a neck of femur on her right side. 

Whilst it may not have a direct bearing on my main concerns surrounding my mother's death, which I 

will describe later in this statement, I would like to point out that I did have serious reservations as 

regards the standard of care which my mother was receiving whilst residing at the 'Glen Heathers' 

Home. 

In fact, following my mother's admission to the Haslar Hospital on the 29th July 1998 (29/07/1998), I 

had decided that, if and when my mother recovered, she would not be returning to 'Glen Heathers' 

Home. 

- I was asked by the Social Services Department why I had made this decision and, in response, I 

prepared and provided a handwritten account describing what I considered to be a catalogue of 

unacceptable events which had led me to conclude that the level of care which my mother was 

receiving at 'Glen Heathers' Home was no longer acceptable to me. 

The handwritten account was prepared, by me, during August 1998 and I consider that it represented 

a truthful statement which dealt with various events and circumstances which I had observed or had 

become aware of during the months which preceded my mother's admission to the Haslar Hospital. 

I will not, for the purposes of this statement, refer in detail to the matters described in that account 

but I will, by way of introducing the events which followed, make some brief references, drawing on 

my personal recollections and my notes, to my involvement in the events leading to my mother's 

admission to the Haslar Hospital on Wednesday the 29th July 1998 (29/07/1998). 
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I was a frequent and regular visitor to the 'Glen Heathers' Home whilst my mother was residing there 

and I played an active role in helping her in her daily routines. My visits were generally daily in the 

last 8 months of her life. 

I recall that I was unable to get to the 'Glen Heathers' Home at lunchtime on Wednesday the 29th July 

1998 (29/07/1998). I telephoned the home to inform them that I would be going there later in the 

afternoon. 

When I arrived, at approximately 1550 hours, I saw that my mother was lying in an armchair. She 

appeared to have an anxious expression on her face. I asked a care assistant to help me to move my 

mother into a more comfortable sitting position which, together, we tried to do but, as a result, my 

mother screamed out in pain. 

, OI saw John PERKINS , an RGN and the Home's Matron/Manager and I asked him if there was 

anything wrong with my mother which might account for her pain. He told me that she was fine. 

I clearly knew that this could not be the case but I was not in a position to do anything more at that 

time. I had to leave the home at 1615 hours in order to meet a flight at Southampton Airport. I said 

that I would return later. 

I arrived home, from the Airport, at approximately 1810 hours. I found a message on my telephone 

answer machine, timed at 1528 hours, from a woman I knew as Margaret who was an RGN who 

worked at the home. Margaret stated that my mother had experienced a fall earlier and, whilst she 

was alright, she was a bit noisy and upset. Margaret asked if I could attend the home, before teatime, 

and sit with her, to calm her down. 

I immediately telephoned the home, at approximately 1815 hours and spoke to John PERKINS. I 

e told him about the message from Margaret and pointed out that I had seen him, at the home, after the 

message had been left on my answer machine. 

John PERKINS agreed that this was the case but stated that when he had spoken to me he was not 

aware of my mother's fall. He stated that he had learned about it during the 1800 hours 'hand over' 

process when Margaret had gone off duty. 

I asked John about my mother's current condition and he said that she was OK. I told John that I 

would call again later. I had to go out in the meantime. 

I returned home at approximately 2030 hours. I found three messages from the home on my 

telephone answer machine: 

1. 2008 hours - from John PERKINS - stating that my mother was quite agitated and noisy and 

inviting me to attend and sit with her. 
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2. 2029 hours - stating that my mother was calling as if she may be in pain. She had been put to bed 

and consideration was being given to calling a doctor. 

3. 2030 hours (approximately) - from a woman named Sue, a member of the night staff- stating that 

she was sorry but she was sure that my mother had a fractured femur. She went on to state that when 

she had started work she had been told, by John, to see my mother who had been shouting for ages. 

Sue stated that when she did so the injury appeared obvious and, as a result, she had called an 

ambulance. 

I telephoned the home and advised the staff that I would meet the ambulance at the Haslar Hospital. 

On admission to the Haslar Hospital my mother was 'x' rayed and the diagnosis was confirmed. 

Furthermore, it was observed that the injury was consistent with my mother having been 'walked' 

0 after the fall had occurred. There was a shortening of the limb and an external rotation of the right 

foot. My mother was extremely upset and was crying and wailing in fear. 

I subsequently sought a full explanation from the 'Glen Heathers' Home about the events which 

occurred on the 29th July 1998 (29/07/1998). As a result I saw a woman named Pauline , an RGN 

and consultant/advisor to the home. 

Pauline read to me from several statements which had been obtained from members of staff at the 

home. I was not given copies. 

During this process I was advised that my mother had fallen at 1450 hours in the dining room. 

The statements read to me, by Pauline, indicated that my mother had been walked to the lounge, at 

some time after the fall had occurred, and, at some time thereafter, walked to the bedroom from the 

lounge. 

'. e The statements confirmed the following key points. 

1. The fall had occurred at 1450 hours. 

2. The serious injury which had apparently been sustained during this fall was not identified or even 

suspected by the staff despite my mother clearly showing signs of being in considerable and 

sustained pain. 

3. My mother was walked on two occasions after apparently sustaining the injury which appears to 

have seriously aggravated her condition. 

4. A doctor was not called to the home. 

5. My mother's condition was not effectively identified until a member of the night staff correctly 

diagnosed the likely cause of her severe discomfort and pain at or about 2030 hours when an 

ambulance was called to the home and she was taken to the Haslar Hospital. 
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I can produce a copy of the handwritten notes which I prepared. These notes have attached to them a 

Hampshire Constabulary exhibit label which I have signed and which bears the reference LFIJl. 

Following her admission to the Haslar Hospital, at approximately 2100 hours on Wednesday the 29th 

July 1998 (29!07/1998), my mother underwent a surgical operation. This was carried out during the 

following day, Thursday the 30th July 1998 (30/07/1998), following a discussion with the consultant 

who thought my mother should be given the chance to remain ambulant. 

My mother received a replacement hip, on her right side and remained in the Haslar Hospital for a 

further eleven days until Tuesday the 11th August 1998 (11/08/1998). 

I visited my mother every day during this period and, I my view, when taking into account the 

, O serious injury which she had sustained and the trauma she had suffered, my mother appeared to make 

a good recovery during this period. 

Prior to her discharge and transfer to the Gosport War Memorial Hospital, my mother was 

responding to physiotherapy, able to walk a short distance with the aid of a zimmer frame and no 

longer required a catheter. Her medication had been reduced and she was able to recognise family 

members and make comments to us which made sense. 

She was, with encouragement, eating and drinking naturally and as a result the drips, which had 

facilitated the provision of nourishment after the operation, had been removed. 

Significantly, my mother was no longer in need of pain relief. It was quite apparent, to me, that she 

was free of pain. 

Such was the extent of my mother's recovery that it was considered appropriate to discharge her and 

.e transfer her to the Gosport War Memorial Hospital where she was admitted to Daedalus Ward on 

Tuesday the 11th August 1998 (11/08/1998). This was the first occasion that my mother had been 

admitted to this particular hospital. 

I will now deal with the matters which arose during the following ten days culminating in my 

mother's death on Friday the 21st August 1998 (21108/1998). 

In doing so I will draw upon my personal recollections and also refer to a further set of handwritten 

notes which I prepared, whilst sitting at my mothers bedside, while she was still alive with my sister 

Gillian MACKENZIE , as I was unhappy with the events that had befallen my mother. 

I telephoned the Complaints Department at Portsmouth Health Care Trust on Wednesday 19th August 

from Daedalus Ward and spoke to Lesley HUMPHREY in depth. Having listened, she advised me 

that everything must be in writing. I continued adding to my notes - hence the use of different pens. I 

prepared these notes on the advice of Lesley HUMPHREY, the Quality Manager for the Portsmouth 
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Health Care Trust, to whom I expressed my serious concerns about the care and treatment given to 

my mother by staff at the Gosport War Memorial Hospital. 

The handwritten notes, a copy of which I passed to Lesley HUMPHREY, are in the form of a basic 

chronology and I incorporated within them a series of questions which focused on particular areas of 

concern in respect of which I sought an explanation or clarification from the hospital authorities. 

Following presentation of my notes we were visited on the ward by Mrs Sue HUTCHJNGS on 

20.8.98 (20/08/1998). 

I produce the original handwritten notes which I prepared comprising of 5 numbered pages. These 

notes have attached to them a Hampshire Constabulary exhibit label which I have signed and which 

bears the reference LFI.J2 . 

() I am in possession of a further page of notes, in my handwriting, which I prepared at the time. I 

cannot now recall whether this additional page was copied to Mrs HUMPHREY with the other pages. 

This single page has attached to it a Hampshire Constabulary exhibit label bearing the reference 

LFIJ2A which I have signed. 

Many of the events and occasions I refer to in this statement took place in the presence of my sister 

Gillian MACKENZIE. The addition to the notes were made when my sister and I read them prior to 

passing them to Lesley HUMPHREY as requested. Gillian remained at the hospital with me from 

181
h to 21st August 1998 (21108/1998) inclusive, either of us leaving for very short periods only. 

I visited my mother the day of her admission and discussed her present condition with the staff and 

on the following day after her admission to the Gosport War Memorial Hospital, namely Wednesday 

the lih August 1998 (12/08/1998), I was rather surprised to discover that I could not rouse her. As 

- she was unrousable she could not take nourishment or be kept hydrated. 

I enquired among the staff and I was told that my mother had been given the morphine based drug 

'Oramorph' for pain. This also surprised me. When my mother had been discharged from the Haslar 

Hospital, the day before, she had not required pain relief for several days. 

I was distressed to observe my mother's deteriorated condition which significantly contrasted with the 

level of recovery which had been achieved following treatment at the Haslar Hospital during the 

period after the surgical operation to replace her hip. 

I was told that my mother had been calling out, showing signs of being anxious, and it was believed 

that she was suffering pain. They did not investigate a possible cause. I consider it likely that she 

was in need of the toilet. 

I became concerned that perhaps the staff at the Gosport War Memorial Hospital may have 
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misinterpreted my mother's anxious and occasionally noisy behaviour. She had been showing signs 

of dementia for some time, prior to her admission to the Haslar Hospital and she was prone to 

becoming very anxious at times particularly when she wanted to use the toilet. 

One of the consequences of being rendered unrousable, by the effects of 'Oramorph' was that no 

fluids could be given to my mother and this, together with the abandonment of other forms of 

rehabilitation, would have served to inhibit or prevent the recovery process which had begun prior to 

her admission to the Gosport War Memorial Hospital 

I would like to clarify an important concern I felt at this stage. 

I believed that it was possible, having regard to the level of recovery which my mother had achieved 

upon being discharged from Haslar Hospital the day before, that her reported behaviour could have 

Obeen wrongly attributed to the presence of pain as opposed to other possible causes, such as anxiety, 

which could have been addressed naturally or by the use of alternative and milder forms of 

medication. I believe that the possible misinterpretation of my mother's behaviour is a particularly 

significant factor in this case. 

In the circumstances which I have just described I consider that it is possible that my mother's signs 

of anxiety could have been misinterpreted for pain whereas, subsequently, it appears likely that the 

fact that my mother, after having fallen, and was clearly showing signs of being in pain, these signs 

were either ignored or dismissed as being the result of her dementia. 

During the following day, Thursday the 13th August 1998 (13/08/1998), I received a telephone call, at 

approximately 1400 hours, from my daughter, Karen READ, who is a qualified nurse. As a result I 

went to the Gosport War Memorial Hospital to see my mother. 

\ e I arrived at the Gosport War Memorial Hospital at approximately 1545 - 1600 hours. I immediately 

saw that my mother appeared to be uncomfortable and in pain. She had an anxious expression, was 

weeping and was calling out. She was sitting in a chair and appeared grossly uncomfortable. 

I spoke to several trained and untrained members of staff expressing my concern over my mother's 

condition. I was told that there was nothing wrong and that her behaviour was the result of her 

dementia. I was not satisfied with this explanation and I was convinced that my mother was in pain. 

Later, at approximately 1630- 1700 hours, a care assistant came into my mother's room. She told me 

that my mother had fallen from a chair earlier that day. 

I immediately enquired if my mother had been examined by a doctor but the care assistant did not 

know. I also asked if my mother could be x-rayed but I do not recall receiving a response to this 

request. I was able to give my mother a fruit drink which I had brought with me and she drank it 
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readily. The whole glass. 

A little later I saw an RGN who was doing the medicine round at approximately 1730- 1800 hours. I 

was, at this time, feeding my mother by tea spooning her with some soup. My mother was quiet then. 

The RGN asked me 'Do you think your mother is in pain?' In reply I expressed the view, 'Not at the 

moment while I'm feeding her'. I was rather taken aback by the RGN's rather curt reply, 'Well you 

said she was in pain'. I replied 'Yes, she has been very uncomfortable since I got here. Do you think 

she has done some damage?' The RGN replied 'No, she only fell on her bottom from her chair'. I 

was shocked by this seemingly casual and insensitive remark - when this accident could very easily 

have caused damage and had not been checked. 

I remained with my mother until approximately 1945 hours that evening (Thursday the 13th August 

' ()1998 (13/08/1998)). After I had fed her she once again became distressed and showed signs of being 

in considerable pain. She remained in this condition, throughout, until my departure. I left very 

distressed as my mother was crying out and I could do nothing for her. 

After I arrived home I received a telephone call from Daedalus Ward at the Gosport War Memorial 

Hospital. The caller stated that, 'When we put your mother to bed she was in great pain and she may 

have 'done something'. The doctor feels it's too late to send her to Haslar and our x-ray unit is closed. 

We will give her 'Oramorph' for the night to keep her pain free and x-ray her in the morning'. 

I was becoming extremely concerned about what was happening to my mother. 

It appeared, to me, at that time, that my mother had suffered a potentially serious fall at some time 

prior to my daughter's telephone call, to me, at approximately 1400 hours. I have, earlier in this 

account, referred to conversations which I had, during the afternoon and early evening, with two 

Ie members of staff who both knew about, and referred to, the fall. 

Despite the fact that my elderly mother was known to have suffered a fall, so soon after a hip 

operation, and the so clearly showed signs of anxiety, discomfort and pain, the reason was not 

properly explored and diagnosed. 

This, in fact, resulted in what I believe was an avoidable delay of eight hours, in the first instance, 

before it was acknowledged, at approximately 2130 hours, that my mother, 'may have done 

something'. 

I reiterate that I was, at that time, advised that the proper facilities (x-ray unit) for diagnosing my 

mother's condition, at the Gosport War Memorial Hospital, 'were closed and that the doctor, 'feels it 

is too late to send her to Haslar'. 

Instead my mother was given 'Oramorph' for pain relief and remained, effectively untreated, at the 
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Gosport War Memorial Hospital overnight. 

I strongly believe that the failure, on the part of the staff at the Gosport War Memorial Hospital, to 

properly and promptly take steps to accurately diagnose my mother's condition, on Thursday the 13th 

August 1998 (13/08/1998) and immediately initiate action to effectively deal with the cause by 

seeking a transfer to the Haslar Hospital where treatment was available, represented an example of a 

pattern of omission and failure which, ultimately, contributed in her death. 

The following morning, Friday the 14th August 1998 (14/08/1998) I went to the Gosport War 

Memorial Hospital. I arrived as my mother was being taken, on a trolley, to the x-ray department. 

She was still deeply under the effects of the 'Oramorph' drug. I accompanied my mother whilst she 

C) underwent the x-ray process the associated movements of which caused her great pain. 

' When the x-ray process was completed we returned to my mother's ward and I was called into an 

office by Philip, the Ward Manager, where I also saw Dr BARTON. I was told 'Your worst fears of 

last night appear to be true, we have rung Haslar and they have accepted her back'. 

My mother was admitted to the Haslar Hospital, for the second time, during the late morning of 

Friday the 14th August 1998 (14/08/1998). I accompanied my mother and she was expected. The 

Consultant was called and he saw my mother in the Casualty Department immediately. 

The Consultant showed me the x-rays and the position of my mother's limb, something else which I 

had observed, the day before, at the Gosport War Memorial Hospital. 

My mother's right hip, which had been the subject of a surgical 'replacement' operation 14 days 

previously, had become dislocated from its socket. Within one hour of being admitted my mother 

e underwent a successful surgical operation to manipulate the hip back into the socket. 

·.... This did, indeed, confinn my fears about the care my mother had received. She had fallen, whilst at 

the Gosport War Memorial Hospital, and it had taken almost 24 hour& to secure effective treatment. 

I remained at the hospital until approximately lOpm (2200). 

My mother did not regain consciousness until approximately 0100 hours on Saturday the 15th August 

1998 (15/08/1998) due to the amount of analgesia required for the procedure. I telephoned the ward 

at this time as I was anxious. The night staff told me she had just regained consciousness. 

She was the catheterised so that there was no need to use a slipper pan. She had a drip as she had 

been given nil by mouth since before the x-ray procedure carried out on Friday the 141h August 1998 

(14/08/1998). 

She remained pain free, in a full length leg splint. The Consultant showed me that both legs were 

level and straight. No analgesia was required and she was able to use a commode for the toilet with 
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weight bare for transfer. My mother began to eat and drink and the drop was removed. Her fluid 

balance was acceptable. I visited daily. 

Such was my mother's progress that during the following day, Sunday the 16th August 1998 

(16/08/1998), she became easily manageable. 

The issue I wish to highlight, at this point, is that when my mother's condition was correctly 

diagnosed and treated her pain and discomfort were removed and she recovered well. 

My mother was examined early on Monday the 1 ih August 1998 (17/08/1998) when a transfer back 

to the Gosport War Memorial Hospital was recommended. I contacted the Haslar Hospital by 

telephone at approximately 0830 hours as requested and was told that my mother would be 

transferred that morning. 

OI offered to attend the Haslar Hospital so that I could pack my mother's things and accompany her but 

I was told that there was 'No need, she is fine'. 

I arrived at the Gosport War Memorial Hospital at approximately 1045 hours with Gillian 

MACKENZIE and we were told that the ambulance, carrying my mother, was due at midday or 

thereabouts. 

We returned to the Gosport War Memorial Hospital at approximately 1215 hours. 

On entering through the swing doors to the ward I heard my mother screaming. When I arrived at 

my mother's room a care assistant said 'You try feeding her. I can't do it. She is screaming all the 

time'. 

My mother had a staring anxious expression. She was griping her right thigh, at the sight of the 

surgical operation, tightly. 

: e She uttered the words Do something, do something. The pain, the pain. Don't just stand there. I 

don't understand it. The pain, the pain, the pain. Sharp, sharp. This is some adventure'. Gillian 

MACKENZIE was present. 

An SRN came into the room because of the noise my mother was making. I removed the sheet 

covering my mother as she fay no her bed and pointed out the awful position she was in. She was 

lying awkwardly towards the left side and the hips were uneven. 

My mother was crying in pain and I said to the RGN, 'Can we please move her'. We move her 

together with our arms together under her lower back and out other arms under her thighs. We 

placed her squarely on her buttocks and within minutes she had stopped screaming. 

I was concerned that my mother's position had not, apparently, been checked when she had been 

transferred from the ambulance. I was also concerned about the fact that, once again, the source of 
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the pain had not, immediately, been sought. 

I left my sister, at the Gosport War Memorial Hospital, at around this time and I went to the Haslar 

Hospital. This would have been about lunchtime. 

I was so appalled at my mother's condition, discomfort and severe pain that I went to the ward in 

which she had been treated, E3, and enquired about her condition upon discharge earlier that 

morning. 

When I had, earlier that day, telephoned E3 ward and I had been further advised that my mother was 

eating, drinking, using a commode and able to stand if aided. The Consultant responsible for my 

mother was, I was told, happy that she could be sent back to the Gosport War Memorial Hospital. 

It is, perhaps, worthwhile re-emphasising that this was the level of recovery my mother had achieved 

:0 on the morning of Monday the 17th August 1998 (17/08/1998) prior to being discharged from the 

Haslar Hospital. Whilst she was an elderly and frail lady she was not suffering with a fatal illness. 

Her discharge notes from Haslar refer to her care for the next 4 weeks, to ensure her progress was 

maintained. 

Upon leaving Haslar Hospital's E3 ward, after confirming the information I had earlier been given, I 

met the doctor who had been present in the Casualty Theatre at the time of my mothers' second 

operation which took place on Friday the 14th August 1998 (14/08/1998). This doctor had been with 

the Consultant when al the procedures were explained to me, upon my mother's admission, that day. 

The doctor asked 'How's your mother?'. 

I explained the current position to him in detail. I told him that she was in severe pain since the 

- transfer which had been undertaken a short time earlier. He said 'We've had no referral. Get them to 

' refer her back. We'll see her'. 

I then returned to the Gosport War Memorial Hospital where I noted that the Charge Nurse Manager 

frequently checked my mother. He acknowledged my concern and the fact that my mother was 

obviously in pain. 

I asked for my mother to be x-rayed and enquired what had happened between my mother having left 

the Haslar Hospital and her arrival at the Gosport War Memorial Hospital. 

It was acknowledged that 'something' had happened. The Charge Nurse was concerned for my 

mother's pain and analgesia was given three times between her admission and 1800 hours. 

Philip, the Ward Manager, agreed that my mother needed an x-ray to establish if further damage had 

been done to the hip. 

The x-ray department refused to act upon forms of authority prepared and signed on behalf of the 
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doctor who was unavailable. 

An appointment for x-ray was made for 1545 hours as the doctor who had been called was expected 

at approximately 1515 hours. 

The Charge Nurse did all he could to expedite this, keeping me informed and constantly checking my 

mother's obvious severe pain. He administered pain relief in readiness for the x-ray procedure. He 

was courteous and attentive at all times. 

Dr BARTON arrived and I left the room as requested whilst she examined my mother. She stated 

that whilst she did not think that there was further dislocation the x-ray could go ahead. A review 

would be conducted later when the result of the x-ray was known. 

I accompanied my mother to the x-ray department. My mother remained in pain despite the pain 

Orelief which had been administered to her. I as not allowed to accompany her as I had been the 

previous week. Whilst I waited outside I could hear my mother wailing, while the x-ray was taken. 

In due course I returned to the ward and I was told that there was no dislocation but obviously 

'something' had happened. I was not given sight of the x-ray. 

I was told, by either the Ward Manager or Doctor BARTON, that my mother would be given 

'Oramorph' for the pain, four hourly, through the night and she would be reviewed in the morning. I 

told them that Haslar would accept her back but Dr BARTON felt that was inappropriate. 

I told Dr BAR TON and the Ward Manager that I had been to the Haslar Hospital that morning, 

explained what was happening and told them that Haslar would be prepared to re-admit my mother. I 

considered this was essential so that the 'cause' of my mother's pain could be treated and not simply 

the pain itself. 

e\Dr BARTON said that, 'It was not appropriate for a 91 year old, who had been through two 

operations, to go back to Haslar Hospital where she would not survive further surgery'. 

The following day, Tuesday the 18th August 1998 (18/08/1998) I returned to the Gosport War 

Memorial Hospital with my sister in the morning. Upon arrival we were told by, the Ward Manager 

Mr Philip BEED , that whilst my mother had undergone a peaceful night she had, however, 

developed a massive haematoma in the vicinity of the operation site which was causing her severe 

pain. 

The plan of management, as explained to us by the Ward Manager, was to use a syringe driver to 

ensure my mother was pain free at all times so that she would not suffer when washed, moved or 

changed in the event she should she become incontinent. 

The outcome of the use of the syringe driver was explained to my .sister and I fully. Drawing on my 
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experience as a nurse I knew that the continuous use of morphine, as a means of relieving her pain, 

could result in her death. She was, at that time, unconscious from the effects of -previous doses of 

'Oramorph' and therefore unable to take nourishment by mouth. It was my understanding that it 

would not have been possible for nourishment to have been given to my mother, by way of a drip, 

whilst she remained at the Gosport War Memorial Hospital. 

As a result of seeing my mother in such great pain I was becoming quite distressed at this stage. My 

sister asked the Ward Manager, 'Are we talking about euthanasia? It's illegal in this country you 

know'. The Ward Manager replied 'Goodness, no, of course not'. I was upset and said, 'Just let her 

be pain free'. 

The syringe driver was applied and my mother was catheterised to ease the nursing of her. She had 

i 0 not had anything by mouth since midday Monday 171
h August 1998 (17 /08/1998). 

A little later Dr BAR TON appeared and confirmed that a haematoma was present and that this was 

the kindest way to treat my mother. She also stated, 'And the next thing will be a chest infection'. 

I considered that this was a totally insensitive remark to make to someone, such as myself, who was 

experiencing some of the feelings associated with the first stages of bereavement. 

I would like to clarify the issue of my 'agreement' to the syringe driver process. It was not a question, 

in my mind, of 'agreement'. 

I wanted my mother's pain to be relieved. I did not 'agree' to my mother being simply subjected to a 

course of pain relief treatment, at the Gosport War Memorial Hospital, which I knew would 

effectively prevent steps being taken to facilitate her recovery and would result in her death. 

I also wanted my mother to be transferred back to the Haslar Hospital where she had, on two 

e occasions, undergone operations and recovered well. My mother was not, I knew, terminally ill and, 

with hindsight, perhaps I should have challenged Dr BAR TON more strongly on this issue. 

In my severe distress I did not but I do believe that my failure to pursue the point more vigorously 

should not have prevented Dr BARTON from initiating an alternative course of action to that which 

was taken, namely a referral back to the Haslar Hospital where my mother's condition could have 

been treated and from where an offer had already been made to do so. 

I accept that my mother was unwell and that her physical reserves had- been depleted. However she 

had, during the preceding days and weeks, demonstrated great courage and strength. I believe that 

she should have been given a further chance of recovery especially in the light of the fact that her 

condition had, it would seem likely, been aggravated by poor quality service and avoidable delay 

experienced whilst in the hands of those whose responsibly it was to care for her. 
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My mother's bodily strength allowed her to survive a further 4 days using her reserves. She suffered 

kidney failure o the 19th August and no further urine was passed. The same catheter bag remained in 

place until her death. 

Because the syringe driver was deemed to be essential following the night of several doses of pain 

relief my mother's condition gradually deteriorated during the next few days, as I knew it inevitably 

would and she.died on Friday the 21st August 1998 (21/08/1998). 

I passed, as I have previously mentioned, a copy of the notes I had prepared (LFIJZ) to Mrs 

HUMPHREY. 

In reply I received a letter from Max Mll.LEIT, the Chief Executive of the Portsmouth Health Care 

C)NHS Trust, dated the 22nd September 1998 (22/09/1998). 

I can produce a copy of this letter which has, attached to it, a Hampshire Constabulary exhibit label 

which I have signed and which bears the reference LFU3. 

Whilst there are a number issues which cause me concern I would like to make some particular 

comments on the contents of this letter. 

In order to do this I have been provided, by DCI BURT, with a typed copy of the letter (LFU3). This 

copy, to which is now attached a Hampshire Constabulary exhibit label bearing the reference LFI.J3A 

and signed by me, was constructed to enable me to add handwritten comments which I have done. I 

feel, however, that I should point out that where I have chosen not to record such a comment this 

does not imply that I necessary agree with, or accept, what has been stated. 

I have been shown, by DCI BURT, a copy of an Enquiry Report which has attached to it a Hampshire 

: e Constabulary exhibit label bearing the reference LH/4 which I have signed. 

I have been provided, by DCI BURT, with a typed copy of this Enquiry Report (LH/4). The copy, to 

which is now attached a Hampshire Constabulary exhibit label bearing the reference LFI.J4 and 

signed by me, was constructed to enable me to add handwritten comments which I have done. I, 

once again, point out that where I have chosen not to comment on a particular reply or issue this does 

not imply that I necessarily agree with, or accept, what has been stated. 

I have had sight of a report, prepared by Dr LORD and dated the 22nct December 1998 (22/12/1998), 

which has attached to it a Hampshire Constabulary exhibit label bearing the reference LH/6 and 

signed by me. 

If this report is supposed to represent an independent assessment of the treatment which my mother 

received at the Gosport War Memorial Hospital then I find this difficult to accept. 

Dr LORD was the consultant for Daedalus Ward at the Gosport War Memorial Hospital but, in her 
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own words' ... did not attend to Mrs RICHARDS at all .. .'. 

Dr LORD's report appears to have been prepared by reference, some time after the event, to 

information, notes and documents supplied by colleagues with whom she worked on a regular basis. 

I have been shown, by DCI BURT, a Portsmouth Health Care NHS Trust Risk Event Record. 

Attached to this document is a Hampshire Constabulary exhibit label bearing the reference LH/2 

which I have signed. 

I have examined this document, which comprises of 3 sides of paper and I would like to make the 

following observations. 

On page 1, at 12(a) after the words 'seen by?' there is a handwritten entry, 'Dr BRIGG '. 

I believe that this contradicts information contained in the letter from the Portsmouth Health Care 

()Trust (LFIJ3) dated 22°d September 1998 (22/09/1998) where, at point (4), it states that Dr BARTON 

was present on the ward just after my mother's fall. 

Furthermore, at 12 (a), there is a further handwritten entry which states 'Advised by telephone -

analgesia & RV mane'. This may be cross referred to an entry in my mother's Health Care Record 

(LH/1/C/21) which is dated 13.8.98 (13/08/1998) and timed at 1300. 

At 12(b) it states, in reply to the question, 'Has next of kin been informed? The corresponding 'Yes' 

has been positively ticked and dated 13/8/98 (13/08/1998). Furthermore it states that I had been 

informed by telephoned. 

I was not informed and I was not telephoned. My statement shows I was on the ward and had great 

difficulty in finding anyone to confirm my mother was injured. 

It is my opinion that the Risk Event Record is incorrect. My mother was not seen by Dr BRIGG. 

e Part 'E' of the Risk Event Record shows that a particular question, which appears among a series of 

'tick box' questions and states, 'Slipped, tripped or fell on the same level', has been positively 

answered. In my view this is incorrect. The normal height of the seat would be between 17 and 25 

inches so my mother's fall to the ground would have involved a considerable drop. 

I have been shown, by DCI BURT, a copy of the Portsmouth Health Care Trust Health Record. 

Attached to this Health Record is a Hampshire Constabulary exhibit label bearing the reference 

LH/1/C. 

This health Record relates to my mother and I would like to make the following comments in respect 

of this document. 

On the page marked LH/1/C/6, which is a copy of a Discharge Letter from the Royal Hospital Haslar 

, I note the comment, 'She can, however, mobilise fully weight bearing'. I wish to highlight the fact 
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that this relates to my mother's condition on the 1 ih August 1998 ( 17/08/ 1998). 

On the page marked LH/1/C/8 there is a copy of a handwritten note, apparently signed by Philip 

BEED, which is addressed to Haslar A&E and is dated 14th August 1998 (14/08/1998). In these 

notes it states, 'No change in treatment since transfer to us 1118/98 (11/08/1998), except addition of 

Oramorph etc. 

I would comment that no analgesia was required until the staff at the Gosport War Memorial Hospital 

first used Oramorph when my mother was agitated and probably in need of the toilet on the 11th 

August 1998 (11/08/1998) which was the day of her admission from the Royal Hospital Haslar. 

I saw the my mother was deeply unconscious when I visited her on the 12th August 1998 

, 0 (12/08/1998). In my view this medication probably affected the opportunity to offer nourishment as 

early as the 11th August 1998 (11/08/1998). 

On page LH/1/Cll I note, with some concern, an entry under the date of the 11th August 1998 

(11/08/1998) in what I believe is Dr BARTON's handwriting, the comment, 'I am happy for nursing 

staff to confinn death'. 

My mother was well and enjoying a good convalescence following a major operation. She was able 

to eat and drink. She was able to stand whilst requiring help with all daily living events. 

Perhaps this comment may be considered, by some, as being 'normal' procedure for aged admissions 

but not in my experience. Such a question may, perhaps, be considered if the patient was suffering 

from a terminal illness and death is likely or imminent. The evidence does not suggest that my 

mother was in this condition. 

,e On the same page (LH/1/C/11) there is an entry under the date of the 14th August 1998 (14/0811998) 

which is once again, I believe, in Dr BARTON's handwriting. It states 'Fell out of chair last night'. 

Further reference to the Risk Event Record (LH/2) shows, at point (9), that the accident occurred on 

the 131h August 1998 (13/08/1998) at 1330 hours and it will be recalled that the Portsmouth Health 

Care Trust letter (LFU3) states that Dr BARTON was on the ward following accident. 

I query whether, in fact my mother was seen at all. 

A further comment, in the same entry, states, Daughter aware and not happy'. I reiterate that I was 

'not happy' because I could get nothing done for my mother who was simply given pain relief without 

any apparent attempt to discover the cause of her discomfort. 

Finally, in the same entry, the question is raised by, I believe Dr BARTON, 'Is this lady well enough 

for another surgical procedure?' This question was not, however, raised with me. 

On the reverse side of page LH/1/C/11, under an entry dated the 17th August 1998 (17 /08/1998), 
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there are references to my mother's condition following the operation on 14.8.98 (14/80/1998) as per 

the nurse's notes of Haslar, not to her condition on 17.8.98 (17/08/1998). 

There is a comment, I believe in Dr BARTON's handwriting,' ... now appears peaceful'. I know that 

my mother screamed and cried in the period following her re-admission. 

My mother was only 'peaceful' being given Oramorph on 3 occasions which rendered her quiet and 

unconscious. In fact this treatment had rendered my mother incapable of taking any nourishment 

from this point and she did not regain consciousness again. 

I would like to draw attention to the fact that there are no Doctor's notes from the 18th- 2C1 August 

1998 (18/08/1998), (21108/1998). 

O On the same page, under the date of the 21st August 1998 (21108/1998) there is an entry which, I 

believe, is also in Dr BARTON's handwriting which I feel I must challenge. Contrary to what Dr 

BARTON has written I strongly believe that my mother did not have a rattly chest nor any other 

symptoms of Brocho-pnuemonia. 

On page LH/1/C/21 and on the following 3 pages, also so marked and headed 'Contact Record', I note 

that no entries appear to have been made over the period of the 11 th/1ih August 1998 (11108/1998) 

(12/08/1998). 

On page LH/1/C/21, under an entry dated the 13th August 1998 (13/08/1998) there are comments 

which clearly indicate that my mother was not seen by a doctor or examined by way of x-ray 

following herfall at 1.30pm (1330) that day. 

It was not until 7.30pm (1930) or 8.30pm (2030) that it was appreciated that my mother's hip was the 

ecause of my mother's pain. Telephone contact, only, was made and advice sought and given by a 

doctor who did not know my mother. 

I was present on the ward and repeatedly sought help for my mother. I was casually informed by a 

Health Care Assistant, that my mother had indeed had a fall. 

In my opinion there was a serious lack of action for a post operative patient in view of her obvious 

gross 'discomfort' which was brought to the attention of all grades of staff by myself. The comment 

included in the entry, 'daughter informed' may refer to the phone call received after I returned home 

at approximately about 9pm (2100) - lOpm (2200) that evening. 

On the same page, under an entry dated the 17th August 1998 (17/08/1998) there appears to be a 

reference to my mother being in pain and distress but no action was taken. 

There is an 'added' comment which refers to the fact that when my mother was transferred there was, 

'no canvas under patient ... ' In my view this represented a serious breach of work procedures and 
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should be questioned. 

I consider that the circumstances of my mother's transfer from the Royal Hospital Haslar, to the 

Gosport War Memorial Hospital, should be the subject of investigation. How was she brought from 

Haslar? How was she lifted? How was she transferred to her bed? Was the bed moved from the 

wall? How was she deposited in her bed? And by whom? Who was present? 

This was a woman, 2 days post operative, who was transferred on a sheet. How could this have 

happened? And why? 

Who was informed, and when, as regards her degree of pain which was very obvious when I arrived 

30 minutes after this entry was apparently made. 

On the following page there is a further entry which is also dated the 17th August 1998 (17/08/1998) 

t 0 and time at 1305 hours. This entry does not refer to my mother's awful position, which I observed 

upon my arrival, or the fact that I asked the RGN to look at the way in which she was lying and to 

adjust her to be equally on both hips. 

It was at this point that I told the staff that the Royal Hospital Haslar would be prepared to re-admit 

my mother. The surgeon had said that she should not be in pain. 

I once again point to the fact that my mother was pain free and mobilising prior to her transfer. 

It should be noted there is no entry, on the 17th or 18th August 1998 (17/08/1998) (18/08/1998), 

regarding the fact that my sister and I were told that our mother had a massive haematoma. I can find 

no written evidence of this fact. 

I see that no contact notes were made on the 20th August 1998 (20/08/1998). 

,ft In an entry dated the 21st August 1998 (21/08/1998) there is a reference to the fact that, 'daughters 

· visited during morning'. I would state that, in fact, we were constantly at the Gosport War Memorial 

Hospital, day and night, from the 171h August 1998 (17/08/1998) until the time when my mother died. 

I would like to comment, in respect of the Nursing Care Plan on the 2 pages marked LH/1/C/22, 

lacks information regarding the events that occurred. 

With reference to the pages marked LH/1/C/22/4, headed 'Personal Hygiene' and 'Care Plan', there is, 

in my opinion, a gross lack of attention to the needs of daily living. Not even face and hands were 

washed and there are no entries at all on the 1 i\ 19th' or 20th August 1998 (20/08/1998). 

Finally, by reference to the page marked LH/1/C/22/1 and headed 'Nutrition' I comment that, in my 

opinion, this form is sadly lacking in information. 

There are only 3 entries in total and no entries at all in respect of the 1ih, 171
h, 181

\ 19th or 20th 

August 1998 (20/08/1998). 
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Furthermore there is no acknowledgement of the fact that my mother was having NIT., BY MOUTH 

due to her induced unconscious state by the giving of pain relief only for 5 days prior to her death 

and during previous days of the l11
h, 121

h and 131
h August 1998 (13/08/1998). 

I have been shown, by DCI BURT, a copy of a Royal Hospital Haslar Medical Record. Attached to 

this document is a Hampshire Constabulary exhibit label bearing the reference AF/1/C which I have 

signed. 

I would like to comment that in my opinion, when comparing it as a residual account of events with 

the Portsmouth Health Care Trust's Health Record (LH/1/C), it supersedes the latter in terms of 

quality and content. 

Having examined the Medical Record (AF/1/C) I consider it to be totally accurate as regards the 

0 condition and treatment/care afforded to my mother Mrs Gladys RICHARDS. There is attention to 

detail and all information contained therein is as I remember. 

I would particularly like to highlight a particular issue and refer to a page in the Medical record 

marked (AF/1/C/11). 

It should be noted that after my mother's initial admission to the Royal Hospital Haslar, when it was 

uncertain if she would survive, the doctor, to his credit, has written, 'she is to be kept pain free, 

hydrated and nourished'. 

To me this indicated that there was a will, and an intention, to afford to my mother total care whilst 

she was alive. 

I wish to draw attention to the excellent standard of treatment which my mother received while at the 

Royal Hospital Haslar. She was nursed with care and consideration with, significantly, attention 

: - being paid to hydration and nourishment. There was an expectation, for the immediate future, on her 

transfer to the Go sport War Memorial Hospital. 

In my view this is in direct contrast, in all aspects, to the standard of care and attention which my 

mother received at the Go sport War Memorial Hospital during the last 6 days of her life the most 

notable feature being the refusal to refer her back, once again, to the Royal Hospital Haslar when an 

offer had been received to accept her. 

Signed: Lesley Lack 
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Surname: FUNNELL 

Forenames: ANNE 

Age: 59 Date of Birth: r-co-cie"A-·l 
L·-·-·-·-·-·-·-·-·-·-·-} 

Address: MEDICAL RECORDS OFFICE ROYAL HOSPITAL HASLAR, HASLAR ROAD, GOSPORT, HAMPSHIRE 
Postcode: P0122AA 

Occupation: MEDICAL RECORDS MANAGER 

; O Telephone No.: [~-~~~-~~-~~-~] 
Statement Date: 25/02/2000 

Appearance Code: 1 Height: 1. 71 Build: 

Hair Details: Position 

Eyes: Complexion: I 

Glasses: Use: 

Accent Details: General Specific Qualifier 

Number of Pages: 1 

I am the Medical Records Manager for the Commanding Officer and I work at the Royal Hospital 

Haslar. 

I have been asked, by Detective Chief Inspector BURT , to provide a copy of a medical record 

relating to a former patient named Gladys Mabel RICHARDS who received treatment at this hospital 

during July and August 1998. 

I produce a true copy of the medical record in question and it has, attached to it, a Hampshire 

Constabulary exhibit label marked AF/1/C which is signed by me. 

Each of the 99 page sides, forming part of the copy file and containing information, is marked with 

an individual reference which is derived from the master reference AF/1/C/1-99. 

I have retained the original copy of the medical records and attached to it is a Hampshire 
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Constabulary exhibit label marked AF/1 which is signed by me. 

I will make the original file available for inspection in connection with the police investigation 

process. 

I also produce a 2 page schedule which details the 11 x-ray images which were taken of Mrs 

RICHARDS whilst she was admitted to the Royal Hospital Haslar. The schedule has attached to it a 

Hampshire Constabulary exhibit label marked AF/2 which is signed by me. The x-ray images, 

retained by me, are similarly labelled and marked AF/2/1-11 . 

. 0 

\-

Signed: Anne FUNNELL 
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Surname: MACKENZIE 

Forenames: GILLIAN 

Age: 68 Date of Birth: r-cocie-·A-·i 
L·-·-·-·-·-·-·-·-·-·-·-} 

Address: r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-Code-·A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Postcode: i·-c-ocie·A-! 
·-·-·-·-·-·-·-·-·-·-·-·i 

Occupation: RETIRED PERSONNEL MANAGER 

.. Telephone No.: f.-·-·-·-co-Cie·A·-·-·-·1 ; C) -·-·-·-·-·-·-·-·-·-·-·-·-·-·-
Statement Date: 06/03/2000 

Appearance Code: 1 Height: 1.68 Build: 

Hair Details: Position 

Eyes: I Complexion: I 

Glasses: Use: 

Accent Details: General Specific Qualifier 

Number of Pages: 27 

I am the elder daughter of the late Mrs Gladys RICHARDS and sister of Lesley LACK who 

currently lives at Gosport, Hampshire. 

My mother died at the Gosport War Memorial Hospital on Friday 21st August 1998 (21108/1998). 

Following my father's death, in 1974, my mother either lived in close proximity to my sister or in 

nursing homes managed by my sister. My sister retired recently after a long career as a trained nurse. 

She has many years of nursing experience especially in the care of elderly people. 

Immediately prior to her death my mother resided in a nursing home located at Lee-on-Solent, near 

Gosport, Hampshire. It was called the 'Glen Heathers' Nursing Home . My sister, having retired to 

live in the Gosport area, was not concerned in any way with the management of these premises. 

During the time my mother was a resident at the 'Glen Heathers' Nursing Home I occasionally visited 
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her there. 

During the last six months of her life I became unhappy with the standard of care which my mother 

was receiving at the 'Glen Heathers' Nursing Home and I made various complaints. 

I particularly recall one visit to my mother which occurred during the last six months of her life. 

I noticed that my mother was suffering with a very bad cough. I asked the nursing staff why she 

wasn't being given antibiotics. I was told that it was because she was on other drugs. I was told, 

furthermore, that my mother was being given tranquillisers. I had not, previously, been aware of this 

fact. 

I was very concerned and I decided to see Dr BASSETT who was my mother's GP. I asked him 

about the choice of drugs which were being prescribed for my mother. 

() He was aggressive and defensive and did nothing to alleviate my queries. As I had previously done 

some research, relating to another matter, I had formed the opinion that the drugs which were being 

administered to my mother could contribute to her confused mental state and deterioration of her 

physical health. One drug was Trazodone, a Tricylic and the other was Haloperidol, a Neuroleptic 

drug. 

Following the meeting with my mother's GP I sent him a copy of a book called Toxic Psychiatry'. I 

did so in order to draw his attention to the possible side effects of the drugs in question. I had formed 

the personal view that the drugs which were being administered to my mother were capable of 

adding, significantly, to the symptoms of her so called dementia, falls etc. 

Early in the morning, on Thursday 30th of July 1998 (30/07/1998) I received a telephone call from 

Mrs Karen REED who is my niece. She informed me that my mother had been admitted to the 

e Haslar Hospital , in Gosport, and was about to undergo surgery. 

Mrs REED told me that my mother had suffered a fall at the 'Glen Heathers' Nursing Home and that 

she was going to have an operation to address a broken hip. 

I immediately travelled from my home, in Eastbourne, to the Haslar Hospital. I arrived there shortly 

before my mother was brought, from the operating theatre, back onto the ward. 

During my mother's stay at the Haslar Hospital I remained with her, throughout, apart from two brief 

visits back to my home. I was with my mother until shortly before she was transferred to the Gosport 

War Memorial Hospital. 

Together with my sister, Mrs LACK, I had visited the Gosport War Memorial Hospital in order to 

examine the facilities before my mother was transferred. My sister and I were in agreement that she 

should be transferred there. 
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I would like to clearly state, at the outset, that I have absolutely no criticism whatsoever of the Royal 

Hospital Haslar . The staff, at this hospital, handled my mother's case in a very professional way 

both medically and so far as the quality of nursing was concerned. 

I also believe that my sister and I received effective psychological support. The staff were open and 

honest. They fully answered our questions and freely volunteered information. 

We were well aware of the situation my mother was in and the possibility that she may not survive 

the operation. Naturally, when my mother began to recover, we were delighted with her progress. 

At the Haslar Hospital my sister and I discussed with, I think, a Dr REID what would happen when 

she was discharged. Neither my sister nor I were happy at the thought of her going back to the 'Glen 

Heathers' Nursing Home. The Social Services Department subsequently carried out an investigation 

0 into the Nursing Home care. 

It was decided that our mother would be transferred to the nearby Gosport War Memorial Hospital 

for rehabilitation for about four weeks. She was, by then, using a zimmer frame. Following this 

period of recuperation a decision would then be made as regards where she would go after that. 

I think another hospital was mentioned. I'm not sure but it may have been the Queen Alexandra 

Hospital, or similar, and she would receive care there. 

Following her stay at the Haslar Hospital my mother she was certainly far more alert than she had 

been in the 'Glen Heathers' Nursing Home but, of course, we were under no illusions regarding her 

survival chances bearing in mind her age. 

Whilst at the Haslar Hospital my mother was not given the Trazadone drug which had been 

administered to her at the 'Glen Heathers' Nursing Home. She seemed far happier, more alert and 

'e could certainly recognise myself and my sister. Furthermore, on occasions, she could speak 

coherently. Not very long sentences but she was coherent. My mother was eating well and looking 

far better than she had done for months. 

I returned home, to Eastbourne, just before my mother was transferred from the Haslar Hospital to 

the Gosport War Memorial Hospital. My sister rang me and said that my mother had settled in. 

However, within a couple of days I received a telephone call, late one evening, from sister Mrs 

LACK. She was very distressed. She told me that my mother had suffered a fall at the Gosport War 

Memorial Hospital. She was going to be x-rayed the following morning and would possibly be 

transferred back to the Haslar Hospital. 

The following morning I travelled, from my home, to the Gosport War Memorial Hospital. I 

discovered that, in fact, my mother had already been transferred to the Haslar Hospital. I then went 

on to the Haslar Hospital. 
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On arrival I discovered that, in fact, my mother's new hip, which had been dislocated again at the 

Gosport War Memorial Hospital, had been manipulated back into place. She remained at Haslar 

Hospital for two or three days and she was then transferred back to the Gosport War Memorial 

Hospital. 

During her stay at the Haslar Hospital my mother made a good recovery and became quite alert 

again. It was mentioned to me, but I can't remember who by, that my mother had been dehydrated 

when she was admitted to the Haslar Hospital from the Gosport War Memorial Hospital. I did not 

find that altogether surprising in view of the fact that, at the Gosport War Memorial Hospital, my 

mother had been tranquillised again. 

I was told by my sister, Mrs LACK, that she had made her views known to the nursing and medical 

0 staff at the Gosport War Memorial Hospital that such strong medication would not aid rehabilitation, 

eating, drinking, physiotherapy or walking with a zimmer frame. 

My sister and I arranged to be at the Gosport War Memorial Hospital when our mother was 

transferred. We wanted to meet her when she arrived. In the event we were, in fact, about quarter of 

an hour later. 

We had firstly gone there, on the morning of her transfer, at about half past ten (1030) only to be 

advised that she would, in fact, be there at twelve o'clock (1200). We arrived at about quarter past 

twelve (1215). 

As my sister and I went through the doors of our mother's ward we could immediately hear her 

moaning. I am a lay person but I would say, quite confidently, that my mother was moaning in pain. 

We went into our mother's room which, I think, was room number 3, to find a female care assistant, 

e or someone of that category, attempting to feed her with lunch. 

The care assistant's first words to us were, 'Well thank goodness you've come because she won't eat 

what I'm trying to make her eat and maybe you'll have more success'. 

Frankly, I was not surprised that my mother did not want to eat the food. It was an absolute mush. 

She had, a short time before, been perfectly happy eating vegetables in the normal cooked state and 

other food, whilst at the Haslar Hospital. This is confirmed in the Royal Hospital Haslar Medical 

Record (AF/1/C/63). 

I told the care assistant that I was not surprised that my mother was unwilling to eat because it was 

obvious to me that she was in pain. My sister was with me on this occasion. The care assistant said 

'Well no it's not, it's dementia'. 

Once again I expressed the view that my mother was obviously in pain and I asked a care assistant to 

go and get a qualified nurse. 
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I pulled back the sheet, which was covering my mother, and I could see that she was lying in a very 

awkward position with weight onto her newly replaced hip which had been, so recently, subject to 

yet further treatment as a result of the fall at the Gosport War Memorial Hospital (see AF/1/C/34). 

I expressed the view, to my sister, that it appeared as if our mother had been rolled off the stretcher, 

during the transfer process, onto her bed. The bed was beside a wall and it would have been 

necessary to move it out in order to effect a transfer from a stretcher onto the bed. 

With that a qualified nurse came into our mother's room whose name, I believe, was Margaret. I 

can't recall her surname at the moment. By this time I had covered my mother up. My sister told this 

nurse that our mother was obviously in pain and she pulled back the sheet in order to shown her the 

position that she was lying in . 

. 0 The nurse then, with the aid of my sister, repositioned my mother so that her leg was straight (see 

AF/1/C/34). This resulted in my mother assuming a more appropriate position. My sister told the 

nurse that our mother should have a cushion between her legs. We also told the nurse that it was 

obvious, to us, that our mother was in great pain. We asked her what had happened but she didn't 

really make any comment. 

However, from that point we had a great deal of attention given to us by the nurse manager who was 

called Philip BEED . He acknowledged that my mother was in pain and that something should be 

done. He gave our mother an injection the purpose of which, I believe, was to ease her pain. 

We asked Philip if a doctor could be called to examine our mother and whether she should be x­

rayed. Philip appeared to do everything possible then. He got the forms necessary for my mother to 

have an x-ray but, in the first instance, they were not acceptable as they had to be signed by a doctor 

e who was not due in until half past three (1530) that afternoon. 

Eventually a Dr BARTON arrived and she examined our mother. Dr BARTON agreed that she 

should be x-rayed. My sister and I accompanied our mother to the x-ray department. She was still 

moaning in pain despite having been given pain killers but she was able to speak coherently at times. 

When we arrived at the Gosport War Memorial Hospital x-ray department the staff would not allow 

my sister to stay with our mother during the x-ray process. We could hear her moaning, through the 

door to x-ray department, throughout the time she was having the x-ray taken. 

After the x-ray process had been completed my sister and I asked what had been seen on the x-rays. 

My sister asked, specifically, if she could see the results, whilst in the x-ray department, but this 

request was refused. My mother was then taken back to her room in the ward. 

In the meantime my sister made enquiries at the Haslar Hospital in order to establish whether our 

mother could, once again, be transferred there. Whilst she was doing this I sat with my mother. 
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Around this time Philip BEED came into my mother's room. He told me that I would be reassured to 

know that my mother has not dislocated her hip again, 'but she may have suffered some bruising'. 

Later, after my sister had returned, Philip returned to our mother's room where we sitting with her. 

He said, 'I'm going to make her life easier and give her an injection of Diamorphine '. 

I immediately reacted and said 'No you're not giving her Diamorphine. Are we talking about a case 

of euthanasia here because I warn you I will not tolerate euthanasia'. 

A few moments later I saw Dr BARTON pass my mother's room. My sister and I went out into the 

corridor to speak to her. My sister told Dr BARTON that she had spoken to the staff at the Haslar 

Hospital and established that they were quite happy to have our mother referred back to them. 

In reply Dr BAR TON said that she thought our mother had experienced quite enough trauma for that 

() day and she didn't think it was right to send her back to Haslar then. She stated that they would keep 

her pain free overnight. The decision, regarding the referral back to the Royal Hospital Haslar, 

would be reviewed in the morning and that we should come in early when the review was going to 

be carried out. 

I would like to highlight, for consideration, the appropriateness of an apparent 'policy' which 

effectively prevents patients being referred after working hours. 

My sister and I arrived back at the Gosport War Memorial Hospital on the Tuesday morning. We 

were seen by Philip BEED who took us into his office. He told us that nothing could be done for my 

mother. She had, according to Philip, developed a massive haematoma on the site on the site of her 

hip operation and the only possible means of treating our mother was to put her on a syringe driver 

with Diamorphine so that she would have a pain free death. 

l 4t The impression given to me, by Philip BEED, was that my mother's death was imminent. He stated, 

when I asked him later that afternoon how long it would be, that it was not possible to be sure. It 

could be hours or longer. 

I was aware of the implications of a syringe driver and so was my sister. We had both agreed that a 

syringe driver could be used. We went into my mother's room when Philip came in and set up the 

syringe driver with the Diamorphine. My sister was greatly distressed at this because my mother 

would not regain consciousness or see us again and we wouldn't have a chance to speak to her. 

Later on during that morning, at about half past eleven, my niece Rebecca arrived with her baby. Dr 

BARTON came to the doorway of the room and said 'Presumably things have been explained to you 

about the syringe driver'. 

My sister and I both said 'Yes'. 

Dr BARTON then said 'Well, of course, the next thing for you to expect is a chest infection'. 
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My sister and I said 'Yes, we realise that'. 

I have been present, when death has occurred and I know that pneumonia, or a chest infection, or a 

'dead man's rattle', as the moment of death approaches, can be a nonnal thing. That was the only 

conversation we had with Dr BARTON. 

There was no mention whatsoever, by Dr BARTON, of surgery or intervention by surgery to relieve 

the haematoma or, indeed, any reference to the fact that she didn't think my mother would stand a 

general anaesthetic. 

If such a conversation had taken place I would have pointed out to Dr BARTON that my mother had 

withstood a hip replacement procedure, without a general anaesthetic and that when it had been 

dislocated again, at the Gosport War Memorial Hospital, she had been transferred back to Haslar 

()Hospital where the new hip had been manipulated back into place without a general anaesthetic. 

I stayed with my mother until very late that Tuesday night. It was past midnight, in fact, when my 

son arrived from London. As from Wednesday night my sister also sat in with me all night long and 

we both remained, continuously, until twenty past nine (2120) on the following Friday evening when 

my mother died. 

During that time Dr BAR TON did not visit my mother. I am quite certain of this because our mother 

was not left alone, in her room, at any time apart from when she was washed by nursing staff. Either 

my sister, or I, was with her throughout. 

I slept in a chair beside my mother's bed and at no time did I notice, in her, any signs or symptoms of 

pneumonia. 

During the Wednesday night and Thursday morning there was a particular nurse on duty. I think her 

ename was Sue. At about four o'clock (0400) in the morning, when she came in, she was of the 

opinion that our mother would probably only survive for another half hour or so. She delayed going 

off shift. However, my mother rallied and continued to live until the Friday. 

I am of the opinion that if my mother had been near death, as we were led to believe by Philip BEED 

on the previous Monday, she would not have survived until the Friday night. I believe that this is a 

strong indication of the actual state of her health. 

It seems to me that she must have had considerable reserves of strength to enable her to survive from 

the Monday until the Friday, five days, when all she had was a diet of Diamorphine and no hydration 

whatsoever, apart from porridge, scrambled eggs and a drink, at the Royal Hospital Haslar, before 

transfer to the Gosport War Memorial Hospital. 

As a result of what I had been told by Philip BEED on the Tuesday morning I had been expecting our 

mother to die within 24 hours or so. It troubled me that she was not on a drip as the week progressed. 
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I think that she was dehydrated and with the Diamorphine this was probably the cause of death 

although, of course, with a haematoma, if action isn't taken very speedily, that can cause death as 

well. I was at a loss to understand why action wasn't taken, promptly, as soon as a haematoma was 

discovered. 

It is my understanding that just such a complication should have precipitated an immediate referral 

back to the Royal Hospital Haslar (AF/1/C/75). 

As regards the issue of transferring our mother back to the Haslar Hospital my sister had mentioned it 

to Dr BARTON who had told us, on the Monday evening, that a decision about that would be made 

on the Tuesday morning. However, when my sister and I arrived at the Gosport War Memorial 

Hospital, on the Tuesday morning, a decision had been made that, as my mother was dying, the only 

C) thing to do was to give her a pain free death. I think the haematoma would have shown up on the x­

ray that was taken on the Monday afternoon. 

The staff at the Has]ar Hospital had told my sister that they would be willing to accept our mother if 

she was referred back to them for treatment although we didn't know she had a haematoma at the 

time this was discussed. 

My sister clearly told Dr BARTON, in my presence, about the offer that the Haslar Hospital had 

made to her. In the circumstances I don't think that Dr BARTON who is, I believe, a GP was 

qualified to make the decision to deny our mother the chance to receive treatment at the Haslar 

Hospital. 

I believe that it is possible that my mother could have been effectively treated at the Haslar Hospital 

where she had, only recently, twice undergone, and survived, hip treatment. Furthermore, on each 

. e occasion, her general health had improved considerably whilst under the care of staff at the Haslar 

Hospital. 

In my view a consultant's opinion should have been sought when the haematoma was discovered. It 

is also my view that Dr BARTON's decision not to refer our mother back to Haslar Hospital where 

the causes of her condition, and not merely the symptoms, could have been addressed, effectively 

denied her the opportunity of having a chance to be treated, to survive and to recover even if this was 

for a short time. I believe that a decision was made, for reasons which I do not accept, to reject 

treatment options which would have given our mother a chance to recover and, instead, a course of 

palliative treatment was commenced, which effectively, condemned her to death without any chance 

of recovery. Palliative treatment does not necessarily have to cause unconsciousness. 

I have been shown by Detective Chief Inspector BURT , some handwritten notes bearing the 

Hampshire Constabulary exhibit label, marked LFU2, which I have signed. 
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I was aware of the fact that these notes were being made by my sister, Lesley LACK, because she 

was making them in our mother's room at the Gosport War Memorial Hospital. Frequently, I was 

sitting beside our mother, holding her hand and trying to reassure her, whilst my sister was sitting in 

the same room making her notes. 

We agreed that my sister should make the notes because of the increasing concerns we had over the 

quality of care that was being given to our mother at the Gosport War Memorial Hospital. 

Obviously, therefore, my sister began to make her notes before our mother died ad before we became 

aware of various other things since. 

I was not a direct party to the writing of the notes. The comments and observations made are those of 

my sister. I was, however, in the company of my sister during most of the_ period, and during most of 

, 0 the incidents, she refers to in her notes. My sister and I discussed particular issues as she wrote about 

them. 

I recall that a copy of my sister's notes were given to Lesley HUMPHREY, the Quality Manager of 

the Portsmouth Health Care Trust, on Wednesday 191h August 1998 (19/08/1998) after we had 

complained. 

I recall that I read through the notes, which my sister had made, prior to them being copied for Mrs 

HUMPHREY. It is possible that some additions were made to the notes, by my sister, at that time 

which would account for the way the notes are written. The notes embody a series of questions in 

respect of which, as part of our complaint, we sought answers from the Portsmouth Health Care 

Trust. 

The notes do not incorporate any of my handwriting. All the handwriting is that of my sister, Lesley 

-LACK. The original notes which I have been shown (LFL/2) comprise of five numbered pages (1-5) 

plus an additional page which is un-numbered (LFIJ2A). I note that the page numbered '5' has been 

signed by my sister. I cannot say whether the additional, un-numbered, page was copied to Mrs 

HUMPHREY or not. Whilst I agree with its content I do not recall seeing it before. 

My sister provided me with a copy of the notes, on or about the 28th September 1998 (28/09/1998) 

which I produce. Attached to my copy is a Hampshire Constabulary exhibit label bearing the 

reference GM/1 which I have signed. 

I have, once again, read the notes (LFL/2), including the additional un-numbered page. I would like 

to make the following general observations drawing on the contents and other recollections. 

My sister has commenced her notes by referring to the occasion when my mother was admitted to the 

Gosport War Memorial Hospital, from the Haslar Hospital, on Tuesday 11th August 1998 
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( 11108/1998). 

I was not in Gosport at that time but I would like to comment on and echo the concern expressed by 

my sister about, the fact that 'Oramorph' was almost immediately administered to our mother when 

she was, in all probability, exhibiting signs of her dementia which were, perhaps, 'misread' as pain. 

Whilst at the Haslar Hospital, a matter of hours before, our mother had been pain-free and was not 

rendered unconscious by any form of pain relief medication except for surgery and shortly 

afterwards. 

I have to say that I have serious concerns about the possible and inappropriate use of 'Oramorph', at 

this stage in my mother's treatment, as a means of suppressing the 'inconvenient' aspects of her 

anxiety and dementia. 

• 0 I note that there is a reference in the notes, under the date of Thursday 13th August, to my niece Mrs 

REED. I would like to point out that Mrs REED is not only a trained nurse but she has worked I the 

Orthopaedic Ward at the Haslar Hospital where my mother underwent treatment. I am appalled, 

given her credentials, that more attention was not paid to Mrs REED's comments and concerns by the 

staff at the Gosport War Memorial Hospital shortly after lunchtime on Thursday 13th August 1998 

(13/08/1998). 

I would like to clearly state that, having read through the notes (LFIJ2), I am in complete agreement 

with them. This would, of course, have been my position on Wednesday 19th August 1998 

(19/08/1998) when I examined them prior to a copy being made and given to Mrs HUMPHREY. 

Whilst I did not write the notes (LFIJ2) and whilst I did not sign them I was a party, at times, to the 

,e preparation process and where, on occasions, my sister has referred to 'I' in fact it could read 'we' as 

. we were together when certain events occurred. 

On the 19th August 1998 (19/08/1998) I wholeheartedly adopted the contents of the notes (LFU2) as 

representing the basis for a joint complaint, with my sister, about the way our mother was being 

treated at the Gos port War Memorial Hospital. 

In due course, following my mother's death, I received a copy of the Portsmouth Health Care Trust's 

response to the copy of my sister's notes (LFU2) which had been given to Mrs HUMPHREY on the 

19th August 1998 (19/08/1998). 

The response was in the form of a letter, dated 22nd September 1998 (22/09/1998) which was 

addressed to my sister, Lesley LACK, and signed by a person named Max MIILETI designated the 

Chief Executive. 

I have been shown, by Detective Chief Inspector BURT, the original letter which bears a Hampshire 
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Constabulary exhibit label, marked LFI.J3, which I have signed. 

I will comment on this letter, in greater detail, later in my statement. 

Initially there was some reluctance, on the part of the Portsmouth Health Care Trust, for me to see the 

letter (LFU3). Only after I made it clear that I was joint complainant did I receive a copy. 

In fact, when I returned home, after my mother had died but before the funeral or just afterwards, I 

telephoned, I believe, Mrs HUMPHREY's office. I told her or Barbara ROBINSON , who was 

possibly dealing with the matter in Mrs HUMPHREY's absence, that I knew about the notes which 

my sister had prepared and asked her to address a further question. 

I wanted to know why a decision was made for my mother to be administered pain relief only 

without hydration. It had taken my mother five days to die and I don't think any fit person would 

0 have been able to survive solely on a diet of Diamorphine with no hydration. This question was not 

answered fully by the subsequent report from Mr :MILLETT (22-9-98) (22/09/1998). 

When I raised this issue with Mrs HUMPHREY she said that would have been explained at the time. 

I told Mrs HUMPHREY that it certainly wasn't explained to me. 

When I received a copy of the letter from the Portsmouth Health Care Trust, commenting on the 

points raised I my sister's notes, I immediately phoned my sister because I was not happy with it. 

Some paragraphs seemed to be totally untrue. My sister expressed similar concerns. 

As an example the notes (LFU2), which were copied to the Portsmouth Health Care Trust, raised the 

question, 'At what time did Mrs RICHARDS fall?' 

The letter in response {LFU3), states, in response to that question, 'She fell at 1330 on Thursday 13111 

August 1998 (13/08/1998), though there was not witness to the fall'. Her door was kept open and 

·e there was a glass window onto the corridor opposite the nursing/reception desk. 

In the Health Record (LH/1/C), to which I will refer in greater detail later in my statement, the time 

of my mother's fall is confirmed as being 1330 and the venue is given as her room. However, my 

niece, Mrs REED, had apparently seen her, as I understood it, in the patient's sitting room but I may 

be wrong. If my mother had been in the patient's sitting room, by herself, this was neglectful because 

the staff knew she would attempt to get out of her chair if she wanted to use the toilet and she 

couldn't possibly do it by herself (see AF/1/C/21). 

By further reference to the letter of response (LFU3) I noted that in reply to the question, 'Who 

attended her?'. There is a response, 'She was attended by a staff nurse Jenny BREWER and a health 

support worker COOK'. This is followed by a further question, 'Who moved her and how?', which 

drew the response, 'Both members of staff did, using a hoist'. 
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If my mother had fallen from a chair, onto her bottom, surely the obvious thing to do, as she had only 

recently undergone surgery for the fitment of a new hip, was to have her thoroughly examined by a 

qualified doctor before moving her at all. In the letter of response (LFU3), page 2, point 4, the 

comment is made, 'Your mother had been given medication, prescribed by Dr BARTON, who was 

present on the ward just after her fall. I understand that it was not your wish for your mother to be 

given stronger medication because it made her drowsy'. 

In my view this does not make sense at all. If someone has possibly dislocated their new hip you 

don't give them a medication to make them quiet you examine them and you do something about it. 

Did Dr BARTON examine my mother? Or, perhaps, was she just asked to look at Mrs RICHARDS, 

who was making a noise, and give her some more tranquilliser. 

Orr Dr BAR TON did not examine my mother that, in my view, was, in the circumstances, pure 

negligence. The first thing any lay person would do if someone falls onto a new hip is to ensure that 

no damage has been done. You wouldn't simply give them a tranquilliser to keep them quiet. 

Turning to the question, in the notes (LFU2), which queried the delay in dealing with the 

consequences of the fall, page 2, point 5, in the letter of response (LFIJ3), 'With the benefit of 

hindsight it is possible to assume that your mother's dislocation could have been identified much 

earlier ... etc'. I would comment that it most certainly could. When she was later undressed they 

apparently discovered that she'd dislocated her hip. That was a very long time to wait. 

I now refer to the question, reiterated in the letter of response (LFIJ3) on page 2, point 7, 'why, when 

she was returned to bed from the ambulance was her position not checked? 

I have spoken to two health care support workers, who were working at the Gosport War Memorial 

4tHospital at the time, one is named Jean, I think and one is named Linda. Linda told me that when 

my mother returned to the Gosport War Memorial Hospital, from the Haslar Hospital, on Monday 

11'h August 1998 (17 /0811998), they were not happy as she seemed to be in pain. They believed that 

there was a prob-lem and they went to get professional advice. I believe that this was at a quarter to 

twelve. My sister and I did not arrive until a quarter past twelve (1215). 

If, as the reply to our question suggests, Staff Nurse COUCHMAN, in fact, attended to my mother at 

the request of the health care workers why didn't she notice the awkward position in which my 

mother was lying. 

I would suggest that Staff Nurse COUCHMAN did not properly attend to my mother or did not, 

perhaps, come until my sister and I asked, half an hour later and actually pointed out to her how my 

mother was lying. 
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Moving to another point, after my mother had been x-rayed at the Gosport War Memorial Hospital, 

on the afternoon of Monday 1ih August 1998 (17/08/1998), I recall that Philip BEED advised me 

that my mother had not dislocated her hip but she might have bruised herself. 

I asked Philip BEED how my mother could have been bruised. He did not provide me with any 

explanation of how it could have happened. 

What, I believe, Philip failed to tell me at that time was that, in fact, my mother hadn't bee 

transported on a stretcher. When I later spoke to the two care workers one of them, Linda, who didn't 

want me to mention to anyone that she'd told me, said that, in fact, my mother had anived back in the 

ward on a sheet on a trolley. It is possible, I would assume, that she was not rolled off the stretcher, 

as I had thought, but she had been rolled off a sheet into the position we found her in and not checked 

0 until we raised the issue with staff. There appears to have been an avoidable delay, on the part of 

Staff Nurse COUCHMAN, to identify this problem. 

I note that in the letter of response (LFU3) on page 2, point 8(c), it states, in reply, 'The ambulance 

crew commented that she showed signs of being in pain as she was put into the ambulance ... etc' I 

would ask why was it then, when she arrived at the Gosport War Memorial Hospital, did they accept 

her? In my view they should have sent her back to the Haslar Hospital there and then. She had left 

the ward at Haslar pain free. 

In response to the question (LFI.13) page 3, point 8(d), 'Why was my request to see the x-rays 

denied?' The reply tendered is not satisfactory. My sister specifically asked to see the x-rays when 

we were in the x-ray department and we were not allowed to see them. 

With regard to the response to question (LFU3) 8 (e) page 3, Dr BARTON felt that the family had 

e been involved at this stage as she discussed the situation fully with you ... etc'. I emphatically deny 

that. She did nothing of the sort. It goes on to state, 'she made sure you were aware that the surgical 

intervention necessary for the haematoma would have required a general anaesthetic ... etc'. This is 

not true. That was never discussed. The only discussion we had about the haematoma was with 

Philip who said nothing could be done except to give her pain relief to aid her in dying. 

My sister and I were not consulted, whatsoever. When they saw that she had a haematoma they 

should have sent her back to the Haslar Hospital there and then. We were not told that our mother 

had a haematoma until the Tuesday morning. 

I feel, very strongly, that this reply represents an attempt to cover up the truth, by Dr BARTON, and I 

would go as far as to say that her gross negligence resulted in the death of my mother. 

I have been shown, by Detective Chief Inspector BURT, a copy of the Portsmouth Health Care Trust 
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Health Record which relates to my mother. It bears a Hampshire Constabulary exhibit label, marked 

LH/1/C, whicll I have signed. I note that each page has been marked with an individual reference. 

Having examined this document I would like to make the following observations. 

I refer to page LH/1/C/7 and I would like to comment in relation to the remark Deaf in both ears'. 

This is true. My mother could hear with a hearing aid but the staff at the 'Glen Heathers' Nursing 

Home had lost it and it had not been replaced. 

Further, 'Cataract operations in both eyes'. This is true but my mother could see with one eye, with 

her glasses, but again, the staff at the same Nursing Home had lost my mother's glasses. 

Further, 'Six month his history of falls'. This is true. Since my mother was administered the 

tranquillisers Trazodone and Haloperidol. 

, 0 As a result of the Social Services investigation I discovered that my mother had suffered 17 falls at 

the nursing llome during the previous 6 months. My sister, who had visited our mother daily in the 

nursing home, was unaware of the extent of the falls. 

Further, 'Alzheimer's worse over the last six months'. I would challenge the accuracy of the 

diagnosis. As I understand it, it is not possible to be certain of Alzheimer's disease unless a post 

mortem on the brain is carried out. I would challenge the comment 'Worse over the last six months'. 

I would suggest that my mother's condition was probably attributable to dementia and the added risk 

of tardive dementia due to the two drugs in question. 

I now move to LH/1/C/8 which is a note made by, I think, Philip BEED, the charge nurse in my 

mother's ward at the Gosport War Memorial Hospital. He mentions that in addition to the treatment, 

ie, drugs that the staff at the Haslar Hospital had recommended, the staff at the Gosport War 

,:e Memorial Hospital had added 'Oramorph'. I challenge the need for 'Oramorph'. My mother had not 

needed it whilst she was being treated at the Haslar Hospital except for pain. Why did she need it at 

the Gosport War Memorial Hospital within 48 hours of arrival except for dislocation of new hip later 

on? 

I move to LH/1/C/9 which is a letter written by Dr R I REID . In this letter Dr REID comments that 

my mother's mobility had deteriorated over the previous six to seven months and I have already 

indicated why I think that was the case. Furthermore Dr REID states that my mother's 'daughters' had 

indicated that my mother had been 'knocked off (out} by the prescribed medication for months and 

had 'not spoken to them for. six or to seven months'. Well, in truth, my mother did speak to us. Not 

long conversations, not always full sentences, but she certainly did speak. She also recognised who I 

was. 

Dr REID also mentions that since the Trazodone has been omitted' we had indicated that our mother 
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had 'been much brighter mentally'. In fact I would say that my mother had been more bright, 

mentally, than she had been during the last six months in the 'Glen Heathers' Nursing Home although 

I only saw her occasionally, usually after a bout of ill health or a recorded fall. 

Further, Dr REID says that my mother, ' ... was clearly confused and unable to give any coherent 

history'. I would suggest that when you are questioning a lady who has dementia, and cannot hear a 

thing without a hearing aid, she is likely to be confused plus the fact she couldn't lip read because she 

hadn't got her glasses. 

Moving to LH/11C/11, which I think contains notes made by Dr BAR TON. In an entry, dated 11th 

August 1998 (11108/1998), the date on which my mother was transferred to the Gosport War 

Memorial Hospital, from the Haslar Hospital, Dr BARTON has made a surprising statement, 'I am 

()happy for nursing staff to confirm death'. 

There was no indication, from the staff at the Haslar Hospital, that my mother was anywhere near 

death. Why should Dr BAR TON assume that she was going to die? 

The plan for my mother was that she should remain for about four to six weeks at the Go sport War 

Memorial Hospital before she was referred, for rehabilitation with her zimmer, to another hospital. I 

do not understand why Dr BARTON should feel it necessary to make this comment at the outset 

unless, of course, she had already had it in her mind that she had got a 91 year old patient who was, 

in her opinion, a damn nuisance and that this was going to be the outcome. 

Further, in respect of LH/1/C/11, under date of the 14th August 1998 (14/08/1998), 'is this lady well 

enough for another surgical procedure?' I would point out that this was prior to the successful 

referral back to the Haslar Hospital. Perhaps it is fortunate that Dr BARTON relented, on that 

i. e occasion, otherwise my mother could, perhaps, have been placed on a syringe driver earlier than, in 

fact, she was and I make the point that Dr BAR TON was making decisions which, I suggest, she was 

not qualified to make. 

Further, in an entry dated the 18th August 1998 (18/08/1998) Dr BARTON states that 'I will see 

daughters today'. Well she might have said she was going to but she certainly didn't except for brief 

reference to syringe driver at approximately 1130 am. 

I have to say that I suspect that these notes (LH/11C/11) were not made as per the dates. I believe 

that they could, in fact, have been made retrospectively. 

I must say that the notes in the Portsmouth Health Care Trust Health Record are very scant. I notice 

that there is a gap between the 18th and 21st August 1998 (21108/1998). 

Moving to LH/11C/14 I note an entry, dated 11th August 1998 (11/08/1998) which states 'Admitted 
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from E6 ward, Royal Hospital Haslar, into a continuing care bed'. For me the issue is 'continuing 

care' and not 'terminal care'. 

Moving to LH/1/C/15 there is a comment 'Patient has no apparent understanding of her 

circumstances due to her impaired mental condition'. My mother knew she was in pain. She couldn't 

hear what anybody said to her. It is no good asking somebody a question when they cannot hear a 

thing and then say it is due to dementia. 

Moving to LH/1/C/21. There is an entry dated the 13th August 1998 (13/08/1998) which is timed at 

1300 hours. [t states, 'Found on floor at 1330 hrs, checked for injury none apparent'. I would ask 

who it was who checked for injury. It should have been a qualified doctor. 

I note that a recorded time, later in the same entry, has apparently been changed from 2000 hrs to 

() 1930 hrs. There is a reference to the fact that a Dr BRIGG was contacted, presumably he or she did 

not attend in person, but this does not, apparently, correlate with the time my sister was contacted. Dr 

BRIGG is recorded as having advised, 'X-ray am (and) analgesia during the night. Inappropriate to 

transfer for x-ray this pm. Daughter informed'. 

I would strongly query whether it was, in fact, inappropriate or simply contrary to 'policy'. 

I wish to draw attention to the fact that Dr BARTON was apparently in my mother's ward shortly 

after she fell. She therefore had the opportunity to, and should have, put in hand steps to properly 

diagnose and rectify the 'cause' of my mother's pain and distress immediately. She did not. This 

resulted in my mother having to endure hours of unnecessary suffering. There is no reference, in the 

clinical notes, to the fact that Dr BARTON attended to my mother after her fall. I question what, in 

fact Dr BARTON actually bothered to do at that stage apart from, perhaps, advocating painkillers or 

e tranquillisers. 

Further, on LH/1/C/21, under the date 1 ih August 1998 (17 /08/1998) and timed at 1148 hrs, there is 

an entry which states, 'Returned from RN Haslar, patient very distressed and appears to be in pain'. 

However, when we arrived we were told that our mother was not in pain, it was her dementia. 

I would like to draw attention to the fact that there is an addition to this entry as follows, 'No canvas 

under patient - patient transferred on sheet by crew'. I would suggest that it is possible that this has 

been added later and after, perhaps, I had spoken to the two care support workers who told me what 

had really happened. There is a further entry, under the same date, which states, 'To remain in 

straight knee splint for 4/52 ... pillow between legs at night'. There was no pillow put between my 

mother's legs, when we arrived half an hour after she had bee admitted, and her left was certainly not 

straight. There is a further entry, 'No follow up unless complications'. Surely a haematoma is a 
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serious complication. 

Further, on LH/1/C/21, under the date 18th August 1998 (18/08/1998) and timed 'am', 'Reviewed by 

Dr BARTON. For pain control via syringe driver'. It appears, to me, that Dr BARTON had not 

given any serious consideration to the option of surgical intervention. The entry goes on, timed at 

1115, 'Treatment discussed with both daughters'. That is not correct. We were there at 9 o'clock 

(0900) in the morning and we had the conversation with Philip BEED who told us nothing could be 

done and discussed the use of the syringe driver and Diamorphine. 

He said that my mother had developed a massive haematoma and that the kindest way to treat her 

was to put her on Diamorphine, to ease her pain, until she died. 

The entry goes on, They agree to use of syringe driver to control pain and allow nursing care to be 

• ogiven'. Yes, we did agree the syringe driver because we were under the impression she was going to 

die within 24 hours or very soon. 

Further, on LH/1/C/21, under the date 21st August 1998 (21/08/1998), ... 'Daughters visited during 

morning'. In truth we were there the whole time. We were virtually living there. 

I have been shown by Detective Chief Inspector BURT, a copy of a Portsmouth Health Care NHS 

Trust' Risk Event Record' attached to which is a Hampshire Constabulary exhibit label, marked LH/2 

which I have signed. 

I would like to comment on an entry on page 1 under section 7, 'Patient sat in chair in room 3 found 

on floor by the nursing staff. I have already queried where she fell. 

I would like to comment about the fact that, after the 18th August 1998 (18/08/1998), staff members 

continually expressed their surprise at the length of time our mother continued to live. I believe that 

'4t this was indicative of her strength and, as a critical factor worth mentioning, her ability to potentially 

cope with a further referral to the Haslar Hospital for surgical intervention, had she been granted this 

opportunity by Dr BAR TON. 

I have been shown, by DCI BURT, a copy of a Royal Hospital Haslar Medical Record. Attached to 

this document is a Hampshire Constabulary exhibit label bearing the reference AF/1/C which I have 

signed. 

1 would like to make the observation that, as a lay person, this record appears to me to be far superior 

to the health record (LH/1/C) in terms of content and detail. 

I would also like to observe that each time my mother was discharged from the Royal Hospital Haslar 

the outlook, in terms of her health, seemed positive but, upon admission and re-admission to the 

Gosport War Memorial Hospital, it seemed to me that her condition quickly deteriorated. 
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I have been shown a copy of a report, made by Dr LORD , which has attached it to a Hampshire 

Constabulary exhibit label bearing the reference LH/4, which I have signed. 

If this report purports to be an objective assessment of the medical and nursing care and attention 

given to my mother at Gosport War Memorial Hospital then I would challenge its value as such. Dr 

LORD did not, apparently have any dealings with my mother and she prepared her report on the basis 

of reading other documents and contact with colleagues. 

I have been shown a copy of an enquiry report to which is attached a Hampshire Constabulary exhibit 

label bearing the reference LH/4 which I have signed. 

I have been provided, by DCI BURT, with a typed copy of the enquiry report (LH/4). The copy, to 

which is now attached to a Hampshire Constabulary exhibit label bearing the reference GM/2 and 

()signed by me, was constructed to enable me to add handwritten comments which I have done. 

I would like to point out that where I have chosen not to comment on a particular reply or issue this 

does not imply that I necessarily agree with, or accept, what has been stated. 

I would like to raise an issue regarding the cause of my mother's death as recorded on the Death 

Certificate. At the time of her death and, so far as I am concerned, for 2 or 3 days beforehand, my 

mother was not seen by a doctor. 

On the 181
h August 1998 (18/08/1998) Dr BARTON had commented that, 'The next thing will be a 

chest infection', suggesting to me that, so far as this doctor was concerned, there was no chest 

infection present on that day, the 18th August 1998 (18/08/1998). Furthermore, from my own 

observations, there was no indication of a chest infection up until the time of my mother's death. 

A doctor did not attend my mother upon her death. My sister and my niece laid my mother out, in 

-my presence and then we waited while she was prepared to go to the mortuary. 

I find it hard to understand how a doctor could have certified death as being attributable to bronco­

pneumonia in these circumstances and with no reference to the haematoma. 

I would like to draw attention to the fact that no reference to the alleged onset of bronco-pneumonia 

appears in the Health Record (LH/1/C) prior to my mother's death. 

Furthermore there is no reference to the presence of a haematoma on the 17th August 1998 

(17/0811998) or indeed, afterwards. 

In conclusion I would ask the question 'Was the cause of my mother's death Diamorphine poisoning 

and dehydration?' 
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GLADYS RI CHARDS 

COMMENTS ON REVERSE OF HASLAR FILE PAGES: 

HASLARFILE 

AF/1/C/10- Comments on reverse 
Why should there be a problem with a haematoma at Gosport with a platelet count of 
260. My husband with myelo-moncytic leukaemia had a platelet count of less than 15 for 
the last six months of his life, received by transfusion??? it went below ten. Note the 
clotting APTT. Death was caused cerebral vascular accident due to leukaemia. 
G M MacKENZIE 

There was no write up or evidence of a haematoma on the Gosport file. 

We were fully aware and in the picture and agreed no life support machine in the event of 
cardiac arrest etc. In fact we brought up the subject. DNR but in the event of terminal 
complications my mother should be kept pain free, hydrated and nourished. 

(p . 1 ??? ??? . ) ractica . . . . . . time . 

Whilst I was in agreement with proposed procedures in the event of cardiac arrest etc that 
does not mean that I accept dehydration and morphine overdose for a non existent 
haematoma or to 'finish off a 91 year old at the whim of a nurse/doctor or the policy of 
the hospital (BEED/BARTON/LORD) at Gosport. 

AF/1/C/21 - Comments on reverse 
This was confirmed with nursing staff by my sister and I when we visited Go sport prior 
to transfer. I made the point that my mother would attempt to get out of chair by herself 
if she could not summon nurses help. I made the point I was relieved she was going into 
a single room with a large glass window opposite the nursing desk so that a constant eye 
was kept on her. How is it that nursing staff did not know how long she had been on the 
floor after the fall if she was in her room. I suspect no heed had been taken to our 
warnings and concern and she was in the day room unsupervised, where my niece saw 
her shortly after her fall on the 13.08.98 (13/0811998). 
(Karen REED). 
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AF/l/C/28 - Comments on reverse 
Isn't a haematoma a complication? 

Why were there no procedures at Gosport. Why we we told by P BEAD that mother was 
dying when there was no evidence of a haematoma except in BEED's mind? 

AF/1/C/34 - Comments on reverse 
Drugs PRN following manipulation dislocated hip after fall at Gosport 13/8. 

Compare with Gosport. 

AF/1/C/43 - Comments on reverse 
Haloperidol lmg with fractured hip. 

Compare with Gosport. 

AF/1/C/46 - Comments on reverse 
2.5mg Morphine following surgery at Haslar but 40-200mg at Gosport for a non existent 
haematoma! 

Morphine 

Operation day 2.5 3017 
2.5 0150 3117 
2.5 1908 
2.5 1920 118 
2.5 0720 2/8 

Co-codamol 2 tablets 1/8 - 7/8 see chart. 

Haloperidol following op for fractured hip. 

2mg. 

Compare with Gosport. 
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AF/1/C/48- Comments on reverse 
There was no ??? or morphine prescribed as per Gosport and the treatment was ok - no 
haematoma at Gosport reported 11-14 or 14-17 at Haslar. No evidence of Haematoma at 
Go sport. 

AF/1/C/63 - Comments on reverse 
My mother was not refusing food. 

AF/1/C/64 - Comments on reverse 
This is not the appetite of a dying woman. 

AF/1/C/65 - Comments on reverse 
My mother's appetite may not have been up to steak and chips but she was eating. 

AF/1/C/66- Comments on reverse 
Before transfer to Gosport, 11.8.98 (11108/1998) my mother was eating but no food or 
fluid given unless my sister was there to give it. Reference on Gosport file to food being 
refused was because my mother was too sedated with Oramorph soon after arrival -
administered by BEED etc. See Gosport files. 

AF/l/C/84 - Comments on reverse 
This backs my statement, after 3 days at Gosport 11-14/8/98 (11108/1998), (14/08/1998) 
my mother was dehydrated. 

AF/?? - Comments on reverse 
Haematomas are not uncommon but you do not 'fmish off the patient because of them. 
What was the procedure at Haslar/Gosport, following a serious fall down stone steps my 
heel of the shoe went into the ankle, the ankle bone of the other foot - massive 
haematoma followed on ankle and sole of foot. Treatment bandage, feet up (raised) bed 
rest for five days, with co-codomol and a packet of frozen peas. I was not sedated! 

AF/1/C/88- Comments on reverse 
Why didn't BARTON at Gosport diagnose on 13.8.98 (13/08/1998) and why delay and 
further stress in carrying out x-ray at Gosport before transfer 24 hrs after fall to Haslar. 

Fully alert when not sedated as per Gosport Oramorph for non existent pain by BEED. 

AF/l/C/89- Comments on reverse 
Diet and fluids were day before discharge to Gosport after surgery hip replacement. 
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Surname: RICHARDS 

Forenames: LESLEY FRANCES 

Age: 0.18 Date of Birth: 

Address: !:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~~~~~:~~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:/ 
Postcode: r-co-cie·A-·l 

L·-·-·-·-·-·-·-·-·-·-·-} 

Occupation: RETIRED REGISTERED GENERAL NURSE 

Telephone No.: [·-·-·-cocie-·A·-·-·-! ' 0 ·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
Statement Date: 11108/2004 

Appearance Code: 1 Height: 1.58 Build: 

Hair Details: Position 

Eyes: I Complexion: 

Glasses: Use: 

Accent Details: General Specific Qualifier 

Number of Pages: 4 

I originally made a statement to the police dated 31st January 2000 (3110 112000). I made this 

statement in my previous married name of LACK. I have been known by my maiden name of 

RICHARDS since 114/2000 (01104/2000). I have been asked about my mother, Gladys RICHARDS, 

operation site. 

I inspected my mother's wound where she had her replacement hip on a number of occasions at the 

Gosport War Memorial Hospital. I remember distinctly that the scar had healed perfectly. 

In my original statement I refer to Phillip BEED telling me that my mother had developed a massive 

haematoma and that this was the cause of her pain and the reason for the use of Diamorphine . This 
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conversation took place on Tuesday 181
h August 1998 (18/08/1998). 

On 21 51 August 1998 (21108/1998) my mother died. I was present at her death and shortly afterwards 

I and my daughter Karen READ laid my mother out. 

We washed her face and hands and brushed her hair. We then changed her into a clean nightie. In 

order to change the nightie we had to turn her on to both sides so I had a clear view of her body. 

There was no sign of a haematoma nor did she have any pressure sores. 

If my mother had a haematoma I would have expected to see a raised bruised area of some magnitude 

'0 with discolouration of the skin. 

I have been asked if my mother showed any symptoms of suffering from Bronchopneumonia. 

The symptoms for bronchopneumonia are a raised temperature, increased secretions from the nose, 

mouth and chest, sterterous breathing (difficulty in breathing) and laboured respirations. 

My mother's breathing was soft and gentle and quiet throughout the last days of her life. 

I am now aware that my mother was given Hyocine which suppresses secretions but this would not 

prevent symptoms of bronchopneumonia from being present. In my opinion my mother had no signs 

·tit and symptoms of suffering from bronchopneumonia. 

I have been asked about the events relating to the registering of my mothers death. 

On 241
h August 1998 (24/08/1998) I collected a sealed envelope from the administration office at the 

Gosport War Memorial Hospital, this contained my mothers death certificate. 

I took this envelope to the Registrars Office at the Civic Offices in Gosport. 

I handed the envelope to the registrar, a lady I now know as r-·co·d-e-·-A J. 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

She opened it and asked me what was my relationship to the deceased. 
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I told her that I was the daughter and she began to fill out the relevant documentation. 

I have registered the deaths of a number of relatives as well as a number of elderly people who had 

no next of kin when I was director of nursing in a nursing home, so I am conversant with the 

procedure. 

Helen P ASSMORE handed the certificate supplied by the hospital and said something to the effect of 

"Can you read through this and confirm that it is correct" . 

. C) I looked at the certificate and the first thing that I noticed was that the entry was la which normally 

means that there would be a b or a 2 indicating more than one contributing factor to the cause of 

death. 

There was only one entry and the cause of death was given as l(a) Bronchopneumonia. 

I knew that my mother didn't have Bronchopneumonia at the time of her death so I said to the 

Registrar "This is not correct". She replied "What do you mean?" I said "My mother didn't have 

bronchopneumonia. She was in hospital following surgery and a fall. She definitely didn't have 

bronchopneumonia". 

:4t Helen PASSMORE said "Don't say another word, if you say another word I will have to stop this 

interview and call the Coroners Officer and there will be a post mortem". I was by this time 

extremely distressed and in tears. I didn't want my poor mother to be cut up. I wanted her to be left 

in peace. I didn't argue any further and so I said "Ok, just give me the certificate so that I can get 

mother cremated". 

I accepted the certificate with my mother's cause of death given as Bronchopneumonia (LR/DC/1). 

I went home and told my daughters Peta and Karen what had happened shortly afterwards. 

On the first occasion of my speaking to the police at Gosport Police Station I raised the matter of my 

mother's death certificate with DC MADDISON. I told him that I was concerned that I had accepted 
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an incorrect death certificate and that I might be guilty of an offence. He assured me that I wouldn't 

be prosecuted over the matter. 

I also raised the matter of my mother's death certificate with DCI BURT when I made my original 

statement. 

Taken by: KM ROBINSON 

Signed: Lesley RI CHARDS 
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Surname: RIX 

Forenames: JANICE 

Age: 43 Date of Birth: r-·c·od_e_Al 
L·-·-·-·-·-·-·-·-·-·-·-·.i 

Occupation: CIVIL SERVANT 

·O Telephone No.: r~.·~--~--~--~--~--~--~--~--~--~--~--~--~--~~~~~-~--~~--~--~--~--~--~--~--~--~--~--~--~--~-·~.J 

' · Statement Date: 11/08/2004 

Appearance Code: 1 Height: Build: 

Hair Details: Position Style 

Eyes: Complexion: I 

Glasses: Use: 

Accent Details: General Specific Qualifier 

Number of Pages: 

Further to my statement dated 4th March 2004 (04/03/2004). At 1545 hrs on Wednesday 11th August 

2004 (11/08/2004) I handed the original medical records belonging to Gladys Mabel RICHARDS , 

born 13/4/07 (13/04/1907), died 21/8/1998 (21/08/1998) to DC424 ROBINSON (JR/10 ). 

These records include the x.-rays dated 517/96 (05/07/1996). 

Taken by:DC424 ROBINSON 

WO! OPERATION 
ROCHESTER 
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Signed: JRIX 

WOl OPERATION 
ROCHESTER 
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LEONARD GRAHAM 
Leonard Graham 

Date of Birth: !~~~~~~~~~~~:.~~~~~~] Age: 75 
Date of admission to GWMH: 16th August 2000 
Date and time of Death: 13.40 hours on 14th September 2000 
Cause of Death: Bronchopneumonia 

Lewy Body Dementia 
Post Mortem: Yes 
Length of Stay: 31 days 

Mr Graham's past medical history:­
Lewy Body Dementia 
Hallucinations 
Prostatectomy 
BOO 
CA lung 
Hernia 
Bronchoscopy 
UTI 
Idiopathic Parkinson's disease 

Mr Graham was born in Scotland. He joined the Navy and moved to the south 
coast in 1946 where he met and married his wife. They had 2 daughters and 
up unti11987 Mr Graham worked in a dockyard. Mr Graham lived with his 
wife in their own three bedroom house. Mr Graham's wife was his main 
carer. Mr Graham was admitted to the Gosport War Memorial Hospital on 4th 
September 2000 after being admitted to the Queen Alexander Hospital on 16th 
August 2000 with chest infection, urinary tract infection, poor mobility and 
with swallowing difficulties. It was noted that Mr Graham was allergic to 
codeine and haloperidol. 

On admission a handling profile was completed on 4th September 2000 noting 
that Mr Graham did not appear to be aware of his surrounding, he was not 
complaining of pain and was to be nursed on an air mattress. 
A Barthel ADL index was completed on the 4th and lOth September 2000 
both scoring 0. 
Care plans commenced on 4th September 2000 for catheter care/hygiene/ 
constipation and night care. 

GMC101057-0316 
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4th September 2000 
Admitted to Daedleus ward from John Pounds ward Queen Alexander 
Hospital for continuing care. The transfer form notes that Mr Graham 
incontinent of urine and faeces, requires hoist to transfer, needs a pureed diet 
and thickened fluids and requires feeding. It also noted that Mr Graham was 
being nursed on a Huntley bed. 
Clinical notes state prognosis poor. 
Contact record seen by Dr Lord - soft moist diet. Wife offered bed at St 
Christopher House will put on waiting list. 

5th September 2000 
Remains the same. No reports of agitation. 

6th September 2000 
Brighter today. Engaging with other people. Less dehydrated. 

9th September 2000 
Catheterised. 

11th September 2000 
Barthel2/20- poor oral intake. Can be aggressive to nursing staff. Very 
confused. Overall prognosis poor. 
Wife seen discussed Lewy Body Dementia appreciates that Mr Graham is 
quite unwell and too dependent now for Discharge planning. 
In the event of chest infection need to discuss transfer back to acute with wife 
if antibiotics required. 
Contact record seen by Dr Lord wife seen and is aware of poor outlook would 
like husband home if possible. 

12th September 2000 
Seen by SLT continue puree diet. Monitor chest status and review oral 
feeding if signs of chest infection. 

14th September 2000 
Unresponsive, nursing staff noted grey colour. Became agitated unable to 
obtain BP or oxygen sats. Given 2.5mg diamorphine SIC explained to wife 
that difficult to know exactly what was happening possible clot from legs 
going to lungs. 
13.40 hours death confirmed by P? C Nurse and S Webb. 

15th September 2000 
Cause of death: Lewy Body Dementia. Contacted by wife concerned re cause 
of death- surprised and asked if people could die of dementia- given details 
about post mortem. 
Discuss with Dr Lord discussion with wife - best to refer to coroner for post 
mortem. 
Discussion with coroner's office- for postmortem. 
Discussion with wife - explained case referred to coroner for post mortem 
tomorrow. 
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BJC/20 
LEONARD GRAHAM 
75 

GMC101057-0318 

Lewy Body Dementia with hallucinations and infection, probably chest. This was 
treated but he continued to deteriorate. He had a sudden terminal event and was given 
an appropriate small dose of diamorphine. He died rapidly. 

PL grading Al 
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Officer•s Report 
Number: R11H 

TO: REF: 
STN/DEPT: 

FROM: DC 2479 YATES REF: 

STN/DEPT: MCIT W TEUEXT: 

SUBJECT: DATE: 04/02/2003 

Sir 

eRe. Action 253. 

I have visited Mrs Dorcas Elsie GRAHAM of[·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-Code-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-l Mrs 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

GRAHAM has concerns regarding the death of her husband Leonard GRAHAMC:~:~:~~~~:~~~:~:~:J at the 
Gosport War Memorial Hospital on 14th September 2000 (14/09/2000). 

His GP was Dr SIMMS of the Portchester Health Centre . 

The circumstances are as follows. 

Mr GRAHAM had suffered with Parkinsons disease and Lewybody disease for some time. As a result 
of this he did suffer with hallucinations on occasions but other than this was very fit and active, so much 
so that on the 12th August 2000 (12/08/2000) he went ballroom dancing with his wife. 

On 16th August 2000 (16/08/2000) Mr GRAHAM suffered a urinary tract infection and was admitted to e the QA Hospital at Cosham. He was taken off all medication in order to try and ascertain the causl of 
the infection. After a week in hospital he developed pneumonia and there were concerns that he would 
not recover. After two days though he started on his way to a complete recovery. His swallow reflex 
was affected by this bout of pneumonia so he was fed pureed food which his wife took the responsibility 
for feeding him. 

On 4th September Mr GRAHAM was transferred to Daedelus Ward at the Gosport War Memorial 
Hospital. Dr LORD was the consultant and she told Mrs GRAHAM that it was too early to perform an 
assessment on her husband and this would be done the following week. 

During the first week at the Gosport War Memorial Hospital Mr GRAHAM's health started to improve. 
Although he was not incontinent he had been catheterised as the staff said that it would mean less work. 
Although Mr GRAHAM felt well enough to try and stand the staff would not allow this, he was fully 
coherent and able to watch TV. Mrs GRAHAM continued to visit at least twice daily in order to feed 
her husband. 

W01 OPERATION MIR059 L11691 
ROCHESTER 

Printed on: 27 September, 2005 
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e On 13th September 2002 (13/09/2002) Mr GRAHAM appeared to have a slight cold and was very tired, 
at dinner time members of the family asked him to be taken out of the chair and put back into bed as 
there was a danger of him falling asleep and sliding out of the chair. This was not done until Mrs 
GRAHAM arrived that evening and found him asleep but slumped in the chair. 

Around mid-day on Thursday, 14th September 2002 (14/09/2002) Mrs GRAHAM received a telephone 
call from a female who stated that she was her husbands physiotherapist at the hospital and enquired as 
to how Mrs GRAHAM would feel about her husband coming home. Mrs GRAHAM stated that there 
would be nothing that she would like more but pointed out that the Ward Charge nurse, Phillip BEAD 
had stated that it would take weeks to organise the care. This female stated that Mr GRAHAM was 
ready to return home and that she could arrange the full care package within a couple of days. 

Mrs GRAHAM went straight to the hospital and told her husband what was happening to which he 
replied, "that would be great." 

0 Mrs GRAHAM then spoke to the Charge Nurse Phillip BEAD who queried this, stating that the 
physiotherapist had not been on duty that day. In any case Mr. GRAHAM had developed an infection 
where the catheter had been inserted, this was just about to be treated so she was asked to wait in 
another room. 

After 10- 15 minutes Phillip BEAD came to get Mr. GRAHAM and stated that her husband had taken a 
bit of 'a funny turn' during the procedure but was alright now. Dr ISON was present in the room and 
she stated that his chest was clear and that his heart rate was ok. Mrs GRAHAM stated that her husband 
was conscious, able to converse but did look unwell. Apparently his face kept twitching as though he 
was getting spasms of pain but did not cry out. Her husband indicated that he was feeling pain from the 
area where they had just performed the procedure on the catheter. 
Phillip BEAD insisted on making Mrs. GRAHAM a cup of tea and told her that he was just going to 
give her husband an injection for the pain. He also stated that it might be a good idea for her to get her 
daughters to the hospital. 

BEAD then asked Mr GRAHAM to turn over onto his left hand side which he did unaided. BEAD then 
a gave him an injection into the top of his leg or buttock (recorded on records as 2.5 mg of diamorphine ). 
W Almost immediately Mr GRAHAM closed his eyes and within 10 minutes he was dead. 

The staff on the ward stated that the death certificate would not be ready until the following Monday. 

Mr. GRAHAM rang the hospital the next day and spoke to a registrar who stated that the certificate was 
ready. The cause of death was given as Dementia. Mrs GRAHAM queried this as death had been so 
sudden and unexpected so DR ISON and Dr LORD stated that a post mortem would be conducted. The 
primary cause of death given after the postmortem was bronchial pneumonia and secondary was 
Lewybody dementia. 

Mrs GRAHAM stated that to the best of her knowledge her husband had not been prescribed any 
medication via a syringe driver, but believes he was sedated at night. She holds copies of all her 
husbands hospital medical records and the post mortem result. 

I have informed her that Operation Rochester is an ongoing enquiry and she is aware and will be 
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-attending the meeting at Whiteley on 5th February 2003 (05/02/2003). 
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Expert Review 

Gladys Richards 

No. BJC/41 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Date of Birth: ! Code A ! 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Date of Death: 22 August 1998 

GMC101057-0325 

C) On 30 July 1998 Mrs Richards suffered a fall at the Glenheathers Nursing 
Home where she lived. She fractured her right neck and femur and was 
admitted to the Royal Haslar Hospital where she underwent a closed relocation 
of her right hip. 

She was transferred to the Gosport War Memorial Hospital on 11 August 1998 
for continuing care. She was readmitted to the Royal Haslar Hospital on 14 
August 1998 for a reduction of her dislocated right hip and was readmitted to 
Gosport War Memorial Hospital on 17 August 1998. Plan on admission was to 
continue Haloperidol and only to give Oramorph in severe pain. 

Mrs Richards, on the 18 August, was still noted to be in great pain at which 
point it was proposed that she was started on subcutaneous 
Diamorphine/Haloperidol/Midazolam. 

Mrs Richards was noted to be much more peaceful on 21 August although her 
condition was noted to be very poor. 

There is criticism made that the starting dose of 40mgs Diamorphine seemed 
excessive when starting the syringe driver but it was noted that Mrs Richards 
opiate requirement had increased considerably in the fifteen hours before the 
driver was started. Dr Lawson considered that the opiates were not considered 
to be implicated in her death. Dr Naismith felt the Diamorphine dose was too 
high and probably shortened her life but she seemed "unlikely to survive unless 
she had been left in severe pain (screaming)".GRI 

GRI I have not seen an officer's report from the family in this case. 

2880619 '*"1 
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I. MR JUSTICE CRANE: Mr Michael Pembrey is a consultant obstetrician and gynaecologist: 
Pending a hearing of complaints against him by the Professional Conduct Committee (PCC) 
of the General Medical Council (GMC), the defendant has been made subject to an order for 
interim conditional registration under the Medical Act 1983, section 41 A. In other words, 
conditions have been imposed upon him if he is to practise. The hearing of the complaints is 
tixed for 7th October 2002. The GMC is applying to this court under section 41 A(6) of the 
Act for an extension of the order for 12 months from its expiry on 15th July. 

2. I deal first with the statutory framework. The GMC is, under the Act. responsible for 
supervising and regulating the fitness of medical practitioners registered with it to practise. It 
has a duty to deal with complaints against medical practitioners. The Act provides for 
various statutory committees. The procedure for dealing with a complaint of serious 
professional misconduct is set out in the General Medical Council Preliminary Proceedings 
Committee and Professional Conduct Committee (Procedure) Rules Order of Council 1988. 

3. Brietly, the normal procedure is as follows. The complaint is first considered by a medical 
screener. Unless the screener decides that no question of serious professional misconduct 
arises, the case is then referred to the Preliminary Proceedings Committee (PPC). The PPC 
may, as one outcome, refer the case to the PCC. At the stage when a screener refers the case 
to the PPC notification is sent to the medical practitioner, a "Rule 6 Letter", and "as soon as 
may be after a case has been referred to" the PCC a Notice of Inquiry is sent to the medical 
practitioner. The charge or charges are specified. In addition, the evidence relied on will be 
served on him. Various people. including the screener and either of the committees, may 
refer the case to another statutory committee, the Interim Orders Committee (IOC). 

4. I turn to the provisions of the Medical Act 1983, section 41 A: 

"(I) Where the Interim Orders Committee are satisfied that it is necessary for 
the protection of men:tbers of public or is otherwise in the public interest, or is 
in the interests of a fully registered person, for the registration of that person 
to be suspended or to be made subject to conditions, the Committee may 
make an order--

(b) that his registration shall be conditional on his compliance, during such 
period not exceeding eighteen months as may be specified in the order, with 
such requirements so specified as the Committee think fit to impose (an 
'order for interim conditional registration'). 

(2) Subject to subsection (9), where the Interim Orders Committee have made 
an order under subsection (I), the Committee--

(a) shall review it within the period of six months beginning on the date on 
which the order was made, and shall thereafter, for so long as the order 
continues in force, further review it before the end of the period of three 
months beginning on the date of the decision of the immediately preceding 
review; and 

(b) may review it where new evidence relevant to the order has become 
available after the making of the order. 

SMITH RF.RNAI. 
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(6) The General Council may apply to the court for an order made by the 
Interim Orders Committee under subsection (I) or (3) to be extended, and 
may apply again for further extensions. 

(7) On such an application the court may extend (or further extend) for up to 
12 months the period for which the order has effect." 

5. Under subsection (9) the Interim Orders Committee has a duty to continue to review the 
order if the court orders an extension. It is clear not only that subsection (I) gives guidance 
to the Interim Orders Committee as to the factors relevant to the making of an order, but that 
those indications also provide guidance to the court in deciding whether an extension should 
be granted. 

6. 

7. 

8. 

10. 

11. 

I turn to the chronology. From the I st February 1989 the defendant was employed by the 
Hastings and Rother NHS Trust. He also had some private practice. On 5th May 1998 
information was received by the GMC from the Trust regarding the standard of the 
defendant's professional conduct, particularly in relation to laparoscopic surgery. I shall refer 
to that information as Complaint 1. The complaint was referred by the GMC to a screener 
but ultimately the GMC received a positive report from the Trust about the defendant's 
progress and on 18th June 1999 the screener decided that no action was necessary. I am not 
further concerned with Complaint I. 

In September 1999 a further decision was made by the Trust: to suspend the defendant from 
his employment by the Trust and to send further complaints to the General Medical Council, 
those complaints being received on 23rd September 1999. That group of complaints has 
been referred to during the hearing as Complaint 2. On 24th September 1999 the defendant's 
admitting rights to the BUPA hospital at Hastings were withdrawn and hence his private 
practice effectively came to an end. 

It is right to note at this stage, not only that the defendant denies these and all other 
complaints against him, but that he contends, as part of his case before the General Medical 
Council, that the Trust and certain individuals within it have been guilty of bad faith and 
have been responsible for a campaign against him. It is not for the court in this hearing to 
pass judgment on those matters. 

The matters which led to the defendant's suspension and to Complaint 2 were in fact placed 
by the Trust before an independent panel, consisting of a member of the Bar and two 
consultants. There was a hearing before the Panel in the spring and early summer of the year 
2000. That panel prepared an initial report, and a final report after seeking comment from 
the defendant. The final report was dated 14th September 2000. 

The Panel reported that the defendant was at fault in various respects. In relation to the case 
of M, it was found that the defendant failed to make a full and proper note of a consultation 
and counselling of a young woman of I 8 with a mental age of six, on whom he had 
performed an operation. The Panel took the view that, in failing to make such a proper note, 
the defendant fell well below the standards to be expected of him. They also found that he 
had failed to consult more widely before deciding to cariy out the particular operation. 

In the second case, that ofT, the panel's findings were similar, namely that the defendant 
failed to make a full and proper note and failed to consult more widely than he did. In the 
case of A, the findings of fault were that he should have abandoned an operation he was in 
fact perfonning and he should not have carried out part of the operation that he did, a:nd that 
he failed to make a careful note. The Panel concluded that there was a serious lack of 
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judgment on his part, which fell well below the standard to be expected of a consultanf 
gynaecologist. 

12. In the case of A, the Panel found that the decision to perform an operation was clinically 
unjustified, as was the taking of biopsies, and that this was an unnecessary intervention on 
the part of the defendant, which could have had an adverse outcome. In the case of CH. they 
found that the carrying out of the relevant operation was unnecessary, that the defendant 
carried out extensive sampling that was not justified and he caused to be inserted a coil 
without adequate clinical justification. They described him as surgically incompetent in the 
particular case. 

13. In the case of SH they found that the defendant was at fault in treating a burn on the patient 
without at least first speaking to a plastic surgeon, and he operated outside his area of' 
expertise. In the case of J they found that he failed to make a proper note and reached an 
erroneous decision as to the capability of the patient of becoming pregnant through her left 
fallopian tube. He failed, the Panel found, also to advise the patient in certain respects, and 
overall the Panel found that there was a pattern of inadequate note taking, which justi tied 
a specific finding of fault against the defendant. 

14. I have deliberately merely outlined the findings without giving specific details as it is not the 
purpose of this hearing to examine the details of the Panel's findings. It is right, however, to 
note that the Panel also said this: 

"We are not of the opinion that the findings of fault which we have made are 
so numerous, or of such severity, that Mr Pembrey's dismissal is inevitable. 
As was submitted to us by Le Brasseur J Tickle, Mr Pembrey's solicitors, in 
their response to Part l of the Report, our findings need to be set in the 
context of the many thousands of gynaecological patients whom Mr Pembrey 
saw and the inevitably larger number of gynaecological treatment episodes 
with which he deait over the 10 years. that he has worked for the Trust." 

I 5. As I have indicated already, the defendant disagrees strongly with the findings of the Panel. 

16. On 29th September 2000 there was a disciplinary hearing, as a result of which the defendant 
was dismissed from his employment with the Trust. Just before he was dismissed, it so 
happened that Complaint 2 was referred to the GMC screener. The GMC received a copy of 
the Panel's report. In October 2000 the medical screener referred the matter to the PPC and 
the IOC. 

17. Pausing at that point, I must bear in mind that the defendant's case emphasises delay on the 
part of the GMC and of the Trust, but it is clear in my view that there was no delay on the 
part of any relevant authority up to October 2000. 

18. The GMC and the Trust discussed in the same month how the Trust could assist with 
enquiries and a body of paperwork was forwarded to the GMC. On 1st November 2000 
a former patient sent to the GMC direct a separate complaint about the defendant, complaint 
3. That complaint was in due course to be dealt with as a separate matter and, although it 
required some consideration by the GMC, it is common ground that any delay resulting from 
the receipt of Complaint 3 must have come to an end by April 2001. 

19. Meanwhile, on 12th January 2001 the IOC considered Complaint 2 and made the first order 
for interim conditional registration for 18 months. The conditions imposed were as follows: 

SMITH RI':RNAI. 



~Supplied by Smith Bernal Reporting Ltd for Lawtel 

lt· 

"I You shall restrict your medical practice to pos1t10ns in obstetrics and 
gynaecology in NHS hospitals in which your work will be closely supervised 
by a consultant; 

2 You shall not undertake any locum posts; 

3You shall notify all current employers and potential employers at the time of 
application whether for paid or voluntary employment of these conditions and 
of the matters referred to the GMC; 

4 You shall notify the Registrar of the GMC of any posts you undertake:· 

20. Those conditions have to some extent been modified from time to time but essentially arc 
the conditions which remain. It is the condition as to supervision to which particular 
objection is taken, although the defendant objects to all the conditions. 

21. 

22. 

23. 

24. 

r _). 

On 17th April 200 I the Trust forwarded to the GMC a further nine complaints: Complaint 4. 
It is right to note straight away that no final decision has been made about whether to 
proceed with that complaint and whether it should be heard with Complaint 2 on 
7th October. 

Between April and September 200 I progress was made. Complaint 4 was moved to the 
special screening team. The GMC then noted that there was insufficient information to 
screen Complaint 4 properly and there was a request to the Trust for patient records in 
relation to that complaint. Those records were chased and on 31st July 200 I Complaints 2 
and 4 were sent for screening and for approval of draft charges for a Rule 6 Letter. The 
screener considered the draft charges and revised them more than once. On 
4th October 200 l a Rule 6 Letter was sent to the defendant in relation to Complaint 2, as the 
matter was being referred to the PPC. He was told that Complaint 4 would not be considered 
by the PPC, at least at that stage, because it was being considered by the screeners. 
October 200 I, for reasons to which I shall return, is said to be an important date. During the 
period April to September 200 I the IOC reviewed the conditions twice but maintained 
conditions. 

Shortly after the sending of the Rule 6 Letter on 4th October the Trust informed the GMC 
that they would investigate Complaint 4. The reason was that originally the Trust had not 
been prepared to investigate Complaint 4 as a result of the dismissal of the defendant. An 
appeal against his dismissal had been allowed in July and the Trust therefore decided that 
they would investigate. 

I note in passing that there was a full response on behalf of Mr Pembrey in November 200 l 
to the Rule 6 Letter. 

On 14th November 2001 the PPC referred the matter to the PCC. On the following day the 
Trust wrote to the GMC saying that it would not after all be investigating Complaint 4. The 
defendant was informed that Complaint 2 was going to the PPC and that a charge was being 
formulated against him. On 7th December 2001 solicitors were appointed by the GMC to 
prepare for the PCC hearing. On 17th December the· IOC reviewed the conditions for 
a fourth time. On 24th January 2002 there was a second disciplinary hearing by the Trust. 
This was an independent panel, which decided on 4th February that the defendant should in 
fact be dismissed. In January and February 2002, first in a meeting and then by letter, the 
GMC's solicitors pressed the Trust for documentation, giving full details of what was 
required. On 6th March 2002 the IOC reviewed the conditions for a fifth time and on 
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26. 

27. 

1(}28. 

3rd April the GMC offered the defendant a hearing date of 7th October. 

It is right to note that that hearing date must have been organised as a result of a decision to 
go ahead with fixing a date, a decision which cannot have been taken later than March. In 
other words, the solicitors had plainly decided some time prior to 3rd April that. although 
the documentation was not complete, nevertheless they had to proceed to arrange a date. 
Shortly after the hearing date was offered, a total of some 15 lever arch files were received 
from the Trust, although since then further documents have been both requested and 
received and the documentation is still not regarded as complete. 

The defendant's solicitors indicated that they could not agree with the time estimate, then of 
seven days, because they had not yet seen properly formulated allegations but they did not 
specifically agree or disagree with the proposed date. That date has since been fixed as the 
hearing date and the GMC wish to maintain that date. The defendant's attitude to the date is 
that he is only too keen to have as early a hearing as possible but is not prepared to commit 
himself until the formal charges and the evidence that he has to meet have been served. 

On 1st May 2002 the IOC reviewed the question of conditions for a sixth time and gave the 
GMC permission to apply to the High Court. The conditions, as varied on that occasion, 
were as follows: 

"1. you shall restrict your medical practice to staff grade pos1t10ns in 
obstetrics and gynaecology in NHS hospitals under the supervision of a 
consultant(s); 

2. you shall not accept the offer of any locum post of less than three months' 
duration; 

3. you shall ensure that a report is provided on your performance by the 
supervising consultant(s) prior to the review before the IOC; 

4. you shall notify all current employers and potential employers at the time 
of application, whether for paid or voluntary employment, of these conditions 
and of the matters referred to the GMC; 

- 5. you shall notify the Registrar of the GMC of any posts you undertake." 

29. On that occasion the continuation of any conditions was firmly opposed by the defendant. 
The present conditions expire, as I have indicated, on 15th July. 

30. I summarise the issues broadly. The claimant's submission is that the imposition of the 
conditions is justified, both in the public interest and the defendant's interest, until at least 
the hearing before the PCC has taken place. The defendant's submissions, set out clearly in 
counsel's skeleton argument and his oral submissions, can conveniently be adopted from the 
paragraphs at page 3 of his skeleton argument. The defendant submits that, in order to 
succeed, the GMC must demonstrate a good reason for the delay that has necessitated the 
application. Secondly, he says that the evidence does not disclose a good reason and the 
application should be refused. Thirdly, the application should also be refused in the light of 
the failure by the GMC to inform the defendant of the charges against him and, adds 
counsel, in all the circumstances. The defendant relies both on Article 6 of the European 
Convention on Human Rights and on the court's general discretion. 

31. I turn first, in relation to the defendant's submissions, to Articl~ 6. Arti~!e 6( 1) guarantees 
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a right to a trial "within a reasonable time''. I a<:cept first of all on the authorities that this is 
an independent and free-standing right, the enforcement of which does not depend upon 
establishing prejudice. The principal authority for that proposition is the decision of the 
House of Lords in Porter v Magill [2002] I All ER 465. These proceedings are civil 
proceedings. In civil proceedings time runs once proceedings are commenced. On the 
authority of Konig v Federal Republic of Germany [ 1980] 2 EHRR 170, although time runs 
from the commencement of proceedings, one has to look elsewhere for a decision as to when 
time begins to run. In that connection the authority. as far as this court is concerned. must be 
the Attorney General's Reference (No 2 of2001) [2001] WLR 1877. That was of course 
a criminal case, in which the Court of Appeal Criminal Division, presided over by the Lord 
Chief Justice, was considering Article 6 in the context of applications to stay proceedings for 
abuse of process. At paragraph 11 the Lord Chief Justice cited the European Court of 
H urn an Rights' decision in Deweer v Belgium [ 1980] 2 EHRR 439, in which the court had 
said this: 

'"(a) "Criminal charge" is an "autonomous" concept which must be 
understood within the meaning of the Convention. (b) The tenn has 
a "substantive" rather than a "formal" meaning. (c) On the facts, the court 
held the proceedings against the applicant had constituted a "criminal charge" 
which could be defined as "the official notification given to an individual by 
the competent authority of an allegation that he has committed a criminal 
offence".'" 

32. He further quoted the European Court as saying this at page 459: 

-33. 

'"There accordingly exists a combination of concordant factors conclusively 
demonstrating that the case has a criminal character under the Convention. 
The "charge" could, for the purposes of Article 6(1), be defined as the official 
notification given to an individual by the competent authority of an allegation 
that he has committed a criminal offence. In several decisions and opinions 
the Commission has adopted a test that appears to be fairly closely related, 
namely, whether "the situation of the [suspect] has been substantially 
affected"."' 

The Lord Chief Justice himself went on at paragraph 13 to say this: 

"The approach that we have indicated to the question of when a person is 
charged is important in relation to what was contended before the judge in 
this case. It was contended before the judge that there had taken place an 
interrogation of the defendants and it was said that this constituted the charge. 
We disagree with that view. In the ordinary way an interrogation or an 
interview of a suspect by itself does not amount to a charging of that suspect 
for the purpose of the reasonable time requirement in Article 6( 1 ). We do not 
consider it would be helpful to seek to try and identify all the circumstan<:es 
where it would be possible to say that a charging has taken place for the 
purpose of article 6( 1 ), although there has been no formal charge. We feel 
that the approach indicated by the authority that we have cited clearly 
expresses the position and we are content to leave the matter in that way." 

34. That was, as I have said, a criminal case. Nevertheless, the authorities indicate that, in 
proceedings such as the present, the court should take as the starting date the date that would 
be adopted in a criminal case. 
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35. In the light of that the claimant argues that the correct date is the date of the Rule 6 Lefler, 
namely 4th October 200 l. The defendant argues that the crucial date should be regarded as 
12th January 200 I, when the IOC first made its order for interim conditional registration. It 
was submitted by counsel that from that date the defendant was substantially affected by the 
proceedings. In analogous criminal proceedings an interview, which may be said 
substantially to affect a defendant, is not to be regarded as the making of a charge, and it 
seems to me that such preliminary matters as a restraint order or the release on bail with 
conditions but prior to charge should fall under the same heading. It therefore does not 
follow in my view that 12th January 200 I, although it resulted in an order for interim 
conditional registration, is the starting date to take. In my view, the submissions on behalf of 
the claimant are correct, namely that the Rule 6 Letter of 4th October 200 I should be taken 
as the starting date. 

36. It is submitted on behalf of the defendant that any time after October in which there was 
a delay before attempting to tix the date of the hearing is without justification. He also 
submits that any delay caused by the Trust is delay which I should consider, bearing in mind 
that the Trust is a public authority. That submission I accept. My conclusion, however, is 
that, if one examines the timetable, there is no such delay as to amount to a breach of 
Article 6. Indeed, if one takes as an alternative the date 12th January 200 I, there is no such 
delay even on that basis. In my view, some of the delays resulting from the receipt of 
Complaint 4 in April 200 I explain the lapse of time, some six months or so, until the Rule 6 
Letter. There is no doubt that the Trust was dilatory in providing records and in due course it 
was necessary quite plainly for the GMC to grasp the nettle and to decide whether to proceed 
despite the absence of the record. In fact, in relation to Complaint 2, they did so and wrote 
the Rule 6 Letter on 4th October 200 I, although Complaint 4 had not yet been sufficiently 
crysta l1 i sed. 

37. If one examines the events immediately after 4th October 200 I, there were matters which 
properly required the attention of the GMC and its solicitors. They plainly needed to 
consider the Trust's decision, revoked after less than a month, to investigate Complaint 4. 
They plainly needed to consider the defendant's response to the Rule 6 Letter. In my view 
the instruction of solicitors on 7th December 2001 was reasonably prompt. Those solicitors, 
without undue delay, took up the question of the absence of documents and without undue 
delay decided that the date had to be fixed, as indeed it was, some time after its offer on 
3rd April. 

38. I agree that, with hindsight, it is perfectly possible to see how nettles should have been 
grasped somewhat sooner than they were and I accept that months here and there could, with 
hindsight, have been shaved off the timetable. Looking at it broadly, some three months or 
so might have been saved. But it does not in my view follow, even if on analysis the delay is 
open to some criticism, whether with or without hindsight, that a hearing within a reasonable 
time has been denied and that therefore there is a breach of Article 6. This case as a whole 
was never allowed to go to sleep, and the impression one gains from the timetable is of the 
GMC conscientiously pursuing procedures. Those procedures inevitably require some time 
but are designed to protect medical practitioners. 

39. Criticism is made because reference to an expert was not made in 2001, but was only made, 
it appears, some time much later, in 2002. That criticism, although it has some merit, does 
not appear actually to have delayed the timetable so far. 

40. I have said that I bear in mind the dilatory nature of the Trust's supply of documents. 
Nevertheless, as I have indicated, the GMC have conscientiously tried to obtain documents 
and eventually did grasp the nettle, without in my. view waiting an unreasonably long time, 
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to proceed without such documents as they already had. 

41. In deciding whether there has been a failure to provide a hearing within a reasonable time, 
I look at the whole period, I take an overall view, and in my view no breach of Article 6 has 
been made out. It is therefore not necessary to consider what the conclusion would be if 
there had been a breach of Article 6, if the hearing on 7th October 2002 had clearly been 
shown not to be a hearing within a reasonable time. In Porter the question of the effect of 
a breach of Article 6 was not dealt with and in my view the best authority, as things stand, 
for the effect of a violation of Article 6 is the holding of Simon Brown LJ in R v 
Court Martial Administration Officer, ex parte Jordan, decided on 27th July 1999: 

42. 

" ... the Strasbourg caselaw is not to be understood as laying down a principle 
that whenever delay is identified of such a character as to involve a violation 
of Article 6, that fact of itself necessarily precludes there being a fair trial 
with the result that any outstanding criminal process must immediately be 
discontinued." 

Having decided that there has been no breach of Article 6, I must still examine the question 
of delay overall. Although under Article 6 the starting point is either January 200 I 
or October 200 I, it seems to me that, under the court's general discretion, the whole period 
since the matters first arose in 1999 must be considered. If, for example, a complaint were 
made and the GMC did not properly or rapidly investigate it, that would be something that, 
although it might not be a violation of Article 6, the court must consider. In my view, if one 
looks at the whole period, there is no delay which should lead the court to refuse an 
extension on that ground. The period from September 1999 until October 2000 is explained, 
as I have indicated, by the fact that the Panel's report was awaited. That was a perfectly 
rational and sensible decision. Between October 2000 and April 200 I the timetable is 
explained first of all by necessary and proper processing of the case and then by some delay 
caused by the receipt of Complaint 3. As to the period after April 200 I, I have dealt with 
that in connection with the Article 6 submissions. 

43. Looking at the period overall, I must note that, after the receipt of Complaint 2 on 
23rd September 1999, the hearing was first notified to the defendant on 3rd April 2002 for 
a hearing now fixed for 7th October 2002. I fully understand how such a period must appear 
to the defendant, who wishes these matters to be cleared up. I accept that the particular 
allegations individually are not especially complex, but the case has been made somewhat 
complex by the receipt of further complaints. It is quite plain that there has been no delay by 
the IOC, nor has the IOC failed in its duty properly to keep the conditions under review. As 
to delays by the Trust, I have accepted that those are relevant. With maximum cooperation 
from the Trust, the GMC could no doubt, as I have indicated before, have shaved a few 
months off the total time taken. It does not follow that it would be wrong for the hearing to 
take place or for conditions to be extended meanwhile until the 7th October. 

44. I bear in mind also the evidence of the GMC that in the year 2000 there was a huge increase 
in the number of complaints received, a threefold increase. Steps were taken to deal with 
that increase, but in the short-term that provides some additional reason why matters could 
not proceed more quickly than they did. I find that delay is not in this case a good reason for 
refusing an extension. 

45. I look at other matters. There is complaint about the lack of a formal Notice of Inquiry and 
the lack therefore of formal charges. It is proposed by the GMC that there will be service of 
evidence and formal charges some six to eight weeks before the hearing date, longer than the 
minimum required but, it is said, usual in a case of the present kind. I am of course 
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46. 

47. 

proceeding on the assumption that the timetable will be maintained and that the defendant 
will then receive what he is entitled to. There is no reason in my view to suppose that he will 
be taken by surprise as to the nature of the allegations against him. If he were to be, then he 
would have remedies, such as an application for a stay or an application for an adjournment. 
But today I must proceed on the basis that that will not occur. I bear in mind the submission 
on the defendant's behalf that of course, not only has he had the matter hanging over his 
head, but there remains uncertainty in particular as to whether Complaint 4 will form part of 
the proceedings in October. 

lfi look at section 41A, the public interest plainly has to be considered. The other side of" the 
coin, however, is the effect of the conditions upon the defendant and I accept that such 
orders may have serious consequences for medical practitioners. I have the benefit of 
a statement made by the defendant, and his evidence is that he has been prevented from 
obtaining work, in particular by the condition as to supervision. The only work he has 
obtained has been unpaid work. lt is submitted on behalf of the defendant, although he does 
not mention this in his statement, that he would, if that condition in particular was removed, 
be able to obtain private work. He points out rightly that if he does not carry out his work as 
a gynaecologist and obstetrician, he will become, as he says, increasingly deskilled. I fully 
accept that that is a real consideration. On the other hand, the GMC points out that the 
defendant has been receiving his salary and continues to do so. Although the second appeal 
against his dismissal has been rejected, he is appealing to the Secretary of State and his 
dismissal has therefore not become final. I accept of course that he must have lost the 
income from his private practice, although I do not know any figures. The GMC also 
submits that his dismissal from the Trust (now upheld by an independent panel, although 
subject to the appeal to the Secretary of State), plus the original Panel findings, plus the 
process of the GMC itself, would have made it extremely difficult for him to obtain a post, 
even unpaid, for more than a short period. In my judgment, his prospects, even in the 
absence of conditions, of obtaining a post within the next few months are poor, but I do 
accept that the conditions, added to those other matters that I have referred to, make 
obtaining work virtually impossible. 

My conclusions then are these. It is plainly in the public interest that these conditions be 
imposed: the defendant has been found to be at fault in the way I have described by an 
independent panel in relation to Complaint 2; in addition, he has been dismissed by his 
employer as a result, on the second occasion, of an independent recommendation. I bear in 
mind that it is in the defendant's interests as well that he should not practise without 
supervision if those criticisms of him are valid. I bear in mind the lapse of time and the 
conclusions I have reached in relation to delay. I bear in mind the adverse effect of the 
conditions in practice on the defendant. I also bear in mind that the hearing is now three 
months ahead, in October. I have ignored in what I have said that on 5th July 2002 yet 
another set of complaints, Complaint 5, has been received from the Trust and that those 
matters appear to be old matters which have not previously been brought to the attention of 
the GMC. It is quite clear that I should ignore Complaint 5 and assume that such a complaint 
will not hold up any hearing in October. 

48. In all the circumstances, I conclude that there must be an extension of the conditional 
registration. No specific changes in the conditions are submitted and I should therefore adopt 
the conditions as most recently set out by the IOC. 

49. There remains the question of the period of conditions. I assume a hearing in October. At the 
end of that hearing, presently estimated as a precaution at 15 days, either the conditions will 
fall away or be superseded by an adverse finding against the defendant. I am not prepared to 
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order an extension on the assumption that there could be any postponement of the whole 
hearing. If for any reason 7th October cannot be maintained as a date on which the defendant 
can fairly be heard by the PPC, then there would be, in my view, a completely new situation, 
which would require, if necessary. a consideration of a further application. However. I am 
prepared to allow for some adjournment of part of the hearing. It is not unknown for 
hearings not to be completed and for there to be difficulties in reconvening such a hearing of 
the committee, bearing in mind its composition. lt is always possible that there will be some 
meritorious reason for the adjournment of part of the hearing and a consequent failure to 
complete it in October. It seems to me that if there was unfortunately to be such an 
adjournment, it would be wrong to impose on the parties the need to come back to the court 
and I thererore shall order the extension until 31st January 2003. Subject to any submissions. 
the order will then be that the order for interim conditional registration should be extended 
from 15th July 2002 until 31st January 2003. 

MS LANG: I am obliged. I make an application for costs. Could I hand up a few documents that I 
would like to refer to in the course of that application. (Handed) 

The first point I make is that Mr Pembrey is supported by the Medical Defence Union and therefore 
any order for costs will be met by them. Secondly, Mr Pembrey was warned in correspondence from 
the GMC that an application for costs would be made if he resisted the application for an extension 
and if the GMC was successful. That is the letter of 3rd April. lt is the penultimate paragraph on the 
second page. 

MR JUSTICE CRANE: Yes. 

MS LANG: Then again on 13th May, the second paragraph. My Lord, aithough the C applied for 
the maximum period of 12 months and your Lordship has granted a period of less than that, my 
submission is that that should not affect the order for costs because the parties could have reached 
agreement for an extension for a lesser period than 12 months. 

MR JUSTICE CRANE: Was that ever canvassed on either side? 

MS LANG: It was canvassed by me to Mr Moon and he said he would take instructions on the 
matter, but his instructions were to oppose any extension. I had in mind to agree something around 
the October date. My Lord, I invite you to make a summary assessment of costs, and there is 

• a schedule which has been served and been handed up to your Lordship. 

MR JUSTICE CRANE: Yes, I think I have seen it before actually, but perhaps I did not look at it in 
detail then. 

MS LANG: There is now an updated statement on the last page of the bundle which just takes 
account of the additional costs incurred as a result of today's hearing and also -- the time estimate 
was originally three hours and so there has been some increase in solicitors' costs to reflect that. 

MR JUSTICE CRANE: So what you are applying for is the total of the two? 

MS LANG: Yes, which is £10,742.79, which is not written down anywhere. 

MR JUSTICE CRANE: I will hear Mr Moon in a moment on principle. I was somewhat concerned, 
I must say-- these are matters of detail -- at the bulk of the documentation that was submitted for 
a hearing of this kind. In fact, quite apart from my comments, it was all done in triplicate for reasons 
that I will now hear about. 
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MS LANG: Because on the last two occasions when applications have been listed by the 
Administrative Court they have directed that it should be heard by two judges and so we had to put 
in one for each judge and then always one extra for the court office. The Administrative Court must 
presumably have now changed its mind to the view that these applications are fit to be heard by one 
judge. This is a relatively new procedure and so everyone is feeling their way, but that is why. 

MR JUSTICE CRANE: Yes, I see. What about the bulk ofthe documentation? 

MS LANG: There arc always difficult judgments to be made here. The really big document is part I 
of the Inquiry Report, and we agonised ·about whether to put that in or not, and in the end l felt that. 
if all your Lordship had was my summary of what that report said and the original document was 
not before you, then, if there was any issue about the accuracy of what I had put, there was nothing 
to refer to, and of course in fact Mr Pembrey was not very happy with my summary. 

MR JUSTICE CRANE: l suppose the other major documentation is the IOC hearings. 

MS LANG: Yes. 

MR JUSTICE CRANE: Again, I see why on reflection they might have needed to be--

MS LANG: Yes, the letters that are sent out from the IOC giving a decision are fairly bald and one 
really gets much more a sense of what the issues were before the IOC, particularly in relation to the 
wording of conditions, when one looks at the transcript. 

MR JUSTICE CRANE: I think on reflection --

MS LANG: So it was a difficult judgment call but I would say that preparing the photocopied 
bundles is not the bulk of the costs. 

MR JUSTICE CRANE: I said those were matters of detail. Let me hear what Mr Moon says. 

MR MOON: First, the GMC would have had to have made this application anyway because of 
course it is required do so under the Act and so it would inevitably incur some costs in making the 
application. The second point, which is really related to that, is that of course the court, under 
section 6 of the Human Rights Act, would have had to have considered the human rights' 
implications anyway. Of course, the bulk of the argument is really related to Article 6. So, on any 
view substantial costs would have been incurred, whether or not Mr Pembrey had resisted. 

The third point is that, of course, the GMC has not been successful and I must say there may have 
been some misunderstanding between my learned friend and I, but I understood my friend to say 
earlier this week that she did not have instructions to pursue anything other than 12 months. It is 
quite right that I did not have instructions to offer less, but I did understand my friend to tell me that 
she was pursuing the 12 months, and she has been unsuccessful in that. 

MR JUSTICE CRANE: It does not sound the sort of discussion between counsel which we need to 
analyse in detail. It sounds as if there may have been sensible words, but it is quite plain there was 
no firm proposal on either side to compromise the length of time. 

MR MOON: My Lord, the first time it was put forward as being possible by the GMC was when 
Ms Lang was on her feet yesterday. 

MR JUSTICE CRANE: So what do you say? I see the point that an application would be needed 
anyway and that the defendant was in no way responsible for that. What do you say I should order? 
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MR MOON: My primary position is no order as to costs. My fallback position is that a proportion 
of these costs would have been incurred anyway. 

My Lord, I do have a fourth point, which I have not made, which is this. As I understand my Lord's 
judgment, there is a period of about three months where, with hindsight, some of the delay could 
have been shaved off, and that is a matter that my Lord may wish to take into account. 

MR. JUSTICE CRANE: I do not regard that as a serious criticism. In almost any case with hindsight 
you can shave the timetable. Looking back, that is the point I was making. 

MR MOON: Coming back to my broader submission, it is primarily no order as to costs. lfyou arc 
against me on that, half the costs that have been put forward in the schedule. 

MR JUSTICE CRANE: Thank you. (Inaudible) 

MS LANG: Yes, the position is that in the 12 applications that there have beeri so far, ten have been 
re so I ved with the consent of the doctor. 

MR MOON: My Lord, I am so sorry. I am not in a position to gainsay these matters. Ms Lang has 
not told me that until this moment and I am afraid I just cannot accept that sort of--

MR JUSTICE CRANE: Let us see what conclusions she draws from it. Why is it relevant? 

MS LANG: What happens when a doctor consents is that, yes, the GMC through Field Fisher 
Waterhouse have to make an application to the court, but it is dealt with on the papers, and therefore 
particulars of claim and the claim form and the witness statement in fairly short form are lodged and 
the consent order is signed by both parties. 

MR JUSTICE CRANE: That is if there is actually a consent order. 

MS LANG: Yes, drafted by Field Fisher Waterhouse. It is sent to the--

MR JUSTICE CRANE: I can see that. 

MS LANG: --doctor and it is signed, and then presumably a judge is asked to look at the matter and 
the order is made. 

MR JUSTICE CRANE: I am not sure that is really relevant. 

MS LANG: Can I just develop the point? It is about the costs incurred. Mr Moon was kind enough 
to mention yesterday that he wanted to take this point and so overnight we have considered, well, 
what costs would we have incurred had this been dealt with by consent? So, yes, we would have had 
to make the application, but we would not have had to prepare for a court hearing and instruct 
counsel and come to court. So that is essentially the difference that is caused by it being contested. 
Obviously, that is quite a detailed exercise, which I am happy to go through now if your Lordship 
wishes, or your Lordship might wish to refer it to a costs judge for a detailed assessment. But the 
principle is that it is very different: they would not have needed to instruct counsel; obviously, no 
one would have needed to attend a court hearing; and the degree of preparation, particularly in this 
case where delay was raised and therefore we had to do a very detailed chronology and a second 
witness statement dealing with, point by point, the history of the case -- the costs are very different, 
if I can give you the figures. The total costs figure, as I have said to your Lordship, is £10,742.79. 
These figures include that. The costs of the contested hearing are £8,972.15. The costs of 
proceeding with Mr Pembrey's consent would have been £1,770.64. So we say it is nearly £9,000 
that has been incurred as a result of this contested heari~g. So at the very least those are the costs 
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that we seek. 

MR JUSTICE CRANE: There you are drawing a distinction between a consent order on paper, 
rather than an unopposed order in court. 

MS LANG: That is just not obviously the way it has proceeded in the past, an unopposed 
application --

MR JUSTfCE CRANE: Can I tell you what I am inclined to do? I follow the costs would have been 
a great deal less-- but for the moment doubt your figures-- than if it had been a consent order. They 
would plainly have been more than that if there had been an application in court without consent but 
simply unopposed (inaudible). 

MS LANG: You mean with the defendant not attending? 

MR JUSTICE CRANE: Not attending or just indicating that he did not oppose the application, an 
attitude I can understand in the circumstances. and in addition it seems to me relevant to note that, 
although ultimately I have decided that you can justify the delay-- if one puts hindsight aside, you 
can justify it -- nevertheless, many of the reasons for that will not have been apparent to the 
defendant until they were set out and thus required justification. So, although they ultimately have 
been unsuccessful, I am not sure I would regard his opposition as being, as it were, totally 
unreasonable or capricious. I am rather inclined for that reason to order him to pay half the costs on 
the basis that you have put forward. 

MS LANG: My Lord, if that is your Lordship's ruling, I will say no more. I am not sure if your 
Lordship is inviting me to comment? 

MR JUSTICE CRANE: I am, yes. 

MS LANG: I simply say this, that, given the past history of this case, which your Lordship has 
found not to involve unreasonable delay, the fact that the hearing is listed for October and that we 
are now in July meant that the prospects of any court refusing to grant the extension were slim. If 
the GMC were coming to court and saying, "We have not fixed the PCC hearing," or the PCC 
hearing was going to be in a year's time, it would be a different story, but ultimately my best point 
was that the hearing was so soon and really that extending the conditions from now until October 
would make a marginal impact on Mr Pembrey's personal position, and it is really for that reason at 
the end of the day that, in my view, Mr Pembrey was doomed to fail, and his lawyers should have 
advised him of that. Maybe they did. But it was not a strong application and we submit a great deal 
of time and money has been taken up unnecessarily. 

MR JUSTICE CRANE: A great deal of time and money has been taken up but -- yes, I think in all 
the circumstances there should be an order that he pays half the costs. 

MR MOON: My Lord, can I with great diffidence ask for permission to appeal? With the greatest of 
diffidence I possibly can muster. 

MR JUSTICE CRANE: You can certainly ask. In my view the~e are matters of detail eminently 
suitable for a first instance judge to decide and I do not regard there as being in the ultimate analysis 
any point of principle arising. 
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under s.96(2) of the 1999 Act to treat T and S as an exceptional case and to provide them 
. with support, by way of the provision of free milk, under s.95 of the Act. 

HELD: (1) This court was quite satisfied that Parliament and the executive had intended the 
exclusionary result brought about by s.115 of the 1999 Act. In the circumstances, there was 
nothing that required 01 to exercise his powers of amendment. (2) D2's decision proceeded 
on the basis of two flaws: (a) it took account of certain cash payments of benefit which had 
been made toT but which were irrelevant for the purposes of the exercise under s.96(2); 
and (b) it failed to take account of the risk that, as a result of poverty, an HIV positive 
mother might breastfeed her child. In those circumstances, D2's decision fell to be 
quashed. 

Judgment accordingly. 
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TRIAL: ART.6(1): REASONABLE TIME: GENERAL MEDICAL COUNCIL PRELIMINARY 
PROCEEDINGS COMMITTEE AND PROFESSIONAL CONDUCT COMMITTEE 
(PROCEDURE) RULES 1988 Sl1988/2255 

The General Medical Council was entitled to an extension of an interim conditional 
registration order against a consultant pending a hearing of complaints by the 
Professional Conduct Committee where the delay in progressing the matter did not 
breach Art.6 European Convention on Human Rights and did not justify the exercise 
of the court's general discretion to refuse the extension. 

Application to extend an order for interim conditional registration under s.41 A Medical Act 
1983. The defendant ('P'), a consultant obstetrician and gynaecologist, had been made 
subject to conditions in the event that he practised pending a hearing of complaints against 
him by the professional conduct committee ('PCC') of the claimant ('GMC'). In September 
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1999 P was suspended from employment and his employer NHS Trust sent complaints 
about him to the GMC. In September 2000 P was dismissed after a disciplinary hearing. In 
October 2000 the GMC's medical screener referred the matter to the interim orders 
committee ('IOC'), which ordered that P be subject to interim conditional registration for a 
period of 18 months, and P was sent draft charges against him in the form of a "rule 6 
letter" on 4 October 2001. The GMC submitted that the imposition of conditions was 
justified in both the public and P's interest until at least the hearing before the PCC. P 
submitted as follows: (i) the GMC had to show a good reason for the delay that had 
necessitated this application; (ii) the evidence did not disclose a good reason and this 
application should be refused; (iii) relying on Art.6 European Convention on Human Rights 
and the court's general discretion this application should also be refused in the light of the 
GMC's failure to inform P of the charges against him. 

HELD: (1) P had an independent and free-standing right to a trial within a reasonable time. 
The starting date in these proceedings was the date that would be adopted in a criminal 
case, which was the date of the rule 6 letter. (2) There had been no delay in this case 
sufficient to amount to a breach of Art.6. (3) Examining the question of delay overall under 
the court's general discretion, there had been no delay sufficient for this court to refuse an 

,.. extension on that ground. Further, there was no reason to suppose that P would be taken 
P' by surprise concerning the nature of the allegations against him. (4) lt was plainly in the 

public interest for the conditions toP's registration to be imposed given that he had been 
found to be at fault and had been dismissed by his employer as a result of an independent 
recommendation. lt was also in P's interests that he should not practice without supervision 
if the criticisms of him were valid. In all the circumstances, the conditional registration had 
to be extended. 

Application allowed. 

Ms 8 Lang QC instructed by Field Fisher Waterhouse for the GMC. Mr A Moon instructed 
by Radcliffe Le Brasseur for P. 
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1. MR JUSTICE CRANE: Mr Michael Pembrey is a consultant obstetrician and gynaecologist. 
Pending a hearing of complaints against him by the Professional Conduct Committee (PCC) 
of the General Medical Council (GMC), the defendant has been made subject to an order for 
interim conditional registration under the Medical Act 1983, section 41A. In other words, 
conditions have been imposed upon him if he is to practise. The hearing of the complaints is 
fixed for 7th October 2002. The GMC is applying to this court under section 41A(6) of the 
Act for an extension of the order for 12 months from its expiry on 15th July. 

2. I deal first with the statutory framework. The GMC is, under the Act, responsible for 
supervising and regulating the fitness of medical practitioners registered with it to practise. It 
has a duty to deal with complaints against medical practitioners. The Act provides for 
various statutory committees. The procedure for dealing with a complaint of serious 
professional misconduct is set out in the General Medical Council Preliminary Proceedings 
Committee and Professional Conduct Committee (Procedure) Rules Order ofCouncil1988. 

3. Briefly, the normal procedure is as follows. The complaint is first considered by a medical 
screener. Unless the screener decides that no question of serious professional misconduct 
arises, the case is then referred to the Preliminary Proceedings Committee (PPC). The PPC 
may, as one outcome, refer the case to the PCC. At the stage when a screener refers the case 
to the PPC notification is sent to the medical practitioner, a "Rule 6 Letter", and "as soon as 
may be after a case has been referred to" the PCC a Notice of Inquiry is sent to the medical 
practitioner. The charge or charges are specified. In addition, the evidence relied on will be 
served on him. Various people, including the screener and either of the committees, may 
refer the case to another statutory committee, the Interim Orders Committee (IOC). 

4. I turn to the provisions of the Medical Act 1983, section 41A: 

"(1) Where the Interim Orders Committee are satisfied that it is necessary for 
the protection of members of public or is otherwise in the public interest, or is 
in the interests of a fully registered person, for the registration of that person 
to be suspended or to be made subject to conditions, the Committee may 
make an order--

(b) that his registration shall be conditional on his compliance, during such 
period not exceeding eighteen months as may be specified in the order, with 
such requirements so specified as the Committee think fit to impose (an 
'order for interim conditional registration'). 

(2) Subject to subsection (9), where the Interim Orders Committee have made 
an order under subsection (1), the Committee--

(a) shall review it within the period of six months beginning on the date on 
which the order was made, and shall thereafter, for so long as the order 
continues in force, further review it before the end of the period of three 
months beginning on the date of the decision of the immediately preceding 
review; and 

(b) may review it where new evidence relevant to the order has become 
available after the making of the order. 
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(6) The General Council may apply to the court for an order made by the 
Interim Orders Committee under subsection ( 1) or (3) to be extended, and 
may apply again for further extensions. 

(7) On such an application the court may extend (or further extend) for up to 
12 months the period for which the order has effect." 

5. Under subsection (9) the Interim Orders Committee has a duty to continue to review the 
order if the court orders an extension. It is clear not only that subsection ( 1) gives guidance 
to the Interim Orders Committee as to the factors relevant to the making of an order, but that 
those indications also provide guidance to the court in deciding whether an extension should 
be granted. 

6. 

7. 

8. 

10. 

11. 

I turn to the chronology. From the 1st February 1989 the defendant was employed by the 
Hastings and Rother NHS Trust. He also had some private practice. On 5th May 1998 
information was received by the GMC from the Trust regarding the standard of the 
defendant's professional conduct, particularly in relation to laparoscopic surgery. I shall refer 
to that information as Complaint 1. The complaint was referred by the GMC to a screener 
but ultimately the GMC received a positive report from the Trust about the defendant's 
progress and on 18th June 1999 the screener decided that no action was necessary. I am not 
further concerned with Complaint I. 

In September 1999 a further decision was made by the Trust: to suspend the defendant from 
his employment by the Trust and to send further complaints to the General Medical Council, 
those complaints being received on 23rd September 1999. That group of complaints has 
been referred to during the hearing as Complaint 2. On 24th September 1999 the defendant's 
admitting rights to the BUPA hospital at Hastings were withdrawn and hence his private 
practice effectively came to an end. 

It is right to note at this stage, not only that the defendant denies these and all other 
complaints against him, but that he contends, as part of his case before the General Medical 
Council, that the Trust and certain individuals within it have been guilty of bad faith and 
have been responsible for a campaign against him. It is not for the court in this hearing to 
pass judgment on those matters. 

The matters which led to the defendant's suspension and to Complaint 2 were in fact placed 
by the Trust before an independent panel, consisting of a member of the Bar and two 
consultants. There was a hearing before the Panel in the spring and early summer of the year 
2000. That panel prepared an initial report, and a final report after seeking comment from 
the defendant. The fmal report was dated 14th September 2000. 

The Panel reported that the defendant was at fault in various respects. In relation to the case 
of M, it was found that the defendant failed to make a full and proper note of a consultation 
and counselling of a young woman of 18 with a mental age of six, on whom he had 
perfonned an operation. The Panel took the view that, in failing to make such a proper note, 
the defendant fell well below the standards to be expected of him. They also found that he 
had failed to consult more widely before deciding to carry out the particular operation. 

In the second case, that ofT, the panel's fmdings were similar, namely that the defendant 
failed to make a full and proper note and failed to consult more widely than he did. In the 
case of A, the findings of fault were that he should have abandoned an operation he was in 
fact performing and he should not have carried out part of the operation that he did, and that 
he failed to make a careful note. The Panel concluded that there was a serious lack of 
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judgment on his part, which fell well below the standard to be expected of a consultant 
gynaecologist. 

12. In the case of A, the Panel found that the decision to perform an operation was clinically 
unjustified, as was the taking of biopsies, and that this was an unnecessary intervention on 
the part of the defendant, which could have had an adverse outcome. In the case of CH, they 
found that the carrying out of the relevant operation was unnecessary, that the defendant 
carried out extensive sampling that was not justified and he caused to be inserted a coil 
without adequate clinical justification. They described him as surgically incompetent in the 
particular case. 

13. In the case of SH they found that the defendant was at fault in treating a burn on the patient 
without at least first speaking to a plastic surgeon, and he operated outside his area of 
expertise. In the case of J they found that he failed to make a proper note and reached an 
erroneous decision as to the capability of the patient of becoming pregnant through her left 
fallopian tube. He failed, the Panel found, also to advise the patient in certain respects, and 
overall the Panel found that there was a pattern of inadequate note taking, which justified 
a specific fmding of fault against the defendant. 

14. I have deliberately merely outlined the findings without giving specific details as it is not the 
purpose of this hearing to examine the details of the Panel's findings. It is right, however, to 
note that the Panel also said this: 

"We are not of the opinion that the findings of fault which we have made are 
so numerous, or of such severity, that Mr Pembrey's dismissal is inevitable. 
As was submitted to us by Le Brasseur J Tickle, Mr Pembrey's solicitors, in 
their response to Part 1 of the Report, our fmdings need to be set in the 
context of the many thousands of gynaecological patients whom Mr Pembrey 
saw and the inevitably larger number of gynaecological treatment episodes 
with which he dealt over the 10 years that he has worked for the Trust." 

15. As I have indicated already, the defendant disagrees strongly with the findings of the Panel. 

16. On 29th September 2000 there was a disciplinary hearing, as a result of which the defendant 
was dismissed from his employment with the Trust. Just before he was dismissed, it so 
happened that Complaint 2 was referred to the GMC screener. The GMC received a copy of 
the Panel's report. In October 2000 the medical screener referred the matter to the PPC and 
the IOC. 

17. Pausing at that point, I must bear in mind that the defendant's case emphasises delay on the 
part of the GMC and of the Trust, but it is clear in my view that there was no delay on the 
part of any relevant authority up to October 2000. 

18. The GMC and the Trust discussed in the same month how the Trust could assist with 
enquiries and a body of paperwork was forwarded to the GMC. On 1st November 2000 
a fonner patient sent to the GMC direct a separate complaint about the defendant, complaint 
3. That complaint was in due course to be dealt with as a separate matter and, although it 
required some consideration by the GMC, it is common ground that any delay resulting from 
the receipt of Complaint 3 must have come to an end by April 200 1. 

19. Meanwhile, on 12th January 200 1 the IOC considered Complaint 2 and made the first order 
for interim conditional registration for 18 months. The conditions imposed were as follows: 
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"1 You shall restrict your medical practice to positions in obstetrics and 
gynaecology in NHS hospitals in which your work will be closely supervised 
by a consultant; 

2 You shall not undertake any locum posts; 

3You shall notify all current employers and potential employers at the time of 
application whether for paid or voluntary employment of these conditions and 
ofthe matters referred to the GMC; 

4You shall notify the Registrar of the GMC of any posts you undertake." 

20. Those conditions have to some extent been modified from time to time but essentially are 
the conditions which remain. It is the condition as to supervision to which particular 
objection is taken, although the defendant objects to all the conditions. 

21. On 17th April2001 the Trust forwarded to the GMC a further nine complaints: Complaint 4. 
It is right to note straight away that no final decision has been made about whether to 
proceed with that complaint and whether it should be heard with Complaint 2 on 
7th October. 

22. Between April and September 200 I progress was made. Complaint 4 was moved to the 
special screening team. The GMC then noted that there was insufficient information to 
screen Complaint 4 properly and there was a request to the Trust for patient records in 
relation to that complaint. Those records were chased and on 3 I st July 200 1 Complaints 2 
and 4 were sent for screening and for approval of draft charges for a Rule 6 Letter. The 
screener considered the draft charges and revised them more than once. On 
4th October 2001 a Rule 6 Letter was sent to the defendant in relation to Complaint 2, as the 
matter was being referred to the PPC. He was told that Complaint 4 would not be considered 
by the PPC, at least at that stage, because it was being considered by the screeners. 
October 200 1, for reasons to which I shall return, is said to be an important date. During the 
period April to September 2001 the IOC reviewed the conditions twice but maintained 
conditions. 

23. Shortly after the sending of the Rule 6 Letter on 4th October the Trust informed the GMC 
that they would investigate Complaint 4. The reason was that originally the Trust had not 
been prepared to investigate Complaint 4 as a result of the dismissal of the defendant. An 
appeal against his dismissal had been allowed in July and the Trust therefore decided that 
they would investigate. 

24. I note in passing that there was a full response on behalf of Mr Pembrey in November 2001 
to the Rule 6 Letter. 

25. On 14th November 2001 the PPC referred the matter to the PCC. On the following day the 
Trust wrote to the GMC saying that it would not after all be investigating Complaint 4. The 
defendant was informed that Complaint 2 was going to the PPC and that a charge was being 
formulated against him. On 7th December 2001 solicitors were appointed by the GMC to 
prepare for the PCC hearing. On 17th December the IOC reviewed the conditions for 
a fourth time. On 24th January 2002 there was a second disciplinary hearing by the Trust. 
This was an independent panel, which decided on 4th February that the defendant should in 
fact be dismissed. In January and February 2002, first in a meeting and then by letter, the 
GMC's solicitors pressed the Trust for documentation, giving full details of what was 
required. On 6th Mar-ch 2002 the IOC reviewed the conditions for a fifth time and on 
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26. 

27. 

~28. 

.29. 
30. 

31. 

3 rd April the GMC offered the defendant a hearing date of 7th October. 

It is right to note that that hearing date must have been organised as a result of a decision to 
go ahead with fixing a date, a decision which cannot have been taken later than March. In 
other words, the solicitors had plainly decided some time prior to 3rd April that, although 
the documentation was not complete, nevertheless they had to proceed to arrange a date. 
Shortly after the hearing date was offered, a total of some 15 lever arch files were received 
from the Trust, although since then further documents have been both requested and 
received and the documentation is still not regarded as complete. 

The defendant's solicitors indicated that they could not agree with the time estimate, then of 
seven days, because they had not yet seen properly formulated allegations but they did not 
specifically agree or disagree with the proposed date. That date has since been fixed as the 
hearing date and the GMC wish to maintain that date. The defendant's attitude to the date is 
that he is only too keen to have as early a hearing as possible but is not prepared to commit 
himself until the formal charges and the evidence that he has to meet have been served. 

On 1st May 2002 the IOC reviewed the question of conditions for a sixth time and gave the 
GMC permission to apply to the High Court. The conditions, as varied on that occasion, 
were as follows: 

"1. you shall restrict your medical practice to staff grade pos1t10ns in 
obstetrics and gynaecology in NHS hospitals under the supervision of a 
consultant(s); 

2. you shall not accept the offer of any locum post of less than three months' 
duration; 

3. you shall ensure that a report is provided on your performance by the 
supervising consultant(s) prior to the review before the IOC; 

4. you shall notify all current employers and potential employers at the time 
of application, whether for paid or voluntary employment, of these conditions 
and of the matters referred to the GMC; 

5. you shall notify the Registrar of the GMC of any posts you undertake." 

On that occasion the continuation of any conditions was firmly opposed by the defendant. 
The present conditions expire, as I have indicated, on 15th July. 

I summarise the issues broadly. The claimant's submission is that the imposition of the 
conditions is justified, both in the public interest and the defendant's interest, until at least 
the hearing before the PCC has taken place. The defendant's submissions, set out clearly in 
counsel's skeleton argument and his oral submissions, can conveniently be adopted from the 
paragraphs at page 3 of his skeleton argument. The defendant submits that, in order to 
succeed, the GMC must demonstrate a good reason for the delay that has necessitated the 
application. Secondly, he says that the evidence does not disclose a good reason and the 
application should be refused. Thirdly, the application should also be refused in the light of 
the failure by the GMC to inform the defendant of the charges against him and, adds 
counsel, in all the circumstances. The defendant relies both on Article 6 of the European 
Convention on Human Rights and on the court's general discretion. 

I turn first, in relation to the defendant's submissions, to Article 6. Article 6( 1) guarantees 
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a right to a trial "within a reasonable time". I accept first of all on the authorities that this is 
an independent and free-standing right, the enforcement of which does not depend upon 
establishing prejudice. The principal authority for that proposition is the decision of the 
House of Lords in Porter v Magill [2002] 1 All ER 465. These proceedings are civil 
proceedings. In civil proceedings time runs once proceedings are commenced. On the 
authority of Konig v Federal Republic of Germany [1980] 2 EHRR 170, although time runs 
from the commencement of proceedings, one has to look elsewhere for a decision as to when 
time begins to run. In that connection the authority, as far as this court is concerned, must be 
the Attorney General's Reference (No 2 of 2001) [2001] WLR 1877. That was of course 
a criminal case, in which the Court of Appeal Criminal Division, presided over by the Lord 
Chief Justice, was considering Article 6 in the context of applications to stay proceedings for 
abuse of process. At paragraph 11 the Lord Chief Justice cited the European Court of 
Human Rights' decision in Deweer v Belgium [1980] 2 EHRR 439, in which the court had 
said this: 

"'(a) "Criminal charge" is an "autonomous" concept which must be 
understood within the meaning of the Convention. (b) The term has 
a "substantive" rather than a "formal" meaning. (c) On the facts, the court 
held the proceedings against the applicant had constituted a "criminal charge" 
which could be defined as "the official notification given to an individual by 
the competent authority of an allegation that he has committed a criminal 
offence".'" 

32. He further quoted the European Court as saying this at page 459: 

33 . 

34. 

"'There accordingly exists a combination of concordant factors conclusively 
demonstrating that the case has a criminal character under the Convention. 
The "charge" could, for the purposes of Article 6( 1 ), be defined as the official 
notification given to an individual by the competent authority of an allegation 
that he has committed a criminal offence. In several decisions and opinions 
the Commission has adopted a test that appears to be fairly closely related, 
namely, whether "the situation of the (suspect] has been substantially 
affected".'" 

The Lord Chief Justice himself went on at paragraph 13 to say this: 

"The approach that we have indicated to the question of when a person is 
charged is important in relation to what was contended before the judge in 
this case. It was contended before the judge that there had taken place an 
interrogation of the defendants and it was said that this constituted the charge. 
We disagree with that view. In the ordinary way an interrogation or an 
interview of a suspect by itself does not amount to a charging of that suspect 
for the purpose of the reasonable time requirement in Article 6( 1 ). We do not 
consider it would be helpful to seek to try and identify all the circumstances 
where it would be possible to say that a charging has taken place for the 
purpose of article 6( 1 ), although there has been no formal charge. We feel 
that the approach indicated by the authority that we have cited clearly 
expresses the position and we are content to leave the matter in that way." 

That was, as I have said, a criminal case. Nevertheless, the authorities indicate that, in 
proceedings such as the present, the court should take as the starting date the date that would 
be adopted in a criminal case. 
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35. In the light of that the claimant argues that the correct date is the date of the Rule 6 Letter, 
namely 4th October 2001. The defendant argues that the crucial date should be regarded as 
12th January 2001, when the IOC first made its order for interim conditional registration. It 
was submitted by counsel that from that date the defendant was substantially affected by the 
proceedings. In analogous criminal proceedings an interview, which may be said 
substantially to affect a defendant, is not to be regarded as the making of a charge, and it 
seems to me that such preliminary matters as a restraint order or the release on bail with 
conditions but prior to charge should fall under the same heading. It therefore does not 
follow in my view that 12th January 2001, although it resulted in an order for interim 
conditional registration, is the starting date to take. In my view, the submissions on behalf of 
the claimant are correct, namely that the Rule 6 Letter of 4th October 200 1 should be taken 
as the starting date. 

36. 

37. 

.38. 

39. 

40. 

It is submitted on behalf of the defendant that any time after October in which there was 
a delay before attempting to fix the date of the hearing is without justification. He also 
submits that any delay caused by the Trust is delay which I should consider, bearing in mind 
that the Trust is a public authority. That submission I accept. My conclusion, however, is 
that, if one examines the timetable, there is no such delay as to amount to a breach of 
Article 6. Indeed, if one takes as an alternative the date 12th January 2001, there is no such 
delay even on that basis. In my view, some of the delays resulting from the receipt of 
Complaint 4 in April 2001 explain the lapse of time, some six months or so, until the Rule 6 
Letter. There is no doubt that the Trust was dilatory in providing records and in due course it 
was necessary quite plainly for the GMC to grasp the nettle and to decide whether to proceed 
despite the absence of the record. In fact, in relation to Complaint 2, they did so and wrote 
the Rule 6 Letter on 4th October 2001, although Complaint 4 had not yet been sufficiently 
crystallised. 

If one examines the events immediately after 4th October 2001, there were matters which 
properly required the attention of the GMC and its solicitors. They plainly needed to 
consider the Trust's decision, revoked after less than a month, to investigate Complaint 4. 
They plainly needed to consider the defendant's response to the Rule 6 Letter. In my view 
the instruction of solicitors on 7th December 2001 was reasonably prompt. Those solicitors, 
without undue delay, took up the question of the absence of documents and without undue 
delay decided that the date had to be fixed, as indeed it was, some time after its offer on 
3rd April. 

I agree that, with hindsight, it is perfectly possible to see how nettles should have been 
grasped somewhat sooner than they were and I accept that months here and there could, with 
hindsight, have been shaved off the timetable. Looking at it broadly, some three months or 
so might have been saved. But it does not in my view follow, even if on analysis the delay is 
open to some criticism, whether with or without hindsight, that a hearing within a reasonable 
time has been denied and that therefore there is a breach of Article 6. This case as a whole 
was never allowed to go to sleep, and the impression one gains from the timetable is of the 
GMC conscientiously pursuing procedures. Those procedures inevitably require some time 
but are designed to protect medical practitioners. 

Criticism is made because reference to an expert was not made in 2001, but was only made, 
it appears, some time much later, in 2002. That criticism, although it has some merit, does 
not appear actually to have delayed the timetable so far. 

I have said that I bear in mind the dilatory nature of the Trust's supply of documents. 
Nevertheless, as I have indicated, the GMC have conscientiously tried to obtain documents 
and eventually did grasp the nettle, without in my view waiting an unreasonably long time, 
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to proceed without such documents as they already had. 

41. In deciding whether there has been a failure to provide a hearing within a reasonable time, 
I look at the whole period, I take an overall view, and in my view no breach of Article 6 has 
been made out. It is therefore not necessary to consider what the conclusion would be if 
there had been a breach of Article 6, if the hearing on 7th October 2002 had clearly been 
shown not to be a hearing within a reasonable time. In Porter the question of the effect of 
a breach of Article 6 was not dealt with and in my view the best authority, as things stand, 
for the effect of a violation of Article 6 is the holding of Simon Brown LJ in R v 
Court Martial Administration Officer, ex parte Jordan, decided on 27th July 1999: 

" ... the Strasbourg caselaw is not to be understood as laying down a principle 
that whenever delay is identified of such a character as to involve a violation 
of Article 6, that fact of itself necessarily precludes there being a fair trial 
with the result that any outstanding criminal process must immediately be 
discontinued." 

10 42. Having decided that there has been no breach of Article 6, I must still examine the question 
of delay overall. Although under Article 6 the starting point is either January 2001 
or October 2001, it seems to me that, under the court's general discretion, the whole period 
since the matters first arose in 1999 must be considered. If, for example, a complaint were 
made and the GMC did not properly or rapidly investigate it, that would be something that, 
although it might not be a violation of Article 6, the court must consider. In my view, if one 
looks at the whole period, there is no delay which should lead the court to refuse an 
extension on that ground. The period from September 1999 until October 2000 is explained, 
as I have indicated, by the fact that the Panel's report was awaited. That was a perfectly 
rational and sensible decision. Between October 2000 and April2001 the timetable is 
explained first of all by necessary and proper processing of the case and then by some delay 
caused by the receipt of Complaint 3. As to the period after April2001, I have dealt with 
that in connection with the Article 6 submissions. 

• 
43. Looking at the period overall, I must note that, after the receipt of Complaint 2 on 

23rd September 1999, the hearing was first notified to the defendant on 3rd April2002 for 
a hearing now fixed for 7th October 2002. I fully understand how such a period must appear 
to the defendant, who wishes these matters to be cleared up. I accept that the particular 
allegations individually are not especially complex, but the case has been made somewhat 
complex by the receipt of further complaints. It is quite plain that there has been no delay by 
the IOC, nor has the IOC failed in its duty properly to keep the conditions under review. As 
to delays by the Trust, I have accepted that those are relevant. With maximum cooperation 
from the Trust, the GMC could no doubt, as I have indicated before, have shaved a few 
months off the total time taken. It does not follow that it would be wrong for the hearing to 
take place or for conditions to be extended meanwhile until the 7th October. 

44. I bear in mind also the evidence of the GMC that in the year 2000 there was a huge increase 
in the number of complaints received, a threefold increase. Steps were taken to deal with 
that increase, but in the short-term that provides some additional reason why matters could 
not proceed more quickly than they did. I fmd that delay is not in this case a good reason for 
refusing an extension. 

45. I look at other matters. There is complaint about the lack of a formal Notice of Inquiry and 
the lack therefore of formal charges. It is proposed by the GMC that there will be service of 
evidence and formal charges some six to eight weeks before the hearing date, longer than the 
minimum required but, it is said, usual in a case of the present kind. I am of course 
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46. 

47. 

proceeding on the assumption that the timetable will be maintained and that the defendant 
will then receive what he is entitled to. There is no reason in my view to suppose that he will 
be taken by surprise as to the nature of the allegations against him. If he were to be, then he 
would have remedies, such as an application for a stay or an application for an adjournment. 
But today I must proceed on the basis that that will not occur. I bear in mind the submission 
on the defendant's behalf that of course, not only has he had the matter hanging over his 
head, but there remains uncertainty in particular as to whether Complaint 4 will form part of 
the proceedings in October. 

If I look at section 41 A, the public interest plainly has to be considered. The other side of the 
coin, however,· is the effect of the conditions upon the defendant and I accept that such 
orders may have serious consequences for medical practitioners. I have the benefit of 
a statement made by the defendant, and his evidence is that he has been prevented from 
obtaining work, in particular by the condition as to supervision. The only work he has 
obtained has been unpaid work. It is submitted on behalf of the defendant, although he does 
not mention this in his statement, that he would, if that condition in particular was removed, 
be able to obtain private work. He points out rightly that if he does not carry out his work as 
a gynaecologist and obstetrician, he will become, .as he says, increasingly deskilled. I fully 
accept that that is a real consideration. On the other hand, the GMC points out that the 
defendant has been receiving his salary and continues to do so. Although the second appeal 
against his dismissal has been rejected, he is appealing to the Secretary of State and his 
dismissal has therefore not become fmal. I accept of course that he must have lost the 
income from his private practice, although I do not know any figures. The GMC also 
submits that his dismissal from the Trust (now upheld by an independent panel, although 
subject to the appeal to the Secretary of State), plus the original Panel fmdings, plus the 
process of the GMC itself, would have made it extremely difficult for him to obtain a post, 
even unpaid, for more than a short period. In my judgment, his prospects, even in the 
absence of conditions, of obtaining a post within the next few months are poor, but I do 
accept that the conditions, added to those other matters that I have referred to, make 
obtaining work virtually impossible. 

My conclusions then are these. It is plainly in the public interest that these conditions be 
imposed: the defendant has been found to be at fault in the way I have described by an 
independent panel in relation to Complaint 2; in addition, he has been dismissed by his 
employer as a result, on the second occasion, of an independent recommendation. I bear in 
mind that it is in the defendant's interests as well that he should not practise without 
supervision if those criticisms of him are valid. I bear in mind the lapse of time and the 
conclusions I have reached in relation to delay. I bear in mind the adverse effect of the 
conditions in practice on the defendant. I also bear in mind that the hearing is now three 
months ahead, in October. I have ignored in what I have said that on 5th July 2002 yet 
another set of complaints, Complaint 5, has been received from the Trust and that those 
matters appear to be old matters which have not previously been brought to the attention of 
the GMC. It is quite clear that I should ignore Complaint 5 and assume that such a complaint 
will not hold up any hearing in October. 

48. In all the circumstances, I conclude that there must be an extension of the conditional 
registration. No specific changes in the conditions are submitted and I should therefore adopt 
the conditions as most recently set out by the IOC. 

49. There remains the question of the period of conditions. I assume a hearing in October. At the 
end of that hearing, presently estimated as a precaution at 15 days, either the conditions will 
fall away or be superseded by an adverse finding against the defendant. I am not prepared to 
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order an extension on the assumption that there could be any postponement of the whole 
hearing. If for any reason 7th October cannot be maintained as a date on which the defendant 
can fairly be heard by the PPC, then there would be, in my view, a completely new situation, 
·which would require, if necessary, a consideration of a further application. However, I am 
prepared to allow for some adjournment of part of the hearing. It is not unknown for 
h.earings not to be completed and for there to be difficulties in reconvening such a hearing of 
the committee, bearing in mind its composition. It is always possible that there will be some 
meritorious reason for the adjournment of part of the hearing and a consequent failure to 
complete it in October. It seems to me that if there was unfortunately to be such an 
arljournment, it would be wrong to impose on the parties the need to come back to the court 
and I therefore shall order the extension until 31st January 2003. Subject to any submissions, 
the order will then be that the order for interim conditional registration should be extended 
from 15th July 2002 until 31st January 2003. 

MS LANG: I am obliged. I make an application for costs. Could I hand up a few documents that I 
would like to refer to in the course of that application. (Handed) 

The first point I make is that Mr Pembrey is supported by the Medical Defence Union and therefore 
I() any order for costs will be met by them. Secondly, Mr Pembrey was warned in correspondence from 

the GMC that an application for costs would be made if he resisted the application for an extension 
and if the GMC was successful. That is the letter of 3rd April. It is the penultimate paragraph on the 
second page. 

MR JUSTICE CRANE: Yes. 

MS LANG: Then again on 13th May, the second paragraph. My Lord, although the C applied for 
the maximum period of 12 months and your Lordship has granted a period of less than that, my 
submission is that that should not affect the order for costs because the parties could have reached 
agreement for an extension for a lesser period than 12 months. 

MR JUSTICE CRANE: Was that ever canvassed on either side? 

MS LANG: It was canvassed by me to Mr Moon and he said he would take instructions on the 
matter, but his instructions were to oppose any extension. I had in mind to agree something around 
the October date. My Lord, I invite you to make a summary assessment of costs, and there is 

• a schedule which has been served and been handed up to your Lordship. 

MR JUSTICE CRANE: Yes, I think I have seen it before actually, but perhaps I did not look at it in 
detail then. 

MS LANG: There is now an updated statement on the last page of the bundle which just takes 
account of the additional costs incurred as a result of today's hearing and also -- the time estimate 
was originally three hours and so there has been some increase in solicitors' costs to reflect that. 

MR JUSTICE CRANE: So what you are applying for is the total of the two? 

MS LANG: Yes, which is £10,742.79, which is not written down anywhere. 

MR JUSTICE CRANE: I will hear Mr Moon in a moment on principle. I was somewhat concerned, 
I must say -- these are matters of detail -- at the bulk of the documentation that was submitted for 
a hearing of this kind. In fact, quite apart from my comments, it was all done in triplk:ate for reasons 
that I will now hear about. 
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MS LANG: Because on ·the last two occasions when applications have been listed by the 
Administrative Court they have directed that it should be heard by two judges and so we had to put 
in one f"or each judge and then always one extra for the court office. The Administrative Court must 
presum.ably have now changed its mind to the view that these applications are fit to be heard by one 
judge. This is a relatively new procedure and so everyone is feeling their way, but that is why. 

MR JUSTICE CRANE: Yes, I see. What about the bulk of the documentation? 

MS LANG: There are always difficult judgments to be made here. The really big document is part 1 
of the Inquiry Report, and we agonised about whether to put that in or not, and in the end I felt that, 
if all your Lordship had was my summary of what that report said and the original document was 
not before you, then, if there was any issue about the accuracy of what I had put, there was nothing 
to refer to, and of course in fact Mr Pembrey was not very happy with my summary. 

MR JUSTICE CRANE: I suppose the other major documentation is the IOC hearings. 

MS LANG: Yes. 

I() MR mSTICE CRANE: Again, I see why on reflection they might have needed to be --

• 

MS LANG: Yes, the letters that are sent out from the IOC giving a decision are fairly bald and one 
really gets much more a sense of what the issues were before the IOC, particularly in relation to the 
wording of conditions, when one looks at the transcript. 

MR mSTICE CRANE: I think on reflection --

MS LANG: So it was a difficult judgment call but I would say that preparing the photocopied 
bundles is not the bulk of the costs. 

MR JUSTICE CRANE: I said those were matters of detail. Let me hear what Mr Moon says. 

MR MOON: First, the GMC would have had to have made this application anyway because of 
course it is required do so under the Act and so it would inevitably incur some costs in making the 
application. The second point, which is really related to that, is that of course the court, under 
section 6 of the Human Rights Act, would have had to have considered the human rights' 
implications anyway. Of course, the bulk of the argument is really related to Article 6. So, on any 
view substantial costs would have been incurred, whether or not Mr Pembrey had resisted. 

The third point is that, of course, the GMC has not been successful and I must say there may have 
been some misunderstanding between my learned friend and I, but I understood my friend to say 
earlier this week that she did not have instructions to pursue anything other than 12 months. It is 
quite right that I did not have instructions to offer less, but I did understand my friend to tell me that 
she was pursuing the 12 months, and she has been unsuccessful in that. 

MR mSTICE CRANE: It does not sound the sort of discussion between counsel which we need to 
analyse in detail. It sounds as if there may have been sensible words, but it is quite plain there was 
no firm proposal on either side to compromise the length of time. 

MR MOON: My Lord, the first time it was put forward as being possible by the GMC was when 
Ms Lang was on her feet yesterday. 

MR JUSTICE CRANE: So what do you say? I see the point that an application would be needed 
anyway and that the defendant was in no way responsible for that. What do you say I should order? 
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MR MOON: My primary position is no order as to costs. My fallback position is that a proportion 
of these costs would have been incurred anyway. 

My Lord, I do have a fourth point, which I have not made, which is this. As I understand my Lord's 
judgment, there is a period of about three months where, with hindsight, some of the delay could 
have been shaved off, and that is a matter that my Lord may wish to take into account. 

MR JUSTICE CRANE: I do not regard that as a serious criticism. In almost any case with hindsight 
you can shave the timetable. Looking back, that is the point I was making. 

MR MOON: Coming back to my broader submission, it is primarily no order as to costs. If you are 
against me on that, half the costs that have been put forward in the schedule. 

MR JUSTICE CRANE: Thank you. (Inaudible) 

MS LANG: Yes, the position is that in the 12 applications that there have been so far, ten have been 
resolved with the consent of the doctor. 

~ MR MOON: My Lord, I am so sorry. I am not in a position to gainsay these matters. Ms Lang has 
"-~ not told me that until this moment and I am afraid I just cannot accept that sort of--

MR JUSTICE CRANE: Let us see what conclusions she draws from it. Why is it relevant? 

MS LANG: What happens when a doctor consents is that, yes, the GMC through Field Fisher 
Waterhouse have to make an application to the court, but it is dealt with on the papers, and therefore 
particulars of claim and the claim form and the witness statement in fairly short form are lodged and 
the consent order is signed by both parties. 

MR JUSTICE CRANE: That is if there is actually a consent order. 

MS LANG: Yes, drafted by Field Fisher Waterhouse. It is sent to the --

MR JUSTICE CRANE: I can see that. 

MS LANG: -- doctor and it is signed, and then presumably a judge is asked to look at the matter and 
the order is made . 

• MR JUSTICE CRANE: I am not sure that is really relevant. 

MS LANG: Can I just develop the point? It is about the costs incurred. Mr Moon was kind enough 
to mention yesterday that he wanted to take this point and so overnight we have considered, well, 
what costs would we have incurred had this been dealt with by consent? So, yes, we would have had 
to make the application, but we would not have had to prepare for a court hearing and instruct 
counsel and come to court. So that is essentially the difference that is caused by it being contested. 
Obviously, that is quite a detailed exercise, which I am happy to go through now if your Lordship 
wishes, or your Lordship might wish to refer it to a costs judge for a detailed assessment. But the 
principle is that it is very different: they would not have needed to instruct counsel; obviously, no 
one would have needed to attend a court hearing; and the degree of preparation, particularly in this 
case where delay was raised and therefore we had to do a very detailed chronology and a second 
witness statement dealing with, point by point, the history of the case-- the costs are very different, 
if I can give you the figures. The total costs figure, as I have said to your Lordship, is £10,742.79. 
These figures include that. The costs of the contested hearing are £8,972.15. The costs of 
proceeding with MrPembrey's consent would have been £1,770.64. So we say it is nearly £9,000 
that has been incurred as a result of this contested hearing. So at the very least those are the costs 
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that we s.eek. 

MR JUSTICE CRANE: There you are drawing a distinction between a consent order on paper, 
rather than an unopposed order in court. 

GMC101057-0359 

MS LANG: That is just not obviously the way it has proceeded in the past, an unopposed 
application--

MR JUS'TICE CRANE: Can I tell you what I am inclined to do? I follow the costs would have been 
a great deal less -- but for the moment doubt your figures -- than if it had been a consent order. They 
would plainly have been more than that if there had been an application in court without consent but 
simply unopposed (inaudible). 

MS LANG: You mean with the defendant not attending? 

MR JUSTICE CRANE: Not attending or just indicating that he did not oppose the application, an 
attitude I can understand in the circumstances, and in addition it seems to me relevant to note that, 
although ultimately I have decided that you can justify the delay-- if one puts hindsight aside, you 

.,.. can justi:fy it -- nevertheless, many of the reasons for that will not have been apparent to the 

...., defendant until they were set out and thus required justification. So, although they ultimately have 
been unsuccessful, I am not sure I would regard his opposition as being, as it were, totally 
unreasonable or capricious. I am rather inclined for that reason to order him to pay half the costs on 
the basis that you have put forward. 

MS LANG: My Lord, if that is your Lordship's ruling, I will say no more. I am not sure if your 
Lordship is inviting me to comment? 

MR JUSTICE CRANE: I am, yes. 

MS LANG: I simply say this, that, given the past history of this case, which your Lordship has 
found not to involve unreasonable delay, the fact that the hearing is listed for October and that we 
are now in July meant that the prospects of any court refusing to grant the extension were slim. If 
the GMC were coming to court and saying, "We have not fixed the PCC hearing," or the PCC 
hearing was going to be in a year's time, it would be a different story, but ultimately my best point 
was that the hearing was so soon and really that extending the conditions from now until October 
would make a marginal impact on Mr Pembrey's personal position, and it is really for that reason at lithe end of the day that, in my view, Mr Pembrey was doomed to fail, and his lawyers should have 
advised him ofthat. Maybe they did. But it was not a strong application and we submit a great deal 
of time and money has been taken up unnecessarily. 

MR JUSTICE CRANE: A great deal of time and money has been taken up but -- yes, I think in all 
the circumstances there should be an order that he pays half the costs. 

MR MOON: My Lord, can I with great diffidence ask for permission to appeal? With the greatest of 
diffidence I possibly can muster. 

MR JUSTICE CRANE: You can certainly ask. In my view these are matters of detail eminently 
suitable for a first instance judge to decide and I do not regard there as being in the ultimate analysis 
any point of principle arising. 
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2. 

3. 

LORD JUSTICE PILL: The claimant, Dr X, applies to the court by virtue of section 41 A(l 0) of the 
Medical Act 1983 ("the 1983 Act") to quash an order of the Interim Orders Committee ("IOC") of the 
General Medical Council ("GMC") made on 2nd March 2001 following an oral hearing on that day. 
The IOC ordered that the claimant's registration as a medical practitioner should be suspended with 
immediate effect for a period of 18 months. It was further ordered that the suspension should be 
reviewed by the IOC at a further meeting to be held within six months. 

The claimant is a general practitioner at premises in the south east of England. Allegations of indecent 
assault are made against him by two ofhis nieces (now aged 15 and 13 years). Their father complained 
to the Social Service Department of the County Council and the Health Authority also became 
involved. The GMC were informed of the allegations. On 28th February 2001 the claimant was charged 
by the police with six counts of indecent assault. He was granted bail subject to conditions. By virtue of 
Articles 3 and I 0 of the Medical Act 1983 (Amendment) Order 2000, the 1983 Act was amended by the 
addition of Committee and a new section. Section 41A reads, insofar as is material: 

"(1) Where the Interim Orders Committee are satisfied that it is necessary for the 
protection of members of the public or is otherwise in the public interest, or is in the 
interests of a fully registered person, for the registration of that person to be 
suspended or to be made subject to conditions, the Committee may make an order (a) 
that his registration in the register shall be suspended (that is to say, shall not have 
effect) during such period not exceeding eighteen months as may be specified in the 
order ('an interim suspension order') or; (b) that his registration shall be conditional 
upon his compliance, during such period not exceeding eighteen months as may be 
specified in the order, with such requirements so specified as the Committee think fit 
to impose (an 'order for interim conditional registration')." 

Subsection (10): 

"Where an order has effect under any provision of this section, the court may (a) in 
the case of an interim suspension order, terminate the suspension; (b) in the case of an 
order for interim conditional registration, revoke or vary any condition imposed by 
the order; (c) in either case substitute for the period specified in the order (or in the 
order extending it) some other period which could have been specified in the order 
when it was made (or in the order extending it), and the decision of the court under 
any application under this subsection shall be final." 

4. The "court'' is the High Court (section 38 of the 1983 Act). 

5. The IOC has it origins in the Amendment Order. Similar, though somewhat different, powers were 
formerly exercised by a different committee of the GMC. At the hearing on 2nd March 2001 both the 
claimant and the GMC were represented by counsel. The hearing was conducted by a committee of five 
members advised by a legal assessor. Some of the argument before the Committee turned upon the 
possibility of an interim conditional registration. It is common ground that it is not open to the court to 
take that course upon this application. The power of the court, subject to its power under section 
41A(IO)(c), is either to quash or to uphold the order ofthe IOC. 

6. The approach to be adopted by the court is not in dispute. In Yale v General Dental Council 
(unreported) 14th October 1988 Watkins U stated at page 5: 

"It is vital to acknowledge in matters of this kind that a committee such as that under 
review here reaches its decision in circumstances such as concern us as a matter of 
discretion. Therefore it must be recognised that unless it can be demonstrated that in 
exercising that discretion the committee has not taken account of something it should 
have done, or has taken account of something it ought not to have done, it is unlikely 
that this Court would be in a position to say that the order of the committee appealed 
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7. 

8. 

against was wrong unless it concluded that otherwise the decision was manifestly 
wrong." 

That approach was followed by Mustill LJ in Reza v General Medical Council (unreported) 23rd March 
1990. It is accepted that the approach adopted in the Privy Council when a question arose in relation to 
the Professional Conduct Committee of the General Dental Council would also apply in this case. In 
Dad v General Dental Council [2000] I WLR 1538 Lord Hope stated at page 1542B: 

"It is well established, for very good reasons, that the Board will not interfere with the 
exercise of the discretion of the Professional Conduct Committee in matters relating 
to penalty. The assessment of the seriousness of the misconduct upon proof of a 
conviction is essentially a matter for the committee, in the light of their experience of 
the range of cases which come before them. They are best qualified to judge what 
measures are required to maintain the standards and reputation of the profession and 
to assess the seriousness of the misconduct. As a general rule therefore the Board will 
be very slow to interfere with decisions of the committee on matters relating to 
penalty. As Lord Upjohn said in McCoan v General Medical CrnmcU [1964] 1 WLR 
1107, 1113, no general test can be laid down, as each case must depend on its own 
particular circumstances." 

At page 1542F Lord Hope referred to a speech of Lord Dip lock: 

"In Ziderman v General Dental Cnnnci1 (1976] 1 WLR 330, 333A-B, Lord Diplock 
observed that the purpose of disciplinary proceedings against a dentist who has been 
convicted of a criminal offence by a court of law is not to punish him a second time 
for the same offence but to protect the public who may come to him as patients and to 
maintain the high standards and good reputation of an honourable profession." 

9. In Madan v General Medical CnnncU (unreported) 26th April 2001, Richards J considered that the 
approach in a situation such as the present: 

10. 

" .. .is not materially different from the approach of the court on an application for 
judicial review." 

With respect that may be, but I prefer to apply the guidelines expressed in the authorities to which I 
have referred. Mr Shaw, for the respondent, has described the appropriate approach as a "more hands 
off" form of judicial review. I agree that the particular knowledge and expertise of the professional 
body, with its duty to protect the public and concern for professional standards, must be respected. 

11. The determination complained of was: 

" ... the Committee has.carefully considered all the evidence before it today. 

In accordance with Section 41A of the Medical Act 1983, as amended, the Interim 
Orders Committee has determined that it is necessary for the protection of members 
of the public, is in the public interest and is in your own interests to make an order 
suspending your registration for a period of 18 months with effect from today. 

In reaching the decision to suspend your registration the Committee has concluded 
that there is prima facie evidence of indecent behaviour that, if proved, would 
seriously undermine the trust the public is entitled to place in the medical profession. 
The Committee has considered the submission made on your behalf that if an order 
were to be imposed, interim conditions would adequately protect patients. However, 
after considering all the drcumstances in the case, and having regard to its duty to 
protect the public interest, the Committee has determined that it must suspend your 
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registration. 

In deciding on the period of 18 months the Committee has taken into account the 
uncertainty of the time needed to resolve all the issues in this case. The order will be 
reviewed at a further meeting of the Committee to be held within six months. 
Notification of this decision will be served upon you in accordance with the 
Committee's Procedure Rules." 

12. The criminal charges against the claimant have not yet proceeded to trial in the Crown Court. 

13. The grounds of the application are succinctly stated in the particulars of claim submitted: 

"6.1 It was not necessary for the protection of members of the public, in the public 
interest nor in the Claimant's own interests (whether those three elements are viewed 
cumulatively or separately) to suspend the Claimant's registration; 

6.2 Further or alternatively, the Interim Orders Committee failed, adequately or at all, 
to consider imposing conditions on the Claimant's registration; 

6.3 Further or alternatively, the Interim Orders Committee failed to provide any or 
any adequate explanation for suspending the Claimant's registration and/or for failing 
to impose conditions on his registration; 6.4 The Interim Orders Committee failed to 
take any or any adequate account of the following:-

6.4.1 That the allegations against the Claimant (which have resulted in the 
commencement of criminal proceedings for indecent assault against him) did not arise 
in the course ofhis clinical practice; 

6.4.2 The absence of any evidence of risk to the Claimant's patients; 

6.4.3 That the Claimant had not faced allegations from any patient for indecent 
assault in 14 years at his practice; 

6.4.4 That his practice and partners... are able to offer chaperones to any female 
patient as needed; 

6.4.5 That the Claimant had not faced any allegations by any student during 10 years 
of organising teaching attachments for students at [a medical school]; 

6.4.6 That in some previous cases before the Interim Orders Committee orders for 
conditional registration (rather than immediate suspension) have been made against 
doctors facing allegations of indecency. 

6.5 Further or alternatively the Interim Orders Committee gave undue weight to the 
fact that the Claimant had been charged by [the police]." 

14. I have referred to the criminal charges faced by the claimant. Five of those result from complaints by 
the older niece and cover a period from October 1998 to the end of 2000. The sixth results from a 
complaint by the younger niece as to alleged conduct in 1999. 

15. Mr Peacock, who appears for the claimant before this court, also appeared for him before the IOC, and 
accepted, as in my judgment he had to accept in relation to the charges: "they are plainly very serious 
and the doctor is well aware that they are, if proved, extremely serious, and if accepted by a jury in a 
criminal court of trial they are likely to result in a sentence of imprisonment and further conduct 
proceedings." It is clear that the allegations have been considered by representatives of the relevant 
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local authorities and by the police, whose code of practice provides that before criminal proceedings are 
brought there must be "enough evidence to provide a realistic prospect of conviction." 

16. In developing the written submissions to which I have referred, Mr Peacock essentially makes three 
points. The first is that the alleged conduct of the claimant does not relate to his medical practice. Not 
only is there no direct evidence- of a risk to patients but there are positive references as to his good 
professional conduct over many years. That evidence contradicts, Mr Peacock submits, the suggestion 
that an order was necessary for the protection of patients. 

17. Mr Peacock also makes the point that the IOC have relied upon all three grounds in section 41 A(I) and 
have done so cumulatively. If any of them fail, and Mr Peacock submits that the concept of protection 
of members of the public and the concept of the interests of the claimant himself must fail, then the 
entire case falls. I say at once that I do not accept that submission. Based, as it is, on the wording of the 
second paragraph of the determination, it appears to me that, provided one of the criteria was satisfied, 
the fact that one or more of the others was not satisfied does not, in the circumstances of this case, 
invalidate the conclusion of the Committee. The wording does not suggest that the satisfaction of all 
three criteria were, in the view of the Committee, necessary to a conclusion that an order should be 
made against the claimant. 

18. The second submission is that the Committee were not considering, as the Committee in some of the 
cases cited were considering, a case where there was a conviction in a criminal court. In this case there 
is only an allegation or a series of allegations. It is not correct, Mr Peacock submits that, even if the 
allegations are serious, as he has to accept those in this case are, it was appropriate in present 
circumstances for the IOC to make an order on the mere making of an allegation. He submits that the 
fact that the police have decided to charge the claimant makes no difference. The Committee must not 
be permitted to approach its work on the basis that the police would not have charged the claimant if he 
had not done it. That approach, Mr Peacock submits, is quite contrary to legal principle. Mr Peacock 
draws attention to the difficulties facing a defendant before the IOC in circumstances such as the 
present. There are obvious constraints on calling evidence before a Committee when criminal 
proceedings have been commenced. I accept that there may well be difficulties, but the IOC must 
consider the case on the basis of the material which the GMC and the defendant see fit to call before 
them. 

19. I am far from criticising the claimant and those who represented him for not in the circumstances of this 
case calling evidence. I do not leave the point, however, without stating that there could be cases in 
which material placed before the Committee when criminal charges were pending might, having regard 
to the duties of the Committee, place allegations of criminal conduct in a very different light from that 
in which they might otherwise have appeared. 

20. The third submission is as to lack of reasons. Mr Peacock submits that there is only one sentence in the 
determination which can properly be said to provide reasons for the decision. The IOC were obliged by 
their rules to give reasons. Rules 14(l)(c) of the General Medical Council (Interim Orders Committee) 
(Procedure) Rules Order of Council 2000 (SI 2000/2053) provides at 14(1)(c) that: 

"as soon as practicable after the hearing, send a copy of the decision and the brief 
reasons for the decision to-

(i) the practitioner ... " 

21. I do not see merit in this submission. Having regard to the limited amount and quality of material before 
them it is difficult to see what further reasoning the Committee could have given. For good reason, no 
further evidence was called about the conduct which was alleged to have occurred. 

22. When pressed on the point, Mr Peacock put his third submission rather as a lack of consistency by the 
Committee, or of disparity between its decision in this case and its decision in other cases. There has 
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been some reference to other decisions of the Committee. l acknowledge the constraints which rest 
upon both parties in giving particulars of other cases. However, it is essential, as Lord Upjohn put it, 
that each case is considered upon its own particular circumstances. Reference to other cases, which Mr 
Peacock rightly accepts would not be binding upon the Committee, is of limited value. Moreover, on 
the limited information which has been provided by the parties, I am far from satisfied that there can be 
saidto be any inconsistency between the decision taken by the IOC in this case and its decisions in 
other cases. It is not necessary for present purposes to give details of those other cases. 

23. Reference has been made to Article 6.1 of the European Convention. In my judgment, in present 
circumstances, that adds nothing to the duties already required by English law. I see no merit in the 
submission that the decision of the IOC fails either on the ground of lack of reasoning, or by reason of 
disparity between this and other decisions. 

24. I have referred to the limited nature of the material which was before the IOC. It was for them to 
examine the material before them with care. It is plainly a worrying situation when a professional man 
may be suspended on the basis of allegations of criminal conduct which, as yet, are untested in a court 
of law. I cannot, however, accept that the power to suspend by way of interim order, provided in section 
41A, must not be exercised because the allegations are untested in a court. Nor, in my judgment, can it 
be said that .the exercise of the power to suspend was inappropriate because the conduct alleged was not 
towards patients of the claimant. · 

25. The allegations in this case are undoubtedly serious. They are of offences against the person. Whether 
or not they are eventually proved it cannot be said that they plainly and obviously lack substance. They 
involve an alleged breach of trust towards vulnerable young people. The alleged offences have an 
obvious impact upon the fitness of the claimant to have that intimate contact with patients which is a 
necessary part of his duties as a doctor. That being so, it cannot in my judgment be said that the IOC 
erred in law in reaching the conclusion they did. They were entitled in their discretion to do so on all 
three grounds in section 41 A in my judgment, especially having regard to the breach of trust alleged. 

26. The three grounds overlap, reflecting different aspects of the duties of the IOC as a professional body 
concerned with the protection of the public and with the professional standards of its members. Each of 
the grounds must nevertheless be considered specifically. In my judgment on each of the grounds there 
was material upon which the IOC were entitled to reach the conclusion they did. They were also entitled 
to reach it as a general conclusion. For those reasons, I would refuse this application. 

27. 

28. 

29. 

30. 

31. 

MR JUSTICE SILBER: I agree and would also refuse this application. 

MR SHA W: My Lord, the GMC applies for its costs. 

MR PEACOCK: I cannot resist that. 

LORD JUSTICE PILL: Yes, costs must follow the event. 

MR SHAW: My Lord, there is one final matter and that is summary assessment ofthe costs. I do have 
a schedule which I have given to my learned friend, copies are available for the court. Before your 
Lordships read any detail at all, can I say that the general rule is that the court should make a summary 
assessment when the hearing lasts a day or less, unless there is good reason not to do so, where for 
example there is insufficient time. I have to confess that the schedule was not served upon the claimant's 
solicitors or filed with the court more than 24 hours before the hearing (that is page 810 of the White 
Book). In that respect we are, I fear, in breach of the practice direction. So, I will need the court's 
indulgence, and I suspect the indulgence of my learned friend, to proceed further. That is why I do not 
invite your Lordships to look in too much detail at the document yet. I have not had the chance to 
discuss it with my learned friend in detail. 

32. I make the application on that slightly tested basis and wait to see your Lordship's reaction and my 
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learned friend's. 

33. LORD JUSTICE PILL: We will await your learned friend's. Mr Peacock? 

34. MR PEACOCK: My Lord, I ask for the determination to be postponed. 

35. LORD JUSTICE PILL: Yes. Clearly the advantage of doing it now is that if it is adjourned for 
detailed assessment someone has to meet the costs ofthat assessment. We would rise for a short time if 
you thought there were prospects of speaking to those instructing you and Mr Shaw. He is out of time. I 
think we must accede to your application, unless there are prospects that if we give you a little time 
further costs can be saved by agreeing something now? 

36. 

37. 

38. 

39. 

40. 

41. 

MR PEACOCK: My Lord, the doctor is funding this privately. 

LORD JUSTICE PILL: Yes, either agreeing it now or so defining the issue that we can properly 
consider it. I do not want to press you, Mr Peacock . 

MR PEACOCK: My Lord, I am instructed to seek a postponement of this determination. 

LORD JUSTICE PILL: Mr Shaw, anything in reply to that? 

MR SHA W: I do not press it further. 

LORD JUSTICE PILL: So be it. Then the question of costs will be deferred for detailed assessment. 
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I. MR JUSTICE CRANE: Mr Michael Pembrey is a consultant obstetrician and gynaecologist~ 
Pending a hearing of complaints against him by the Professional Conduct Committee (PCC) 
of the General Medical Council (GM C), the defendant has been made subject to an order for 
interim conditional registration under the Medical Act 1983, section 41 A. In other words, 
conditions have been imposed upon him if he is to practise. The hearing ofthe complaints is 
tlxed for 7th October 2002. The GMC is applying to this court under section 41 A(6) of the 
Act for an extension of the order for 12 months from its expiry on 15th July. 

2. I deal first with the statutory framework. The GMC is, under the Act. responsible for 
supervising and regulating the fitness of medical practitioners registered with it to practise. !t 
has a duty to deal with complaints against medical practitioners. The Act provides for 
various statutory committees. The procedure for dealing with a complaint of serious 
protessional misconduct is set out in the General Medical Council Preliminary Proceedings 
Committee and Professional Conduct Committee (Procedure) Rules Order ofCouncil ll)8g. 

3. Brietly, the normal procedure is as follows. The complaint is first considered by a medical 
screener. Unless the screener decides that no question of serious professional misconduct 
arises, the case is then referred to the Preliminary Proceedings Committee (PPC). The PPC 
may, as one outcome, refer the case to the PCC. At the stage when a screener refers the case 
to the PPC notification is sent to the medical practitioner, a "Rule 6 Letter", and "as soon as 
may be after a case has been referred to" the PCC a Notice of Inquiry is sent to the medical 
practitioner. The charge or charges are specified. In addition, the evidence relied on will be 
served on him. Various people. including the screener and either of the committees, may 
refer the case to another statutory committee, the Interim Orders Committee (IOC). 

4. I turn to the provisions of the Medical Act 1983, section 4IA: 

"(I) Where the Interim Orders Committee are satisfied that it is necessary tor 
the protection of men:bers of public or is otherwise in the pt:1blic interest, or is 
in the interests of a fully registered person, for the registration of that person 
to be suspended or to be made subject to conditions, the Committee may 
make an order--

(b) that his registration shall be conditional on his compliance, during such 
period not exceeding eighteen months as may be specified in the order, with 
such requirements so specified as the Committee think fit to impose (an 
'order for interim conditional registration'). 

(2) Subject to subsection (9), where the Interim Orders Committee have made 
an order under subsection ( l ), the Committee--

(a) shall review it within the period of six months beginning on the date on 
which the order was made, and shall thereafter, for so long as the order 
continues in force, further review it before the end of the period of three 
months beginning on the date of the decision of the immediately preceding 
review; and 

(b) may review it where new evidence relevant to the order has become 
available after the making of the order. 
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(6) The General Council may apply to the court for an order made by the 
Interim Orders Committee under subsection (I) or (3) to be extended, and 
may apply again for further extensions. 

(7) On such an application the court may extend (or further extend) for up to 
12 months the period for which the order has effect." 

5. Under subsection (9) the Interim Orders Committee has a duty to continue to review the 
order if the court orders an extension. It is clear not only that subsection (I) gives guidance 
to the Interim Orders Committee as to the factors relevant to the making of an order, but that 
those indications also provide guidance to the court in deciding whether an extension should 
be granted. 

6. 

7. 

8. 

10. 

I turn to the chronology. From the I st February 1989 the defendant was employed by the 
Hastings and Rother NHS Trust. He also had some private practice. On 5th May 1998 
information was received by the GMC from the Trust regarding the standard of the 
defendant's professional conduct, particularly in relation to laparoscopic surgery. I shall refer 
to that information as Complaint I. The complaint was referred by the GMC to a screener 
but ultimately the GMC received a positive report from the Trust about the defendant's 
progress and on 18th June 1999 the screener decided that no action was necessary. I am not 
further concerned with Complaint I. 

In September I 999 a further decision was made by the Trust: to suspend the defendant from 
his employment by the Trust and to send further complaints to the General Medical Council, 
those complaints being received on 23rd September 1999. That group of complaints has 
been referred to during the hearing as Complaint 2. On 24th September 1999 the defendant's 
admitting rights to the BUPA hospital at Hastings were withdrawn and hence his private 
practice effectively came to an end. 

It is right to note at this stage, not only that the defendant denies these and all other 
complaints against him, but that he contends, as part of his case before the General Medical 
Council, that the Trust and certain individuals within it have been guilty of bad faith and 
have been responsible for a campaign against him. It is not for the court in this hearing to 
pass judgment on those matters. 

The matters which led to the defendant's suspension and to Complaint 2 were in fact placed 
by the Trust before an independent panel, consisting of a member of the Bar and two 
consultants. There was a hearing before the Panel in the spring and early summer of the year 
2000. That panel prepared an initial report, and a final report after seeking comment from 
the defendant. The final report was dated 14th September 2000. 

The Panel reported that the defendant was at fault in various respects. In relation to the case 
of M, it was found that the defendant failed to make a full and proper note of a consultation 
and counselling of a young woman of 18 with a mental age of six, on whom he had 
performed an operation. The Panel took the view that, in failing to make such a proper note, 
the defendant fell well below the standards to be expected of him. They also found that he 
had failed to consult more widely before deciding to carry out the particular operation. 

11. In the second case, that ofT, the panel's findings were similar, namely that the defendant 
failed to make a full and proper note and failed to consult more widely than he did. In the 
case of A, the findings of fault were that he should have abandoned an operation he was in 
fact performing and he should not have carried out part of the operation that he did, and that 
he failed to make a careful note. The Panel concluded that there was a serious lack of 
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judgment on his part, which fell well below the standard to be expected of a consultanf 
gynaecologist. 

12. In the case of A, the Panel found that the decision to perfonn an operation was clinically 
unjustified, as was the taking of biopsies, and that this was an unnecessary intervention on 
the part of the defendant, which could have had an adverse outcome. In the case of CH. they 
found that the carrying out of the relevant operation was unnecessary. that the defendant 
carried out extensive sampling that was not justified and he caused to be inserted a coil 
without adequate clinical justification. They described him as surgically incompetent in the 
particular case. 

13. In the case of SH they found that the defendant was at fault in treating a burn on the patient 
without at least first speaking to a plastic surgeon, and he operated outside his area ol' 
expertise. In the case of J they found that he failed to make a proper note and reached an 
erroneous decision as to the capability of the patient of becoming pregnant through her left 
fallopian tube. He llliled, the Panel found, also to advise the patient in certain respects, and 
overall the Panel found that there was a pattern of inadequate note taking, v .. :hich justified 
a specific finding of fault against the defendant. 

14. I have deliberately merely outlined the findings without giving specific details as it is not the 
purpose of this hearing to examine the details of the Panel's findings. It is right, however, to 
note that the Panel also said this: 

"We are not of the opinion that the findings of fault which we have made are 
so numerous, or of such severity, that Mr Pembrey's dismissal is inevitable. 
As was submitted to us by Le Brasseur J Tickle, Mr Pembrey's solicitors, in 
their response to Part I of the Report, our findings need to be set in the 
context of the many thousands of gynaecological patients whom Mr Pembrey 
saw and the inevitably larger number of gynaecological treatment episodes 
with which he dealt over the 10 years. that he has worked for the Trust." 

15. As I have indicated already, the defendant disagrees strongly with the findings ofthe Panel. 

16. On 29th September 2000 there was a disciplinary hearing, as a result of which the defendant 
was dismissed from his employment with the Trust. Just before he was dismissed, it so 
happened that Complaint 2 was referred to the GMC screener. The GMC received a copy of 
the Panel's report. In October 2000 the medical screener referred the matter to the PPC and 
the roe. 

17. Pausing at that point, I must bear in mind that the defendant's case emphasises delay on the 
part of the GMC and of the Trust, but it is clear in my view that there was no delay on the 
part of any relevant authority up to October 2000. 

18. The GMC and the Trust discussed in the same month how the Trust could assist with 
enquiries and a body of paperwork was forwarded to the GM C. On 1st November 2000 
a former patient sent to the GMC direct a separate complaint about the defendant, complaint 
3. That complaint was in due course to be dealt with as a separate matter and, although it 
required some consideration by the GMC, it is common ground that any delay resulting from 
the receipt of Complaint 3 must have come to an end by April 2001. 

19. Meanwhile, on 12th January 2001 the IOC considered Complaint 2 and made the first order 
for interim conditional registration for 18 months. The conditions imposed were as follows: 
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"I You shall restrict your medical practice to positiOns in obstetrics and 
gynaecology in NHS hospitals in which your work will be closely supervised 
by a consultant; 

2 You shall not undertake any locum posts; 

3You shall notify all current employers and potential employers at the time of 
application whether for paid or voluntary employment of these conditions and 
of the matters referred to the GMC; 

4You shall notify the Registrar of the GMC of any posts you undertake." 

20. Those conditions have to some extent been modified from time to time but essentially arc 
the conditions which remain. It is the condition as to supervision to which particular 
objection is taken, although the defendant objects to all the conditions. 

21. On 17th April 200 I the Trust forwarded to the GMC a further nine complaints: Complaint 4. 
It is right to note straight away that no final decision has been made about whether to 
proceed with that complaint and whether it should be heard with Complaint 2 on 
7th October. 

22. Between April and September 200 I progress was made. Complaint 4 was moved to the 
special screening team. The GMC then noted that there was insufficient information to 
screen Complaint 4 properly and there was a request to the Trust for patient records in 
relation to that complaint. Those records were chased and on 31st July 200 I Complaints 2 
and 4 were sent for screening and for approval of draft charges for a Rule 6 Letter. The 
screener considered the draft charges and revised them more than once. On 
4th October 2001 a Rule 6 Letter was sent to the defendant in relation to Complaint 2, as the 
matter was being referred to the PPC. He was told that Complaint 4 would not be considered 
by the PPC, at least at that stage, because it was being considered by the screeners. 
October 200 I, for reasons to which I shall return, is said to be an important date. During the 
period April to September 200 I the IOC reviewed the conditions twice but maintained 
conditions. 

23 . 

24. 

Shortly after the sending of the Rule 6 Letter on 4th October the Trust informed the GMC 
that they would investigate Complaint 4. The reason was that originally the Trust had not 
been prepared to investigate Complaint 4 as a result of the dismissal of the defendant. An 
appeal against his dismissal had been allowed in July and the Trust therefore decided that 
they would investigate. 

I note in passing that there was a full response on behalf of Mr Pembrey in November 2001 
to the Rule 6 Letter. 

On 14th November 200 I the PPC referred the matter to the PCC. On the following day the 
Trust wrote to the GMC saying that it would not after all be investigating Complaint 4. The 
defendant was informed that Complaint 2 was going to the PPC and that a charge was being 
formulated against him. On 7th December 200 I solicitors were appointed by the GMC to 
prepare for the PCC hearing. On 17th December the· IOC reviewed the conditions for 
a fourth time. On 24th January 2002 there was a second disciplinary hearing by the Trust. 
This was an independent panel, which decided on 4th February that the defendant should in 
fact be dismissed. In January and February 2002, ftrst in a meeting and then by letter, the 
GMC's solicitors pressed the Trust for documentation, giving full details of what was 
required. On 6th March 2002 the IOC reviewed the conditions for a fifth time and on 
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26. 

27. 

• 28. 

• 29. 

30. 

31. 

3rd April the GMC offered the defendant a hearing date of 7th October. 

It is right to note that that hearing date must have been organised as a result of a decision to 
go ahead with fixing a date. a decision which cannot have been taken later than March. In 
other words, the solicitors had plainly decided some time prior to 3rd April that, although 
the documentation was not complete, nevertheless they had to proceed to arrange a date. 
Shortly after the hearing date was offered, a total of some 15 lever arch files were received 
from the Trust, although since then further documents have been both requested and 
received and the documentation is still not regarded as complete. 

The defendant's solicitors indicated that they could not agree with the time estimate, then of 
seven days, because they had not yet seen properly fonnulated allegations but they did not 
specifically agree or disagree with the proposed date. That date has since been fixed as the 
hearing date and the GMC wish to maintain that date. The defendant's attitude to the date is 
that he is only too keen to have as early a hearing as possible but is not prepared to commit 
himself until the formal charges and the evidence that he has to meet have been served . 

On 1st May 2002 the lOC reviewed the question of conditions for a sixth time and gave the 
GMC permission to apply to the High Court. The conditions, as varied on that occasion, 
were as follows: 

"I. you shall restrict your medical practice to staff grade positions in 
obstetrics and gynaecology in NHS hospitals under the supervision of a 
consultant(s); 

2. you shall not accept the offer of any locum post of less than three months' 
duration; 

3. you shall ensure that a report is provided on your performance by the 
supervising consultant(s) prior to the review before the IOC; 

4. you shall notify all current employers and potential employers at the time 
of application, whether for paid or voluntary employment, of these conditions 
and ofthe matters referred to the GMC; 

5. you shall notify the Registrar of the GMC of any posts you undertake." 

On that occasion the continuation of any conditions was firmly opposed by the defendant. 
The present conditions expire, as I have indicated, on 15th July. 

I summarise the issues broadly. The claimant's submission is that the imposition of the 
conditions is justified, both in the public interest and the defendant's interest, until at least 
the hearing before the PCC has taken place. The defendant's submissions, set out clearly in 
counsel's skeleton argument and his oral submissions, can conveniently be adopted from the 
paragraphs at page 3 of his skeleton argument. The defendant submits that, in order to 
succeed, the GMC must demonstrate a good reason for the delay that has necessitated the 
application. Secondly, he says that the evidence does not disclose a good reason and the 
application should be refused. Thirdly, the application should also be refused in the light of 
the failure by the GMC to inform the defendant of the charges against him and, adds 
counsel, in all the circumstances. The defendant relies both on Article 6 of the European 
Convention on Human Rights and on the court's general discretion. 

I turn first, in relation to the defendant's submissions, to Article 6. Arti~le 6( 1) guarantees 
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a right to a trial "within a reasonable time". I accept first of all on the authorities that this is 
an independent and free-standing right, the enforcement of which does not depend upon 
establishing prejudice. The principal authority for that proposition is the decision of the 
House of Lords in Porter v Magill [2002] I All ER 465. These proceedings are civil 
proceedings. In civil proceedings time ntns once proceedings are commenced. On the 
authority of Konig v Federal Republic of Germany [ 1980] 2 EHRR 170, although time runs 
from the commencement of proceedings, one has to look elsewhere for a decision as to when 
time begins to run. In that connection the authority, as far as this court is concerned, must be 
the Attomey General's Reference (No 2 of 200 I) [200 I] WLR 1877. That was of course 
a criminal case, in which the Court of Appeal Criminal Division, presided over by the Lord 
Chief Justice, was considering Article 6 in the context of applications to stay proceedings for 
abuse of process. At paragraph 11 the Lord Chief Justice cited the European Court of 
Human Rights' decision in Deweer v Belgium [ 1980] 2 EHRR 439, in which the court had 
said this: 

"'(a) "Criminal charge" is an "autonomous" concept which must be 
understood within the meaning of the Convention. (b) The term has 
a "substantive" rather than a "formal" meaning. (c) On the facts, the court 
held the proceedings against the applicant had constituted a "criminal charge" 
which could be defined as "the official notification given to an individual by 
the competent authority of an allegation that he has committed a criminal 
offence"."' 

32. He further quoted the European Court as saying this at page 459: 

.,., 

.).) . 

'"There accordingly exists a combination of concordant factors conclusively 
demonstrating that the case has a criminal character under the Convention. 
The "charge" could, for the purposes of Article 6(l ), be defined as the official 
notification given to an individual by the competent authority of an allegation 
that he has committed a criminal offence. In several decisions and opinions 
the Commission has adopted a test that appears to be fairly closely related, 
namely, whether "the situation of the [suspect] has been substantially 
affected".'" 

The Lord Chief Justice himself went on at paragraph 13 to say this: 

"The approach that we have indicated to the question of when a person is 
charged is important in relation to what was contended before the judge in 
this case. It was contended before the judge that there had taken place an 
interrogation of the defendants and it was said that this constituted the charge. 
We disagree with that view. In the ordinary way an interrogation or an 
interview of a suspect by itself does not amount to a charging of that suspect 
for the purpose of the reasonable time requirement in Article 6(1). We do not 
consider it would be helpful to seek to try and identify all the circumstances 
where it would be possible to say that a charging has taken place for the 
purpose of article 6(1 ), although there has been no formal charge. We feel 
that the approach indicated by the authority that we have cited clearly 
expresses the position and we are content to leave the matter in that way." 

34. That was, as I have said, a criminal case. Nevertheless, the authorities indicate that, in 
proceedings such as the present, the court should take as the starting date the date that would 
be adopted in a criminal case. 
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35. In the light of that the claimant argues that the correct date is the date of the Rule 6 Letler, 
namely 4th October 200 I. The defendant argues that the crucial date should be regarded as 
12th January 200 I, when the IOC first made its order for interim conditional registration. It 
was submitted by counsel that from that date the defendant was substantially affected by the 
proceedings. In analogous criminal proceedings an interview, which may be said 
substantially to affect a defendant, is not to be regarded as the making of a charge, and it 
seems to me that such preliminary matters as a restraint order or the release on bail with 
conditions but prior to charge should fall under the same heading. It therefore does not 
follow in my view that 12th January 2001, although it resulted in an order for interim 
conditional registration, is the starting date to take. In my view, the submissions on behalf ol' 
the claimant arc correct, namely that the Rule 6 Letter of 4th October 200 I should be taken 
as the starting date. 

36. It is submitted on behalf of the defendant that any time after October in which there was 
a delay before attempting to tix the date of the hearing is without justification. He also 
submits that any delay caused by the Trust is delay which I should consider, bearing in mind 
that the Trust is a public authority. That submission I accept. My conclusion, however, is 
that, if one examines the timetable, there is no such delay as to amount to a breach of 
Article 6. Indeed, if one takes as an alternative the date 12th January 200 I, there is no such 
delay even on that basis. In my view, some of the delays resulting from the receipt of 
Complaint 4 in April 200 I explain the lapse of time, some six months or so, until the Rule 6 
Letter. There is no doubt that the Trust was dilatory in providing records and in due course it 
was necessary quite plainly for the GMC to grasp the nettle and to decide whether to proceed 
despite the absence of the record. In fact, in relation to Complaint 2, they did so and wrote 
the Rule 6 Letter on 4th October 2001, although Complaint 4 had not yet been sufficiently 
crystallised. 

37. If one examines the events immediately after 4th October 200 I, there were matters which 
properly required the attention of the GMC and its solicitors. They plainly needed to 
consider the Trust's decis.ion, revoked after less than a month, to investigate Complaint 4. 
They plainly needed to consider the defendant's response to the Rule 6 Letter. In my view 
the instruction of solicitors on 7th December 200 l was reasonably prompt. Those solicitors, 
without undue delay, took up the question of the absence of documents and without undue 
delay decided that the date had to be fixed, as indeed it was, some time after its offer on 
3rd April. 

38. I agree that, with hindsight, it is perfectly possible to see how nettles should have been 
grasped somewhat sooner than they were and I accept that months here and there could, with 
hindsight, have been shaved off the timetable. Looking at it broadly, some three months or 
so might have been saved. But it does not in my view follow, even if on analysis the delay is 
open to some criticism, whether with or without hindsight, that a hearing within a reasonable 
time has been denied and that therefore there is a breach of Article 6. This case as a whole 
was never allowed to go to sleep, and the impression one gains from the timetable is of the 
GMC conscientiously pursuing procedures. Those procedures inevitably require some time 
but are designed to protect medical practitioners. 

39. Criticism is made because reference to an expert was not made in 2001, but was only made, 
it appears, some time much later, in 2002. That criticism, although it has some merit, does 
not appear actually to have delayed the timetable so far. 

40. I have said that I bear in mind the dilatory nature of the Trust's supply of documents. 
Nevertheless, as I have indicated, the GMC have conscientiously tried to obtain documents 
and eventually did grasp the nettle, without in my_ view waiting an unreasonably long time, 
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to proceed without such documents as they already had. 

41. In deciding whether there has been a failure to provide a hearing within a reasonable time, 
l look at the whole period, r take an overall view, and in my view no breach of Article 6 has 
been made out. It is therefore not necessary to consider what the conclusion would be if 
there had been a breach of Article 6, if the hearing on 7th October 2002 had clearly been 
shown not to be a hearing within a reasonable time. In Porter the question of the effect of 
a breach of Article 6 was not dealt with and in my view the best authority, as things stand, 
for the effect of a violation of Article 6 is the holding of Simon Brown LJ in R v 
Court Martial Administration Officer, ex parte Jordan, decided on 27th July 1999: 

" ... the Strasbourg casclaw is not to be understood as laying down a principle 
that whenever delay is identified of such a character as to involve a violation 
of Article 6, that fact of itself necessarily precludes there being a fair trial 
with the result that any outstanding criminal process must immediately be 
discontinued." 

42. Having decided that there has been no breach of Article 6, J must still examine the question 
of delay overall. Although under Article 6 the starting point is either January 200 I 
or October 200 I, it seems to me that, under the court's general discretion, the whole period 
since the matters first arose in I 999 must be considered. If, for example, a complaint were 
made and the GMC did not properly or rapidly investigate it, that would be something that, 
although it might not be a violation of Article 6, the court must consider. In my view, if one 
looks at the whole period, there is no delay which should lead the court to refuse an 
extension on that ground. The period from September I 999 until October 2000 is explained, 
as r have indicated, by the fact that the Panel's report was awaited. That was a perfectly 
rational and sensible decision. Between October 2000 and April 200 I the timetable is 
explained first of all by necessary and proper processing of the case and then by some delay 
caused by the receipt of Complaint 3. As to the period after April 200 I, I have dealt with 
that in connection with the Article 6 submissions. 

43. Looking at the period overall, I must note that, after the receipt of Complaint 2 on 
23rd September 1999, the hearing was first notified to the defendant on 3rd April 2002 for 
a hearing now fixed for 7th October 2002. I fully understand how such a period must appear 
to the defendant, who wishes these matters to be cleared up. I accept that the particular 
allegations individually are not especially complex, but the case has been made somewhat 
complex by the receipt of further complaints. It is quite plain that there has been no delay by 
the IOC, nor has the IOC failed in its duty properly to keep the conditions under review. As 
to delays by the Trust, I have accepted that those are relevant. With maximum cooperation 
from the Trust, the GMC could no doubt, as I have indicated before, have shaved a few 
months off the total time taken. It does not follow that it would be wrong for the hearing to 
take place or for conditions to be extended meanwhile until the 7th October. 

44. I bear in mind also the evidence of the GMC that in the year 2000 there was a huge increase 
in the number of complaints received, a threefold increase. Steps were taken to deal with 
that increase, but in the short-term that provides some additional reason why matters could 
not proceed more quickly than they did. I find that delay is not in this case a good reason for 
refusing an extension. 

45. I look at other matters. There is complaint about the lack of a formal Notice of Inquiry and 
the lack therefore of formal charges. It is proposed by the GMC that there will be service of 
evidence and formal charges some six to eight weeks before the hearing date, longer than the 
minimum required but, it is said, usual in a case of the present kind. I am of course 
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proceeding on the assumption that the timetable will be maintained and that the defendant 
will then receive what he is entitled to. There is no reason in my view to suppose that he will 
be taken by surprise as to the nature of the allegations against him. If he were to be, then he 
would have remedies, such as an application for a stay or an application for an adjournment. 
But today I must proceed on the basis that that will not occur. I bear in mind the submission 
on the defendant's behalf that of course, not only has he had the matter hanging over his 
head, but there remains uncertainty in particular as to whether Complaint 4 will form part of 
the proceedings in October. 

4(). If I look at section 41 A, the public interest plainly has to be considered. The other side of' the 
coin, however, is the ertcct of the conditions upon the defendant and I accept that such 
orders may have serious consequences for medical practitioners. I have the bencf~t of 
a statement made by the defendant, and his evidence is that he has been prevented from 
obtaining work, in particular by the condition as to supervision. The only work he has 
obtained has been unpaid work. It is submitted on behalf of the defendant, although he does 
not mention this in his statement, that he would, if that condition in particular was removed, 
be able to obtain private work. He points out rightly that if he does not carry out his work as 
a gynaecologist and obstetrician, he will become, as he says, increasingly deskilled. I fully 
accept that that is a real consideration. On the other hand, the GMC points out that the 
defendant has been receiving his salary and continues to do so. Although the second appeal 
against his dismissal has been rejected, he is appealing to the Secretary of State and his 
dismissal has therefore not become final. I accept of course that he must have lost the 
income from his private practice, although I do not know any figures. The GMC also 
submits that his dismissal from the Trust (now upheld by an independent panel, although 
subject to the appeal to the Secretary of State), plus the original Panel findings, plus the 
process of the GMC itself, would have made it extremely difficult for him to obtain a post, 
even unpaid, for more than a short period. In my judgment, his prospects, even in the 
absence of conditions, of obtaining a post within the next few months are poor, but I do 
accept that the conditions, added to those other matters that I have referred to, make 
obtaining work virtually impossible. 

4 7. My conclusions then are these. It is plainly in the public interest that these conditions be 
imposed: the defendant has been found to be at fault in the way I have described by an 
independent panel in relation to Complaint 2; in addition, he has been dismissed by his 
employer as a result, on the second occasion, of an independent recommendation. I bear in 
mind that it is in the defendant's interests as well that he should not practise without 
supervision if those criticisms of him are valid. I bear in mind the lapse of time and the 
conclusions I have reached in relation to delay. I bear in mind the adverse effect of the 
conditions in practice on the defendant. I also bear in mind that the hearing is now three 
months ahead, in October. I have ignored in what I have said that on 5th July 2002 yet 
another set of complaints, Complaint 5, has been received from the Trust and that those 
matters appear to be old matters which have not previously been brought to the attention of 
the GMC. It is quite clear that I should ignore Complaint 5 and assume that such a complaint 
will not hold up any hearing in October. 

48. In all the circumstances, I conclude that there must be an extension of the conditional 
registration. No specific changes in the conditions are submitted and I should therefore adopt 
the conditions as most recently set out by the IOC. 

49. There remains the question of the period of conditions. I assume a hearing in October. At the 
end of that hearing, presently estimated as a precaution at 15 days, either the conditions will 
fall away or be superseded by an adverse finding against the defendant. I am not prepared to 
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order an extension on the assumption that there could be any postponement of the whole 
hearing. If for any reason 7th October cannot be maintained as a date on which the defendant 
can fairly be heard by the PPC, then there would be, in my view, a completely new situation, 
which would require, if necessary, a consideration of a further application. However. I am 
prepared to allow for some adjournment of part of the hearing. It is not unknown for 
hearings not to be completed and for there to be difficulties in reconvening such a hearing of 
the committee. bearing in mind its composition. It is always possible that there will be some 
meritorious reason for the adjournment of part of the hearing and a consequent failure to 
complete it in October. 1t seems to me that if there was unfortunately to be such an 
adjournment, it would be wrong to impose on the parties the need to come back to the court 
and I therefore shall order the extension until 31st January 2003. Subject to any submissions. 
the order will then be that the order for interim conditional registration should be extended 
from 15th July 2002 until 31st January 2003. 

MS LANG: I am obliged. I make an application for costs. Could I hand up a few documents that I 
would like to refer to in the course of that application. (Handed) 

The first point I make is that Mr Pembrey is supported by the Medical Defence Union and therefore 
any order for costs will be met by them. Secondly, Mr Pembrey was warned in correspondence from 
the GMC that an application for costs would be made if he resisted the application for an extension 
and if the GMC was successful. That is the letter of 3rd April. It is the penultimate paragraph on the 
second page. 

MR JUSTICE CRANE: Yes. 

MS LANG: Then again on 13th May, the second paragraph. My Lord, although the C applied for 
the maximum period of 12 months and your Lordship has granted a period of less than that, my 
submission is that that should not affect the order for costs because the parties could have reached 
agreement for an extension for a lesser period than 12 months. 

MR JUSTICE CRANE: Was that ever canvassed on either side? 

MS LANG: It was canvassed by me to Mr Moon and he said he would take instructions on the 
matter, but his instructions were to oppose any extension. I had in mind to agree something around 
the October date. My Lord, I invite you to make a summary assessment of costs, and there is 

• a schedule which has been served and been handed up to your Lordship. 

MR JUSTICE CRANE: Yes, I think I have seen it before actually, but perhaps I did not look at it in 
detail then. 

MS LANG: There is now an updated statement on the last page of the bundle which just takes 
account of the additional costs incurred as a result of today's hearing and also -- the time estimate 
was originally three hours and so there has been some increase in solicitors' costs to reflect that. 

MR JUSTICE CRANE: So what you are applying for is the total of the two? 

MS LANG: Yes, which is £10,742.79, which is not written down anywhere. 

MR JUSTICE CRANE: I will hear Mr Moon in a moment on principle. I was somewhat concerned, 
I must say -- these are matters of detail -- at the bulk of the documentation that was submitted for 
a hearing of this kind. In fact, quite apart from my comments, it was all done in triplicate for reasons 
that I will now hear about. 

SMITH RF.RNAL 



GMC101057-0378 

Supplied by Smith Bernal Reporting Ltd for Lawtel 

MS LANG: Because on the last two occasions when applications have been listed by the 
Administrative Court they have directed that it should be heard by two judges and so we had to put 
in one for each judge and then always one extra for the court office. The Administrative Court must 
presumably have now changed its mind to the view that these applications are fit to be heard by one 
judge. This is a relatively new procedure and so everyone is feeling their way, but that is why. 

MR JUSTICE CRANE: Yes. I see. What about the bulk of the documentation? 

MS LANG: There arc always difficult judgments to be made here. The really big document is part I 
of the Inquiry Report. and we agonised about whether to put that in or not, and in the end I felt that, 
if all your Lordship had was my summary of what that report said and the original document was 
not before you. then, if there was any issue about the accuracy of what I had put, there was nothing 
to refer to. and of course in fact Mr Pembrcy was not very happy with my summary. 

MR JUSTICE CRANE: I suppose the other major documentation is the IOC hearings. 

MS LANG: Yes. 

MR JUSTICE CRANE: Again, I see why on reflection they might have needed to be--

MS LANG: Yes, the letters that are sent out from the IOC giving a decision are fairly bald and one 
really gets much more a sense of what the issues were before the IOC, particularly in relation to the 
wording of conditions, when one looks at the transcript. 

MR JUSTICE CRANE: I think on reflection --

MS LANG: So it was a difficult judgment call but I would say that preparing the photocopied 
bundles is not the bulk of the costs. 

MR JUSTICE CRANE: I said those were matters of detail. Let me hear what Mr Moon says. 

MR MOON: First, the GMC would have had to have made this application anyway because of 
course it is required do so under the Act and so it would inevitably incur some costs in making the 
application. The second point, which is really related to that, is that of course the court, under 
section 6 of the Human Rights Act, would have had to have considered the human rights' 
implications anyway. Of course, the bulk of the argument is really related to Article 6. So, on any 
view substantial costs would have been incurred, whether or not Mr Pembrey had resisted. 

The third point is that, of course, the GMC has not been successful and I must say there may have 
been some misunderstanding between my learned friend and I, but I understood my friend to say 
earlier this week that she did not have instructions to pursue anything other than 12 months. It is 
quite right that I did not have instructions to offer less, but I did understand my friend to tell me that 
she was pursuing the 12 months, and she has been unsuccessful in that. 

MR JUSTICE CRANE: It does not sound the sort of discussion between counsel which we need to 
analyse in detail. It sounds as if there may have been sensible words, but it is quite plain there was 
no firm proposal on either side to compromise the length of time. 

MR MOON: My Lord, the first time it was put forward as being possible by the GMC was when 
Ms Lang was on her feet yesterday. 

MR JUSTICE CRANE: So what do you say? I see the point that an application would be needed 
anyway and that the defendant was in no way responsible for that. What do you say I should order? 
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MR MOON: My primary position is no order as to costs. My fallback position is that a proportion 
of these costs would have been incurred anyway. 

Mv Lord, I do have a fourth point. which I have not made, which is this. As I understand my Lord's 
judgment, there is a period of about three months where, with hindsight, some of the delay could 
have been shaved off. and that is a matter that my Lord may wish to take into account. 

MR JUSTICE CRANE: I do not reuard that as a serious criticism. In almost anv case with hindsi~ht 
~ J ~ 

you can shave the timetable. Looking back, that is the point I was making. 

MR MOON: Coming back to my broader submission, it is primarily no order as to costs. If you are 
against me on that, halfthe costs that have been put forward in the schedule. 

MR JUSTICE CRANE: Thank you. (Inaudible) 

MS LANG: Yes, the position is that in the 12 applications that there have been so far, ten have been 
resolved with the consent of the doctor. 

MR MOON: My Lord, f am so sorry. I am not in a position to gainsay these matters. Ms Lang has 
not told me that until this moment and I am afraid f just cannot accept that sort of--

MR JUSTICE CRANE: Let us see what conclusions she draws from it. Why is it relevant? 

MS LANG: What happens when a doctor consents is that, yes, the GMC through Field Fisher 
Waterhouse have to make an application to the court, but it is dealt with on the papers, and therefore 
particulars of claim and the claim form and the witness statement in fairly short form are lodged and 
the consent order is signed by both parties. 

MR JUSTICE CRANE: That is if there is actually a consent order. 

MS LANG: Yes, drafted by Field Fisher Waterhouse. It is sent to the--

MR JUSTICE CRANE: I can see that. 

MS LANG: -- doctor and it is signed, and then presumably a judge is asked to look at the matter and 
the order is made . 

MR JUSTICE CRANE: I am not sure that is really relevant. 

MS LANG: Can I just develop the point? It is about the costs incurred. Mr Moon was kind enough 
to mention yesterday that he wanted to take this point and so overnight we have considered, well, 
what costs would we have incurred had this been dealt with by consent? So, yes, we would have had 
to make the application, but we would not have had to prepare for a court hearing and instruct 
counsel and come to court. So that is essentially the difference that is caused by it being contested. 
Obviously, that is quite a detailed exercise, which I am happy to go through now if your Lordship 
wishes, or your Lordship might wish to refer it to a costs judge for a detailed assessment. But the 
principle is that it is very different: they would not have needed to instruct counsel; obviously, no 
one would have needed to attend a court hearing; and the degree of preparation, particularly in this 
case where delay was raised and therefore we had to do a very detailed chronology and a second 
witness statement dealing with, point by point, the history of the case -- the costs are very different, 
if I can give you the figures. The total costs figure, as I have said to your Lordship, is £10,742.79. 
These figures include that. The costs of the contested hearing are £8,972.15. The costs of 
proceeding with Mr Pembrey's consent would have been £1, 770.64. So we say it is nearly £9,000 
that has been incurred as a result of this contested heari~g. So at the very least those are the costs 
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that we seek. 

MR JUSTrCE CRANE: There you are drawing a distinction between a consent order on paper, 
rather than an unopposed order in court. 

MS LANG: That is just not obviously the way it has proceeded m the past, an unopposed 
application--

MR JUSTICE CRANE: Can I tell you what I am inclined to do? I follow the costs would have been 
a great deal less-- but for the moment doubt your tigures --than if it had been a consent order. They 
would plainly have been more than that if there had been an application in court without consent but 
simply unopposed (inaudible). 

MS LANG: You mean with the defendant not attending? 

MR JUSTICE CRANE: Not attending or just indicating that he did not oppose the application, an 
attitude I can understand in the circumstances, and in addition it seems to me relevant to note that, 
although ultimately I have decided that you can justify the delay-- if one puts hindsight aside, you 
can justify it-- nevertheless, many of the reasons for that will not have been apparent to the 
defendant until they were set out and thus required justification. So, although they ultimately have 
been unsuccessful, I am not sure I would regard his opposition as being, as it were, totally 
unreasonable or capricious. I am rather inclined for that reason to order him to pay half the costs on 
the basis that you have put forward. 

MS LANG: My Lord, if that is your Lordship's ruling, I will say no more. I am not sure if your 
Lordship is inviting me to comment? 

MR JUSTICE CRANE: I am, yes. 

MS LANG: I simply say this, that, given the past history of this case, which your Lordship has 
found not to involve unreasonable delay, the fact that the hearing is listed for October and that we 
are now in July meant that the prospects of any court refusing to grant the extension were slim. If 
the GMC were coming to court and saying, "We have not fixed the PCC hearing," or the PCC 
hearing was going to be in a year's time, it would be a different story, but ultimately my best point 
was that the hearing was so soon and really that extending the conditions from now until October 
would make a marginal impact on Mr Pembrey's personal position, and it is really for that reason at 
the end of the day that, in my view, Mr Pembrey was doomed to fail, and his lawyers should have 
advised him of that. Maybe they did. But it was not a strong application and we submit a great deal 
of time and money has been taken up unnecessarily. 

MR JUSTICE CRANE: A great deal of time and money has been taken up but -- yes, I think in all 
the circumstances there should be an order that he pays half the costs. 

MR MOON: My Lord, can I with great diffidence ask for permission to appeal? With the greatest of 
diffidence I possibly can muster. 

MR JUSTICE CRANE: You can certainly ask. In my view the~e are matters of detail eminently 
suitable for a first instance judge to decide and I do not regard there as being in the ultimate analysis 
any point of principle arising. 
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: -under s.96(2) of the 1999 Act to treat T and S as an exceptional case and to provide them 
. with support, by way of the provision of free milk, under s.95 of the Act. 

HELD: (1) This court was quite satisfied that Parliament and the executive had intended the 
exclusionary result brought about by s.115 of the 1999 Act. In the circumstances, there was 
nothing that required D1 to exercise his powers of amendment. (2) D2's decision proceeded 
on the basis of two flaws: (a) it took account of certain cash payments of benefit which had 
been made to T but which were irrelevant for the purposes of the exercise under s.96(2); 
and (b) it failed to take account of the risk that, as a result of poverty, an HIV positive 
mother might breastfeed her child. In those circumstances, D2's decision fell to be 
quashed. 

Judgment accordingly. 

L TL 8/8/2002 (Unreported elsewhere) 

Judgment Draft- 55 pages 

• Document No: C01 03622 

CASE LAW 

GENERAL MEDICAL COUNCIL v PEMBREY (2002) 

QBD Administrative Court (Crane J) 12/7/2002 

MEDICAL- ADMINISTRATIVE- HUMAN RIGHTS 
INTERIM CONDITIONAL REGISTRATION ORDERS : EXTENSIONS : DOCTORS: 
SURGEONS :CONSULTANTS :OBSTETRICIANS : GYNAECOLOGISTS : 
DISCIPLINARY PROCEEDINGS : PROFESSIONAL MISCONDUCT : RESTRICTIONS ON 
PRACTISING : SUPERVISION BY CONSULTANTS : REVIEWS OF CONDITIONS : 
PRELIMINARY PROCEDURES COMMITTEE : PPC : PROFESSIONAL CONDUCT 
COMMITTEE: PCC : INTERIM ORDERS COMMITTEE : IOC : NHS TRUSTS : 

- DISMISSAL: DELAY: BAD FAITH :JUDICIAL DISCRETION :PUBLIC INTEREST: 
INTEREST OF DEFENDANTS: RULE 6 LETTERS: STARTING DATES: S.41A 
MEDICAL ACT 1983 : HUMAN RIGHTS ACT 1998 : EUROPEAN CONVENTION FOR 
THE PROTECTION OF HUMAN RIGHTS AND FUNDAMENTAL FREEDOMS 1950: 
EUROPEAN CONVENTION ON HUMAN RIGHTS : ECHR: ART.6 : RIGHT TO A FAIR 
TRIAL: ART.6(1): REASONABLE TIME: GENERAL MEDICAL COUNCIL PRELIMINARY 
PROCEEDINGS COMMITTEE AND PROFESSIONAL CONDUCT COMMITTEE 
(PROCEDURE) RULES 1988 SI 1988/2255 

The General Medical Council was entitled to an extension of an interim conditional 
registration order against a consultant pending a hearing of complaints by the 
Professional Conduct Committee where the delay in progressing the matter did not 
breach Art.6 European Convention on Human Rights and did not justify the exercise 
of the court's general discretion to refuse the extension. 

Application to extend an order for interim conditional registration under s.41A Medical Act 
1983. The defendant ('P'), a consultant obstetrician and gynaecologist, had been made 
subject to conditions in the event that he practised pending a hearing of complaints against 
him by the professional conduct committee ('PCC') of the claimant ('GMC'). In September 
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1999 P was suspended from employment and his employer NHS Trust sent complaints 
about him to the GMC. In September 2000 P was dismissed after a disciplinary hearing. In 
October 2000 the GMC's medical screener referred the matter to the interim orders 
committee ('IOC'), which ordered that P be subject to interim conditional registration for a 
period of 18 months, and P was sent draft charges against him in the form of a "rule 6 
letter" on 4 October 2001. The GMC submitted that the imposition of conditions was 
justified in both the public and P's interest until at least the hearing before the PCC. P 
submitted as follows: (i) the GMC had to show a good reason for the delay that had 
necessitated this application; (ii) the evidence did not disclose a good reason and this 
application should be refused; (iii) relying on Art.6 European Convention on Human Rights 
and the court's general discretion this application should also be refused in the light of the 
GMC's failure to inform P of the charges against him. 

HELD: (1) P had an independent and free-standing right to a trial within a reasonable time. 
The starting date in these proceedings was the date that would be adopted in a criminal 
case, which was the date of the rule 6 letter. (2) There had been no delay in this case 
sufficient to amount to a breach of Art.6. (3) Examining the question of delay overall under 
the court's general discretion, there had been no delay sufficient for this court to refuse an 

"'

extension on that ground. Further, there was no reason to suppose that P would be taken 
by surprise concerning the nature of the allegations against him. (4) lt was plainly in the 
public interest for the conditions to P's registration to be imposed given that he had been 
found to be at fault and had been dismissed by his employer as a result of an independent 
recommendation. lt was also in P's interests that he should not practice without supervision 
if the criticisms of him were valid. In all the circumstances, the conditional registration had 
to be extended. 

Application allowed. 

Ms B Lang QC instructed by Field Fisher Waterhouse for the GMC. Mr A Moon instructed 
by Radcliffe Le Brasseur for P. 
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1. MR JUSTICE CRANE: Mr Michael Pembrey is a consultant obstetrician and gynaecologist. 
Pending a hearing of complaints against him by the Professional Conduct Committee (PCC) 
of the General Medical Council (GMC), the defendant has been made subject to an order for 
interim conditional registration under the Medical Act 1983, section 41 A. In other words, 
conditions have been imposed upon him if he is to practise. The hearing of the complaints is 
fixed for 7th October 2002. The GMC is applying to this court under section 41A(6) of the 
Act for an extension of the order for 12 months from its expiry on 15th July. 

2. I deal first with the statutory framework. The GMC is, under the Act, responsible for 
supervising and regulating the fitness of medical practitioners registered with it to practise. It 
has a duty to deal with complaints against medical practitioners. The Act provides for 
various statutory committees. The procedure for dealing with a complaint of serious 
professional misconduct is set out in the General Medical Council Preliminary Proceedings 
Committee and Professional Conduct Committee (Procedure) Rules Order of Council 1988. 

3. Briefly, the normal procedure is as follows. The complaint is first considered by a medical 
screener. Unless the screener decides that no question of serious professional misconduct 
arises, the case is then referred to the Preliminary Proceedings Committee (PPC). The PPC 
may, as one outcome, refer the case to the PCC. At the stage when a screener refers the case 
to the PPC notification is sent to the medical practitioner, a "Rule 6 Letter", and "as soon as 
may be after a case has been referred to" the PCC a Notice of Inquiry is sent to the medical 
practitioner. The charge or charges are specified. In addition, the evidence relied on will be 
served on him. Various people, including the screener and either of the committees, may 
refer the case to another statutory committee, the Interim Orders Committee (IOC). 

4. I turn to the provisions of the Medical Act 1983, section 41 A: 

"(I) Where the Interim Orders Committee are satisfied that it is necessary for 
the protection of members of public or is otherwise in the public interest, or is 
in the interests of a fully registered person, for the registration of that person 
to be suspended or to be made subject to conditions, the Committee may 
make an order--

(b) that his registration shall be conditional on his compliance, during such 
period not exceeding eighteen months as may be specified in the order, with 
such requirements so specified as the Committee think fit to impose (an 
'order for interim conditional registration'). 

(2) Subject to subsection (9), where the Interim Orders Committee have made 
an order under subsection ( 1 ), the Committee--

(a) shall review it within the period of six months beginning on the date on 
which the order was made, and shall thereafter, for so long as the order 
continues in force, further review it before the end of the period of three 
months beginning on the date of the decision of the immediately preceding 
review; and 

(b) may review it where new evidence relevant to the order has become 
available after the making of the order. 
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(6) The General Council may apply to the court for an order made by the 
Interim Orders Committee under subsection ( 1) or (3) to be extended, and 
may apply again for further extensions. 

(7) On such an application the court may extend (or further extend) for up to 
12 months the period for which the order has effect." 

5. Under subsection (9) the Interim Orders Committee has a duty to continue to review the 
order if the court orders an extension. It is clear not only that subsection (1) gives guidance 
to the Interim Orders Committee as to the factors relevant to the making of an order, but that 
those indications also provide guidance to the court in deciding whether an extension should 
be granted. 

6. 

7. 

8. 

10. 

11. 

I turn to the chronology. From the 1st February 1989 the defendant was employed by the 
Hastings and Rother NHS Trust. He also had some private practice. On 5th May 1998 
information was received by the GMC from the Trust regarding the standard of the 
defendant's professional conduct, particularly in relation to laparoscopic surgery. I shall refer 
to that information as Complaint 1. The complaint was referred by the GMC to a screener 
but ultimately the GMC received a positive report from the Trust about the defendant's 
progress and on 18th June 1999 the screener decided that no action was necessary. I am not 
further concerned with Complaint I. 

In September 1999 a further decision was made by the Trust: to suspend the defendant from 
his employment by the Trust and to send further complaints to the General Medical Council, 
those complaints being received on 23rd September 1999. That group of complaints has 
been referred to during the hearing as Complaint 2. On 24th September 1999 the defendant's 
admitting rights to the BUPA hospital at Hastings were withdrawn and hence his private 
practice effectively came to an end. 

It is right to note at this stage, not only that the defendant denies these and all other 
complaints against him, but that he contends, as part of his case before the General Medical 
Council, that the Trust and certain individuals within it have been guilty of bad faith and 
have been responsible for a campaign against him. It is not for the court in this hearing to 
pass judgment on those matters. 

The matters which led to the defendant's suspension and to Complaint 2 were in fact placed 
by the Trust before an independent panel, consisting of a member of the Bar and two 
consultants. There was a hearing before the Panel in the spring and early summer of the year 
2000. That panel prepared an initial report, and a final report after seeking comment from 
the defendant. The final report was dated 14th September 2000. 

The Panel reported that the defendant was at fault in various respects. In relation to the <:ase 
of M, it was found that the defendant failed to make a full and proper note of a consultation 
and counselling of a young woman of 18 with a mental age of six, on whom he had 
performed an operation. The Panel took the view that, in failing to make such a proper note, 
the defendant fell well below the standards to be expected of him. They also found that he 
had failed to consult more widely before deciding to carry out the particular operation. 

In the second case, that ofT, the panel's findings were similar, namely that the defendant 
failed to make a full and proper note and failed to consult more widely than he did. In the 
case of A, the findings of fault were that he should have abandoned an operation he was in 
fact performing and he should not have carried out part of the operation that he did, and that 
he failed to make a careful note. The Panel concluded that there was a serious lack of 
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judgment on his part, which fell well below the standard to be expected of a consultant 
gynaecologist. 

12. In the case of A, the Panel found that the decision to perform an operation was clinically 
unjustified, as was the taking of biopsies, and that this was an unnecessary intervention on 
the part of the defendant, which could have had an adverse outcome. In the case of CH, they 
found that the carrying out of the relevant operation was unnecessary, that the defendant 
carried out extensive sampling that was not justified and he caused to be inserted a coil 
without adequate clinical justification. They described him as surgically incompetent in the 
particular case. 

13. In the case of SH they found that the defendant was at fault in treating a burn on the patient 
without at least first speaking to a plastic surgeon, and he operated outside his area of 
expertise. In the case of J they found that he failed to make a proper note and reached an 
erroneous decision as to the capability of the patient of becoming pregnant through her left 
fallopian tube. He failed, the Panel found, also to advise the patient in certain respects, and 
overall the Panel found that there was a pattern of inadequate note taking, which justified 
a specific finding of fault against the defendant. 

14. I have deliberately merely outlined the findings without giving specific details as it is not the 
purpose of this hearing to examine the details of the Panel's findings. It is right, however, to 
note that the Panel also said this: 

"We are not of the opinion that the findings of fault which we have made are 
so numerous, or of such severity, that Mr Pembrey's dismissal is inevitable. 
As was submitted to us by Le Brasseur J Tickle, Mr Pembrey's solicitors, in 
their response to Part 1 of the Report, our findings need to be set in the 
context of the many thousands of gynaecological patients whom Mr Pembrey 
saw and the inevitably larger number of gynaecological treatment episodes 
with which he dealt over the 10 years that he has worked for the Trust." 

15. As I have indicated already, the defendant disagrees strongly with the findings of the Panel. 

16. On 29th September 2000 there was a disciplinary hearing, as a result of which the defendant 
was dismissed from his employment with the Trust. Just before he was dismissed, it so 
happened that Complaint 2 was referred to the GMC screener. The GMC received a copy of 
the Panel's report. In October 2000 the medical screener referred the matter to the PPC and 
the IOC. 

17. Pausing at that point, I must bear in mind that the defendant's case emphasises delay on the 
part of the GMC and of the Trust, but it is clear in my view that there was no delay on the 
part of any relevant authority up to October 2000. 

18. The GMC and the Trust discussed in the same month how the Trust could assist with 
enquiries and a body of paperwork was forwarded to the GMC. On 1st November 2000 
a former patient sent to the GMC direct a separate complaint about the defendant, complaint 
3. That complaint was in due course to be dealt with as a separate matter and, although it 
required some consideration by the GMC, it is common ground that any delay resulting from 
the receipt of Complaint 3 must have come to an end by April2001. 

19. Meanwhile, on 12th January 2001 the IOC considered Complaint 2 and made the first order 
for interim conditional registration for 18 months. The conditions imposed were as follows: 
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"1 You shall restrict your medical practice to pos1t10ns in obstetrics and 
gynaecology in NHS hospitals in which your work will be closely supervised 
by a consultant; 

2 You shall not undertake any locum posts; 

3You shall notify all current employers and potential employers at the time of 
application whether for paid or voluntary employment of these conditions and 
of the matters referred to the GMC; 

4You shall notify the Registrar of the GMC of any posts you undertake." 

20. Those conditions have to some extent been modified from time to time but essentially are 
the conditions which remain. It is the condition as to supervision to which particular 
objection is taken, although the defendant objects to all the conditions. 

21. On 17th April2001 the Trust forwarded to the GMC a further nine complaints: Complaint 4. 
It is right to note straight away that no final decision has been made about whether to 
proceed with that complaint and whether it should be heard with Complaint 2 on 
7th October. 

22. Between April and September 2001 progress was made. Complaint 4 was moved to the 
special screening team. The GMC then noted that there was insufficient information to 
screen Complaint 4 properly and there was a request to the Trust for patient records in 
relation to that complaint. Those records were chased and on 31st July 2001 Complaints 2 
and 4 were sent for screening and for approval of draft charges for a Rule 6 Letter. The 
screener considered the draft charges and revised them more than once. On 
4th October 2001 a Rule 6 Letter was sent to the defendant in relation to Complaint 2, as the 
matter was being referred to the PPC. He was told that Complaint 4 would not be considered 
by the PPC, at least at that stage, because it was being considered by the screeners. 
October 2001, for reasons to which I shall return, is said to be an important date. During the 
period April to September 2001 the IOC reviewed the conditions twice but maintained 
conditions. 

23. Shortly after the sending of the Rule 6 Letter on 4th October the Trust informed the GMC 
that they would investigate Complaint 4. The reason was that originally the Trust had not 
been prepared to investigate Complaint 4 as a result of the dismissal of the defendant. An 
appeal against his dismissal had been allowed in July and the Trust therefore decided that 
they would investigate. 

24. I note in passing that there was a full response on behalf of Mr Pembrey in November 2001 
to the Rule 6 Letter. 

25. On 14th November 2001 the PPC referred the matter to the PCC. On the following day the 
Trust wrote to the GMC saying that it would not after all be investigating Complaint 4. The 
defendant was informed that Complaint 2 was going to the PPC and that a charge was being 
formulated against him. On 7th December 2001 solicitors were appointed by the GMC to 
prepare for the PCC hearing. On 17th December the IOC reviewed the conditions for 
a fourth time. On 24th January 2002 there was a second disciplinary hearing by the Trust. 
This was an independent panel, which decided on 4th February that the defendant should in 
fact be dismissed. In January and February 2002, first in a meeting and then by letter, the 
GMC's solicitors pressed the Trust for documentation, giving full details of what was 
required. On 6th March 2002 the IOC reviewed the conditions for a fifth time and on 
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26. 

27. 

-28. 

-29. 
30. 

31. 

3rd April the GMC offered the defendant a hearing date of 7th October. 

It is right to note that that hearing date must have been organised as a result of a decision to 
go ahead w~th fixing a date, a decision which cannot have been taken later than March. In 
other words, the solicitors had plainly decided some time prior to 3rd April that, although 
the documentation was not complete, nevertheless they had to proceed to arrange a date. 
Shortly after the hearing date was offered, a total of some 15 lever arch files were received 
from the Trust, although since then further documents have been both requested and 
received and the documentation is still not regarded as complete. 

The defendant's solicitors indicated that they could not agree with the time estimate, then of 
seven days, because they had not yet seen properly formulated allegations but they did not 
specifically agree or disagree with the proposed date. That date has since been fixed as the 
hearing date and the GMC wish to maintain that date. The defendant's attitude to the date is 
that he is only too keen to have as early a hearing as possible but is not prepared to commit 
himself until the formal charges and the evidence that he has to meet have been served. 

On 1st May 2002 the IOC reviewed the question of conditions for a sixth time and gave the 
GMC permission to apply to the High Court. The conditions, as varied on that occasion, 
were as follows: 

"1. you shall restrict your medical practice to staff grade positions in 
obstetrics and gynaecology in NHS hospitals under the supervision of a 
consultant(s); 

2. you shall not accept the offer of any locum post of less than three months' 
duration; 

3. you shall ensure that a report is provided on your performance by the 
supervising consultant(s) prior to the review before the.IOC; 

4. you shall notify all current employers and potential employers at the time 
of application, whether for paid or voluntary employment, of these conditions 
and of the matters referred to the GMC; 

5. you shall notify the Registrar ofthe GMC of any posts you undertake." 

On that occasion the continuation of any conditions was firmly opposed by the defendant. 
The present conditions expire, as I have indicated, on 15th July. 

I summarise the issues broadly. The claimant's submission is that the imposition of the 
conditions is justified, both in the public interest and the defendant's interest, until at least 
the hearing before the PCC has taken place. The defendant's submissions, set out clearly in 
counsel's skeleton argument and his oral submissions, can conveniently be adopted from the 
paragraphs at page 3 of his skeleton argument. The defendant submits that, in order to 
succeed, the GMC must demonstrate a good reason for the delay that has necessitated the 
application. Secondly, he says that the evidence does not disclose a good reason and the 
application should be refused. Thirdly, the application should also be refused in the light of 
the failure by the GMC to inform the defendant of the charges against him and, adds 
counsel, in all the circumstances. The defendant relies both on Article 6 of the European 
Convention on Human Rights and on the court's general discretion. 

I turn first, in relation to the defendant's submissions, to Article 6. Article 6( I) guarantees 
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32. 

33 . 

34. 

a right to a trial "within a reasonable time". I accept first of all on the authorities that this is 
an independent and free-standing right, the enforcement of which does not depend upon 
establishing prejudice. The principal authority for that proposition is the decision of the 
House of Lords in Porter v Magill [2002] 1 All ER 465. These proceedings are civil 
proceedings. In civil proceedings time runs once proceedings are commenced. On the 
authority of Konig v Federal Republic of Germany [1980] 2 EHRR 170, although time runs 
from the commencement of proceedings, one has to look elsewhere for a decision as to when 
time begins to run. In that connection the authority, as far as this court is concerned, must be 
the Attorney General's Reference (No 2 of 2001) [2001] WLR 1877. That was of course 
a criminal case, in which the Court of Appeal Criminal Division, presided over by the Lord 
Chief Justice, was considering Article 6 in the context of applications to stay proceedings for 
abuse of process. At paragraph 11 the Lord Chief Justice cited the European Court of 
Human Rights' decision in Deweer v Belgium [1980] 2 EHRR 439, in which the court had 
said this: 

'"(a) "Criminal charge" is an "autonomous" concept which must be 
understood within the meaning of the Convention. (b) The term has 
a "substantive" rather than a "formal" meaning. (c) On the facts, the court 
held the proceedings against the applicant had constituted a "criminal charge" 
which could be defined as "the official notification given to an individual by 
the competent authority of an allegation that he has committed a criminal 
offence"."' 

He further quoted the European Court as saying this at page 459: 

"'There accordingly exists a combination of concordant factors conclusively 
demonstrating that the case has a criminal character under the Convention. 
The "charge" could, for the purposes of Article 6( 1 ), be defined as the official 
notification given to an individual by the competent authority of an allegation 
that he has committed a criminal offence. In several decisions and opinions 
the Commission has adopted a test that appears to be fairly closely related, 
namely, whether "the situation of the [suspect] has been substantially 
affected"."' 

The Lord Chief Justice himself went on at paragraph 13 to say this: 

"The approach that we have indicated to the question of when a person is 
charged is important in relation to what was contended before the judge in 
this case. It was contended before the judge that there had taken place an 
interrogation of the defendants and it was said that this constituted the charge. 
We disagree with that view. In the ordinary way an interrogation or an 
interview of a suspect by itself does not amount to a charging of that suspect 
for the purpose of the reasonable time requirement in Article 6( I). We do not 
consider it would be helpful to seek to try and identify all the circumstances 
where it would be possible to say that a charging has taken place for the 
purpose of article 6(1 ), although there has been no formal charge. We feel 
that the approach indicated by the authority that we have cited clearly 
expresses the position and we are content to leave the matter in that way." 

That was, as I have said, a criminal case. Nevertheless, the authorities indicate that, in 
proceedings such as the present, the court should take as the starting date the date that would 
be adopted in a criminal case. 
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35. In the light of that the claimant argues that the correct date is the date of the Rule 6 Letter, 
namely 4th October 2001. The defendant argues that the crucial date should be regarded as 
12th January 2001, when the IOC first made its order for interim conditional registration. It 
was submitted by counsel that from that date the defendant was substantially affected by the 
proceedings. In analogous criminal proceedings an interview, which may be said 
substantially to affect a defendant, is not to be regarded as the making of a charge, and it 
seems to me that such preliminary matters as a restraint order or the release on bail with 
conditions but prior to charge should fall under the same heading. It therefore does not 
follow in my view that 12th January 2001, although it resulted in an order for interim 
conditional registration, is the starting date to take. In my view, the submissions on behalf of 
the claimant are correct, namely that the Rule 6 Letter of 4th October 2001 should be taken 
as the starting date. 

36. 

37. 

It is submitted on behalf of the defendant that any time after October in which there was 
a delay before attempting to fix the date of the hearing is without justification. He also 
submits that any delay caused by the Trust is delay which I should consider, bearing in mind 
that the Trust is a public authority. That submission I accept. My conclusion, however, is 
that, if one examines the timetable, there is no such delay as to amount to a breach of 
Article 6. Indeed, if one takes as an alternative the date 12th January 2001, there is no such 
delay even on that basis. In my view, some of the delays resulting from the receipt of 
Complaint 4 in April 2001 explain the lapse of time, some six months or so, until the Rule 6 
Letter. There is no doubt that the Trust was dilatory in providing records and in due course it 
was necessary quite plainly for the GMC to grasp the nettle and to decide whether to proceed 
despite the absence of the record. In fact, in relation to Complaint 2, they did so and wrote 
the Rule 6 Letter on 4th October 2001, although Complaint 4 had not yet been sufficiently 
crystallised. 

If one examines the events immediately after 4th October 2001, there were matters which 
properly required the attention of the GMC and its solicitors. They plainly needed to 
consider the Trust's decision, revoked after less than a month, to investigate Complaint 4. 
They plainly needed to consider the defendant's response to the Rule 6 Letter. In my view 
the instruction of solicitors on 7th December 2001 was reasonably prompt. Those solicitors, 
without undue delay, took up the question of the absence of documents and without undue 
delay decided that the date had to be fixed, as indeed it was, some time after its offer on 
3rd April. .38. I agree that, with hindsight, it is perfectly possible to see how nettles should have been 
grasped somewhat sooner than they were and I accept that months here and there could, with 
hindsight, have been shaved off the timetable. Looking at it broadly, some three months or 
so might have been saved. But it does not in my view follow, even if on analysis the delay is 
open to some criticism, whether with or without hindsight, that a hearing within a reasonable 
time has been denied and that therefore there is a breach of Article 6. This case as a whole 
was never allowed to go to sleep, and the impression one gains from the timetable is of the 
GMC conscientiously pursuing procedures. Those procedures inevitably require some time 
but are designed to protect medical practitioners. 

39. Criticism is made because reference to an expert was not made in 2001, but was only made, 
it appears, some time much later, in 2002. That criticism, although it has some merit, does 
not appear actually to have delayed the timetable so far. 

40. I have said that I bear in mind the dilatory nature of the Trust's supply of documents. 
Nevertheless, as I have indicated, the GMC have conscientiously tried to obtain documents 
and eventually did grasp the nettle, without in my view waiting an unreasonably long time, 
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to proceed without such documents as they already had. 

41. In deciding whether there has been a failure to provide a hearing within a reasonable time, 
I look at the whole period, I take an overall view, and in my view no breach of Article 6 has 
been made out. It is therefore not necessary to consider what the conclusion would be if 
there had been a breach of Article 6, if the hearing on 7th October 2002 had clearly been 
shown not to be a hearing within a reasonable time. In Porter the question of the effect of 
a breach of Article 6 was not dealt with and in my view the best authority, as things stand, 
for the effect of a violation of Article 6 is the holding of Simon Brown LJ in R v 
Court Martial Administration Officer, ex parte Jordan, decided on 27th July 1999: 

" ... the Strasbourg caselaw is not to be understood as laying down a principle 
that whenever delay is identified of such a character as to involve a violation 
of Article 6, that fact of itself necessarily precludes there being a fair trial 
with the result that any outstanding criminal process must immediately be 
discontinued." 

• 42. Having decided that there has been no breach of Article 6, I must still examine the question 
of delay overall. Although under Article 6 the starting point is either January 2001 
or October 200 l, it seems to me that, under the court's general discretion, the whole period 
since the matters first arose in 1999 must be considered. If, for example, a complaint were 
made and the GMC did not properly or rapidly investigate it, that would be something that, 
although it might not be a violation of Article 6, the court must consider. In my view, if one 
looks at the whole period, there is no delay which should lead the court to refuse an 
extension on that ground. The period from September 1999 until October 2000 is explained, 
as I have indicated, by the fact that the Panel's report was awaited. That was a perfectly 
rational and sensible decision. Between October 2000 and April 2001 the timetable is 
explained first of all by necessary and proper processing of the case and then by some delay 
caused by the receipt of Complaint 3. As to the period after April 2001, I have dealt with 
that in connection with the Article 6 submissions. 

• 
43. Looking at the period overall, I must note that, after the receipt of Complaint 2 on 

23rd September 1999, the hearing was first notified to the defendant on 3rd April 2002 for 
a hearing now fixed for 7th October 2002. I fully understand how such a period must appear 
to the defendant, who wishes these matters to be cleared up. I accept that the particular 
allegations individually are not especially complex, but the case has been made somewhat 
complex by the receipt of further complaints. It is quite plain that there has been no delay by 
the IOC, nor has the IOC failed in its duty properly to keep the conditions under review. As 
to delays by the Trust, I have accepted that those are relevant. With maximum cooperation 
from the Trust, the GMC could no doubt, as I have indicated before, have shaved a few 
months off the total time taken. It does not follow that it would be wrong for the hearing to 
take place or for conditions to be extended meanwhile until the 7th October. 

44. I bear in mind also the evidence of the GMC that in the year 2000 there was a huge increase 
in the number of complaints received, a threefold increase. Steps were taken to deal with 
that increase, but in the short-term that provides some additional reason why matters could 
not proceed more quickly than they did. I find that delay is not in this case a good reason for 
refusing an extension. 

45. I look at other matters. There is complaint about the lack of a formal Notice of Inquiry and 
the lack therefore of formal charges. It is proposed by the GMC that there will be service of 
evidence and formal charges some six to eight weeks before the hearing date, longer than the 
minimum required but, it is said, usual in a case of the present kind. I am of course 
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46. 

47. 

proceeding on the assumption that the timetable will be maintained and that the defendant 
will then receive what he is entitled to. There is no reason in my view to suppose that he will 
be taken by surprise as to the nature of the allegations against him. If he were to be, then he 
would have remedies, such as an application for a stay or an application for an adjournment. 
But today I must proceed on the basis that that will not occur. I bear in mind the submission 
on the defendant's behalf that of course, not only has he had the matter hanging over his 
head, but there remains uncertainty in particular as to whether Complaint 4 will form part of 
the proceedings in October. 

Ifl look at section 41 A, the public interest plainly has to be considered. The other side of the 
coin, however, is the effect of the conditions upon the defendant and I accept that such 
orders may have serious consequences for medical practitioners. I have the benefit of 
a statement made by the defendant, and his evidence is that he has been prevented from 
obtaining work, in particular by the condition as to supervision. The only work he has 
obtained has been unpaid work. It is submitted on behalf of the defendant, although he does 
not mention this in his statement, that he would, if that condition in particular was removed, 
be able to obtain private work. He points out rightly that if he does not carry out his work as 
a gynaecologist and obstetrician, he will become, as he says, increasingly deskilled. I fully 
accept that that is a real consideration. On the other hand, the GMC points out that the 
defendant has been receiving his salary and continues to do so. Although the second appeal 
against his dismissal has been rejected, he is appealing to the Secretary of State and his 
dismissal has therefore not become final. I accept of course that he must have lost the 
income from his private practice, although I do not know any figures. The GMC also 
submits that his dismissal from the Trust (now upheld by an independent panel, although 
subject to the appeal to the Secretary of State), plus the original Panel findings, plus the 
process of the GMC itself, would have made it extremely difficult for him to obtain a post, 
even unpaid, for more than a short period. In my judgment, his prospects, even in the 
absence of conditions, of obtaining a post within the next few months are poor, but I do 
accept that the conditions, added to those other matters that I have referred to, make 
obtaining work virtually impossible. 

My conclusions then are these. It is plainly in the public interest that these conditions be 
imposed: the defendant has been found to be at fault in the way I have described by an 
independent panel in relation to Complaint 2; in addition, he has been dismissed by his 
employer as a result, on the second occasion, of an independent recommendation. I bear in 
mind that it is in the defendant's interests as well that he should not practise without 
supervision if those criticisms of him are valid. I bear in mind the lapse of time and the 
conclusions I have reached in relation to delay. I bear in mind the adverse effect of the 
conditions in practice on the defendant. I also bear in mind that the hearing is now three 
months ahead, in October. I have ignored in what I have said that on 5th July 2002 yet 
another set of complaints, Complaint 5, has been received from the Trust and that those 
matters appear to be old matters which have not previously been brought to the attention of 
the GMC. It is quite clear that I should ignore Complaint 5 and assume that such a complaint 
will not hold up any hearing in October. 

48. In all the circumstances, I conclude that there must be an extension of the conditional 
registration. No specific changes in the conditions are submitted and I should therefore adopt 
the conditions as most recently set out by the IOC. 

49. There remains the question of the period of conditions. I assume a hearing in October. At the 
end of that hearing, presently estimated as a precaution at 15 days, either the conditions will 
fall away or be superseded by an adverse finding against the defendant. I am not prepared to 
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order an extension on the assumption that there could be any postponement of the whole 
hearing. If for any reason 7th October cannot be maintained as a date on which the defendant 
can fairly be heard by the PPC, then there would be, in my view, a completely new situation, 
which would require, if necessary, a consideration of a further application. However, I am 
prepared to allow for some adjournment of part of the hearing. It is not unknown for 
hearings not to be completed and for there to be difficulties in reconvening such a hearing of 
the committee, bearing in mind its composition. It is always possible that there will be some 
meritorious reason for the adjournment of part of the hearing and a consequent failure to 
complete it in October. It seems to me that if there was unfortunately to be such an 
adjournment, it would be wrong to impose on the parties the need to come back to the court 
and I therefore shall order the extension until 31st January 2003. Subject to any submissions, 
the order will then be that the order for interim conditional registration should be extended 
from 15th July 2002 until 31st January 2003. 

MS LANG: I am obliged. I make an application for costs. Could I hand up a few documents that I 
would like to refer to in the course of that application. (Handed) 

• 

The first point I make is that Mr Pembrey is supported by the Medical Defence Union and therefore 
any order for costs will be met by them. Secondly, Mr Pembrey was warned in correspondence from 
the GMC that an application for costs would be made if he resisted the application for an extension 
and if the GMC was successful. That is the letter of 3rd April. It is the penultimate paragraph on the 
second page. 

MR JUSTICE CRANE: Yes. 

MS LANG: Then again on 13th May, the second paragraph. My Lord, although the C applied for 
the maximum period of 12 months and your Lordship has granted a period of less than that, my 
submission is that that should not affect the order for costs because the parties could have reached 
agreement for an extension for a lesser period than 12 months. 

MR JUSTICE CRANE: Was that ever canvassed on either side? 

MS LANG: It was canvassed by me to Mr Moon and he said he would take instructions on the 
matter, but his instructions were to oppose any extension. I had in mind to agree something around 
the October date. My Lord, I invite you to make a summary assessment of costs, and there is 

• a schedule which has been served and been handed up to your Lordship. 

MR JUSTICE CRANE: Yes, I think I have seen it before actually, but perhaps I did not look at it in 
detail then. 

MS LANG: There is now an updated statement on the last page of the bundle which just takes 
account of the additional costs incurred as a result of today's hearing and also -- the time estimate 
was originally three hours and so there has been some increase in solicitors' costs to reflect that. 

MR JUSTICE CRANE: So what you are applying for is the total of the two? 

MS LANG: Yes, which is £10,742.79, which is not written down anywhere. 

MR JUSTICE CRANE: I will hear Mr Moon in a moment on principle. I was somewhat concerned, 
I must say -- these are matters of detail -- at the bulk of the documentation that was submitted for 
a hearing of this kind. In fact, quite apart from my comments, it was all done in triplicate for reasons 
that I will now hear about. 

SMITH RF.RNAL 



GMC101057-0394 

Supplied by Smith Bernal Reporting Ltd for Lawtel 

MS LANG: Because on the last two occasions when applications have been listed by the 
Administrative Court they have directed that it should be heard by two judges and so we had to put 
in one for each judge and then always one extra for the court office. The Administrative Court must 
presumably have now changed its mind to the view that these applications are fit to be heard by one 
judge. This is a relatively new procedure and so everyone is feeling their way, but that is why. 

MR JUSTICE CRANE: Yes, I see. What about the bulk of the documentation? 

MS LANG: There are always difficult judgments to be made here. The really big document is part 1 
of the Inquiry Report, and we agonised about whether to put that in or not, and in the end I felt that, 
if all your Lordship had was my summary of what that report said and the original document was 
not before you, then, if there was any issue about the accuracy of what I had put, there was nothing 
to refer to, and of course in fact Mr Pembrey was not very happy with my summary. 

MR JUSTICE CRANE: I suppose the other major documentation is the IOC hearings. 

MS LANG: Yes. 

• MR JUSTICE CRANE: Again, I see why on reflection they might have needed to be --

• 

MS LANG: Yes, the letters that are sent out from the IOC giving a decision are fairly bald and one 
really gets much more a sense of what the issues were before the IOC, particularly in relation to the 
wording of conditions, when one looks at the transcript. 

MR JUSTICE CRANE: I think on reflection --

MS LANG: So it was a difficult judgment call but I would say that preparing the photocopied 
bundles is not the bulk of the costs. 

MR JUSTICE CRANE: I said those were matters of detail. Let me hear what Mr Moon says. 

MR MOON: First, the GMC would have had to have made this application anyway because of 
course it is required do so under the Act and so it would inevitably incur some costs in making the 
application. The second point, which is really related to that, is that of course the court, under 
section 6 of the Human Rights Act, would have had to have considered the human rights' 
implications anyway. Of course, the bulk of the argument is really related to Article 6. So, on any 
view substantial costs would have been incurred, whether or not Mr Pembrey had resisted. 

The third point is that, of course, the GMC has not been successful and I must say there may have 
been some misunderstanding between my learned friend and I, but I understood my friend to say 
earlier this week that she did not have instructions to pursue anything other than 12 months. It is 
quite right that I did not have instructions to offer less, but I did understand my friend to tell me that 
she was pursuing the 12 months, and she has been unsuccessful in that. 

MR JUSTICE CRANE: It does not sound the sort of discussion between counsel which we need to 
analyse in detail. It sounds as if there may have been sensible words, but it is quite plain there was 
no firm proposal on either side to compromise the length of time. 

MR MOON: My Lord, the first time it was put forward as being possible by the GMC was when 
Ms Lang was on her feet yesterday. 

MR JUSTICE CRANE: So what do you say? I see the point that an application would be needed 
anyway and that the defendant was in no way responsible for that. What do you say I should order? 
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MR MOON: My primary position is no order as to costs. My fallback position is that a proportion 
of these costs would have been incurred anyway. 

My Lord, I do have a fourth point, which I have not made, which is this. As I understand my Lord's 
judgment, there is a period of about three months where, with hindsight, some of the delay could 
have been shaved off, and that is a matter that my Lord may wish to take into account. 

MR JUSTICE CRANE: I do not regard that as a serious criticism. In almost any case with hindsight 
you can shave the timetable. Looking back, that is the point I was making. 

MR MOON: Coming back to my broader submission, it is primarily no order as to costs. If you are 
against me on that, half the costs that have been put forward in the schedule. 

MR JUSTICE CRANE: Thank you. (Inaudible) 

MS LANG: Yes, the position is that in the 12 applications that there have been so far, ten have been 
resolved with the consent of the doctor. 

.a MR MOON: My Lord, I am so sorry. I am not in a position to gainsay these matters. Ms Lang has 

._ not told me that until this moment and I am afraid I just cannot accept that sort of--

MR JUSTICE CRANE: Let us see what conclusions she draws from it. Why is it relevant? 

MS LANG: What happens when a doctor consents is that, yes, the GMC through Field Fisher 
Waterhouse have to make an application to the court, but it is dealt with on the papers, and therefore 
particulars of claim and the claim form and the witness statement in fairly short form are lodged and 
the consent order is signed by both parties. 

MR JUSTICE CRANE: That is ifthere is actually a consent order. 

MS LANG: Yes, drafted by Field Fisher Waterhouse. It is sent to the--

MR JUSTICE CRANE: I can see that. 

MS LANG: -- doctor and it is signed, and then presumably a judge is asked to look at the matter and 
the order is made . 

• MR JUSTICE CRANE: I am not sure that is really relevant. 

MS LANG: Can I just develop the point? It is about the costs incurred. Mr Moon was kind enough 
to mention yesterday that he wanted to take this point and so overnight we have considered, well, 
what costs would we have incurred had this been dealt with by consent? So, yes, we would have had 
to make the application, but we would not have had to prepare for a court hearing and instruct 
counsel and come to court. So that is essentially the difference that is caused by it being contested. 
Obviously, that is quite a detailed exercise, which I am happy to go through now if your Lordship 
wishes, or your Lordship might wish to refer it to a costs judge for a detailed assessment. But the 
principle is that it is very different: they would not have needed to instruct counsel; obviously, no 
one would have needed to attend a court hearing; and the degree of preparation, particularly in this 
case where delay was raised and therefore we had to do a very detailed chronology and a second 
witness statement dealing with, point by point, the history of the case -- the costs are very different, 
if I can give you the figures. The total costs figure, as I have said to your Lordship, is £10,742.79. 
These figures include that. The costs of the contested hearing are £8,972.15. The costs of 
proceeding with Mr Pembrey's consent would have been £1,770.64. So we say it is nearly £9,000 
that has been incurred as a result of this contested hearing. So at the very least those are the costs 
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that we seek. 

MR JUSTICE CRANE: There you are drawing a distinction between a consent order on paper, 
rather than an unopposed order in court. 

MS LANG: That is just not obviously the way it has proceeded m the past, an unopposed 
application --

MR JUSTICE CRANE: Can I tell you what I am inclined to do? I follow the costs would have been 
a great deal less -- but for the moment doubt your figures -- than if it had been a consent order. They 
would plainly have been more than that ifthere had been an application in court without consent but 
simply unopposed (inaudible). 

MS LANG: You mean with the defendant not attending? 

MR JUSTICE CRANE: Not attending or just indicating that he did not oppose the application, an 
attitude I can understand in the circumstances, and in addition it seems to me relevant to note that, 
although ultimately I have decided that you can justify the delay -- if one puts hindsight aside, you 

a... can justify it -- nevertheless, many of the reasons for that will not have been apparent to the 
.,. defendant until they were set out and thus required justification. So, although they ultimately have 

been unsuccessful, I am not sure I would regard his opposition as being, as it were, totally 
unreasonable or capricious. I am rather inclined for that reason to order him to pay half the costs on 
the basis that you have put forward. 

MS LANG: My Lord, if that is your Lordship's ruling, I will say no more. I am not sure if your 
Lordship is inviting me to comment? 

MR JUSTICE CRANE: I am, yes. 

MS LANG: I simply say this, that, given the past history of this case, which your Lordship has 
found not to involve unreasonable delay, the fact that the hearing is listed for October and that we 
are now in July meant that the prospects of any court refusing to grant the extension were slim. If 
the GMC were coming to court and saying, "We have not fixed the PCC hearing," or the PCC 
hearing was going to be in a year's time, it would be a different story, but ultimately my best point 
was that the hearing was so soon and really that extending the conditions from now until October 
would make a marginal impact on Mr Pembrey's personal position, and it is really for that reason at 

-the end of the day that, in my view, Mr Pembrey was doomed to fail, and his lawyers should have 
advised him of that. Maybe they did. But it was not a strong application and we submit a great deal 
of time and money has been taken up unnecessarily. 

MR JUSTICE CRANE: A great deal of time and money has been taken up but -- yes, I think in all 
the circumstances there should be an order that he pays half the costs. 

MR MOON: My Lord, can I with great diffidence ask for permission to appeal? With the greatest of 
diffidence I possibly can muster. 

MR JUSTICE CRANE: You can certainly ask. In my view these are matters of detail eminently 
suitable for a first instance judge to decide and I do not regard there as being in the ultimate analysis 
any point of principle arising. 
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I. LORD JUSTICE PILL: The claimant, Dr X, applies to the court by virtue of section 41 A(l 0) of the 
Medical Act 1983 ("the 1983 Act") to quash an order of the Interim Orders Committee ("IOC") of the 
General Medical Council ("GMC") made on 2nd March 2001 following an oral hearing on that day. 
The IOC ordered that the claimant's registration as a medical practitioner should be suspended with 
immediate effect for a period of 18 months. It was further· ordered that the suspension should be 
reviewed by the IOC at a further meeting to be held within six months. 

2. The claimant is a general practitioner at premises in the south east of England. Allegations of indecent 
assault are made against him by two of his nieces (now aged 15 and 13 years). Their father complained 
to the Social Service Department of the County Council and the Health Authority also became 
involved. The GMC were informed of the allegations. On 28th February 2001 the claimant was charged 
by the police with six counts of indecent assault. He was granted bail subject to conditions. By virtue of 
Articles 3 and 10 of the Medical Act 1983 (Amendment) Order 2000, the 1983 Act was amended by the 
addition of Committee and a new section. Section 41A reads, insofar as is material: 

"(1) Where the Interim Orders Committee are satisfied that it is necessary for the 
protection of members of the public or is otherwise in the public interest, or is in the 
interests of a fully registered person, for the registration of that person to be 
suspended or to be made subject to conditions, the Committee may make an order (a) 
that his registration in the register shall be suspended (that is to say, shall not have 
effect) during such period not exceeding eighteen months as·may be specified in the 
order ('an interim suspension order') or; (b) that his registration shall be conditional 
upon his compliance, during such period not exceeding eighteen months as may be 
specified in the order, with such requirements so specified as the Committee think fit 
to impose (an 'order for interim conditional registration')." 

3. Subsection (10): 

"Where an order has effect under any provision of this section, the court may (a) in 
the case of an interim suspension order, terminate the suspension; (b) in the case of an 
order for interim conditional registration, revoke or vary any condition imposed by 
the order; (c) in either case substitute for the period specified in the order (or in the 
order extending it) some other period which could have been specified in the order 
when it was made (or in the order extending it), and the decision of the court under 
any application under this subsection shall be final." 

4. The "court" is the High Court (section 38 of the 1983 Act). 

5. The IOC has it origins in the Amendment Order. Similar, though somewhat different, powers were 
formerly exercised by a different committee of the GMC. At the hearing on 2nd March 2001 both the 
claimant and the GMC were represented by counsel. The hearing was conducted by a committee of five 
members advised by a legal assessor. Some of the argument before the Committee turned upon the 
possibility of an interim conditional registration. It is common ground that it is not open to the court to 
take that course upon this application. The power of the court, subject to its power under section 
41A(lO)(c), is either to quash or to uphold the order of the IOC. 

6. The approach to be adopted by the court is not in dispute. In Vale v General Dental Council 
(unreported) 14th October 1988 Watkins LJ stated at page 5: 

"It is vital to acknowledge in matters of this kind that a committee such as that under 
review here reaches its decision in circumstances such as concern us as a matter of 
discretion. Therefore it must be recognised that unless it can be demonstrated that in 
exercising that discretion the committee has not taken account of something it should 
have done, or has taken account of something it ought not to have done, it is unlikely 
that this Court would be in a position to say that the order of the committee appealed 
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7. 

8. 

against was wrong unless it concluded that otherwise the decision was manifestly 
wrong." 

That approach was followed by Mustill LJ in Reza v General Medical Cmmcil (unreported) 23rd March 
1990. It is accepted that the approach adopted in the Privy Council when a question arose in relation to 
the Professional Conduct Committee of the General Dental Council would also apply in this case. In 
Dad v General Dental Council [2000] 1 WLR 1538 Lord Hope stated at page 1542B: 

"It is well established, for very good reasons, that the Board will not interfere with the 
exercise of the discretion of the Professional Conduct Committee in matters relating 
to penalty. The assessment of the seriousness of the misconduct upon proof of a 
conviction is essentially a matter for the committee, in the light of their experience of 
the range of cases which come before them. They are best qualified to judge what 
measures are required to maintain the standards and reputation of the profession and 
to assess the seriousness of the misconduct. As a general rule therefore the Board will 
be very slow to interfere with decisions of the committee on matters relating to 
penalty. As Lord Upjohn said in McCoan v General Medical Council [1964] 1 WLR 
1107, 1113, no general test can be laid down, as each case must depend on its own 
particular circumstances." 

At page 1542F Lord Hope referred to a speech of Lord Diplock: 

"In Ziderman v General Dental Council [1976] 1 WLR 330, 333A-B, Lord Diplock 
observed that the purpose of disciplinary proceedings against a dentist who has been 
convicted of a criminal offence by a court of law is not to punish him a second time 
for the same offence but to protect the public who may come to him as patients and to 
maintain the high standards and good reputation of an honourable profession." 

9. In Mad an v General Medical Council (unreported) 26th April 2001, Richards J considered that the 
approach in a situation such as the present: 

10. 

" .. .is not materially different from the approach of the court on an application for 
judicial review." 

With respect that may be, but I prefer to apply the guidelines expressed in the authorities to which I 
have referred. Mr Shaw, for the respondent, has described the appropriate approach as a "more hands 
off' form of judicial review. I agree that the particular knowledge and expertise of the professional 
body, with its duty to protect the public and concern for professional standards, must be respected. 

11. The determination complained of was: 

" ... the Committee has carefully considered all the evidence before it today. 

In accordance with Section 41A of the Medical Act 1983, as amended, the Interim 
Orders Committee has determined that it is necessary for the protection of members 
of the public, is in the public interest and is in your own interests to make an order 
suspending your registration for a period of 18 months with effect from today. 

In reaching the decision to suspend your registration the Committee has concluded 
that there is prima facie evidence of indecent behaviour that, if proved, would 
seriously undermine the trust the public is entitled to place in the medical profession. 
The Committee has considered the submission made on your behalf that if an order 
were to be imposed, interim conditions would adequately protect patients. However, 
after considering all the circumstances in the case, and having regard to its duty to 
protect the public interest, the Committee has determined that it must suspend your 
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registration. 

In deciding on the period of 18 months the Committee has taken into account the 
uncertainty of the time needed to resolve all the issues in this case. The order will be 
reviewed at a further meeting of the Committee to be held within six months. 
Notification of this decision will be served upon you in accordance with the 
Committee's Procedure Rules." 

12. The criminal charges against the claimant have not yet proceeded to trial in the Crown Court. 

13. The grounds of the application are succinctly stated in the particulars of claim submitted: 

"6.1 It was not necessary for the protection of members of the public, in the public 
interest nor in the Claimant's own interests (whether those three elements are viewed 
cumulatively or separately) to suspend the Claimant's registration; 

6.2 Further or alternatively, the Interim Orders Committee failed, adequately or at all, 
to consider imposing conditions on the Claimant's registration; 

6.3 Further or alternatively, the Interim Orders Committee failed to provide any or 
any adequate explanation for suspending the Claimant's registration and/or for failing 
to impose conditions on his registration; 6.4 The Interim Orders Committee failed to 
take any or any adequate account of the following:-

6.4.1 That the allegations against the Claimant (which have resulted in the 
commencement of criminal proceedings for indecent assault against him) did not arise 
in the course of his clinical practice; 

6.4.2 The absence of any evidence of risk to the Claimant's patients; 

6.4.3 That the Claimant had not faced allegations from any patient for indecent 
assault in 14 years at his practice; 

6.4.4 That his practice and partners ... are able to offer chaperones to any female 
patient as needed; 

6.4.5 That the Claimant had not faced any allegations by any student during 10 years 
of organising teaching attachments for students at [a medical school]; 

6.4.6 That in some previous cases before the Interim Orders Committee orders for 
conditional registration (rather than immediate suspension) have been made against 
doctors facing allegations of indecency. 

6.5 Further or alternatively the Interim Orders Committee gave undue weight to the 
fact that the Claimant had been charged by [the police]." 

14. I have referred to the criminal charges faced by the claimant. Five of those result from complaints by 
the older niece and cover a period from October 1998 to the end of 2000. The sixth results from a 
complaint by the younger niece as to alleged conduct in 1999. 

15. Mr Peacock, who appears for the claimant before this court, also appeared for him before the IOC, and 
accepted, as in my judgment he had to accept in relation to the charges: "they are plainly very serious 
and the doctor is well aware that they are, if proved, extremely serious, and if accepted by a jury in a 
criminal court of trial they are likely to result in a sentence of imprisonment and further conduct 
proceedings." It is clear that the allegations have been considered by representatives of the relevant 
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local authorities and by the police, whose code of practice provides that before criminal proceedings are 
brought there must be "enough evidence to provide a realistic prospect of conviction." 

16. In developing the written submissions to which I have referred, Mr Peacock essentially makes three 
points. The first is that the alleged conduct of the claimant does not relate to his medical practice. Not 
only is there no direct evidence of a risk to patients but there are positive references as to his good 
professional conduct over many years. That evidence contradicts, Mr Peacock submits, the suggestion 
that an order was necessary for the protection of patients. 

17. Mr Peacock also makes the point that the IOC have relied upon all three grounds in section 41 A(l) and 
have done so cumulatively. If any ofthem fail, and Mr Peacock submits that the concept ofprotection 
of members of the public and the concept of the interests of the claimant himself must fail, then the 
entire case falls. I say at once that I do not accept that submission. Based, as it is, on the wording of the 
second paragraph of the determination, it appears to me that, provided one of the criteria was satisfied, 
the fact that one or more of the others was not satisfied does not, in the circumstances of this case, 
invalidate the conclusion of the Committee. The wording does not suggest that the satisfaction of all 
three criteria were, in the view of the Committee, necessary to a conclusion that an order should be 
made against the claimant. 

18. The second submission is that the Committee were not considering, as the Committee in some of the 
cases cited were considering, a case where there was a conviction in a criminal court. In this case there 
is only an allegation or a series of allegations. It is not correct, Mr Peacock submits that, even if the 
allegations are serious, as he has to accept those in this case are, it was appropriate in present 
circumstances for the IOC to make an order on the mere making of an allegation. He submits that the 
fact that the police have decided to charge the claimant makes no difference. The Committee must not 
be permitted to approach its work on the basis that the police would not have charged the claimant if he 
had not done it. That approach, Mr Peacock submits, is quite contrary to legal principle. Mr Peacock 
draws attention to the difficulties facing a defendant before the IOC in circumstances such as the 
present. There are obvious constraints on calling evidence before a Committee when criminal 
proceedings have been commenced. I accept that there may well be difficulties, but the IOC must 
consider the case on the basis of the material which the GMC and the defendant see fit to call before 
them. 

19. I am far from criticising the claimant and those who represented him for not in the circumstances of this 
case calling evidence. I do not leave the point, however, without stating that there could be cases in 
which material placed before the Committee when criminal charges were pending might, having regard 
to the duties of the Committee, place allegations of criminal conduct in a very different light from that 
in which they might otherwise have appeared. 

20. The third submission is as to lack of reasons. Mr Peacock submits that there is only one sentence in the 
determination which can properly be said to provide reasons for the decision. The IOC were obliged by 
their rules to give reasons. Rules 14(1)(c) of the General Medical Council (Interim Orders Committee) 
(Procedure) Rules Order ofCouncil2000 (SI 2000/2053) provides at 14(1)(c) that: 

"as soon as practicable after the hearing, send a copy of the decision and the brief 
reasons for the decision to-

(i) the practitioner. .. " 

21. I do not see merit in this submission. Having regard to the limited amount and quality of material before 
them it is difficult to see what further reasoning the Committee could have given. For good reason, no 
further evidence was called about the conduct which was alleged to have occurred. 

22. When pressed on the point, Mr Peacock put his third submission rather as a lack of consistency by the 
Committee, or of disparity between its decision in this case and its decision in other cases. There has 
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23. 

24. 

25. 

26. 

27. 

28. 

29. 

30. 

31. 

been some reference to other decisions of the Committee. I acknowledge the constraints which rest 
upon both parties in giving particulars of other cases. However, it is essential, as Lord Upjohn put it, 
that each case is considered upon its own particular circumstances. Reference to other cases, which Mr 
Peacock rightly accepts would not be binding upon the Committee, is of limited value. Moreover, on 
the limited information which has been provided by the parties, I am far from satisfied that there can be 
said to be any inconsistency between the decision taken by the IOC in this case and its decisions in 
other cases. It is not necessary for present purposes to give details of those other cases. 

Reference has been made to Article 6.1 of the European Convention. In my judgment, in present 
circumstances, that adds nothing to the duties already required by English law. I see no merit in the 
submission that the decision of the I OC fails either on the ground of lack of reasoning, or by reason of 
disparity between this and other decisions. 

I have referred to the limited nature of the material which was before the IOC. It was for them to 
examine the material before them with care. It is plainly a worrying situation when a professional man 
may be suspended on the basis of allegations of criminal conduct which, as yet, are untested in a court 
of law. I cannot, however, accept that the power to suspend by way of interim order, provided in section 
41A, must not be exercised because the allegations are untested in a court. Nor, in my judgment, can it 
be said that the exercise of the power to suspend was inappropriate because the conduct alleged was not 
towards patients of the claimant. 

The allegations in this case are undoubtedly serious. They are of offences against the person. Whether 
or not they are eventually proved it cannot be said that they plainly and obviously lack substance. They 
involve an alleged breach of trust towards vulnerable young people. The alleged offences have an 
obvious impact upon the fitness of the claimant to have that intimate contact with patients which is a 
necessary part of his duties as a doctor. That being so, it cannot in my judgment be said that the IOC 
erred in law in reaching the conclusion they did. They were entitled in their discretion to do so on all 
three grounds in section 41 A in my judgment, especially having regard to the breach of trust alleged. 

The three grounds overlap, reflecting different aspects of the duties of the IOC as a professional body 
concerned with the protection of the public and with the professional standards of its members. Each of 
the grounds must nevertheless be considered specifically. In my judgment on each of the grounds there 
was material upon which the IOC were entitled to reach the conclusion they did. They were also entitled 
to reach it as a general conclusion. For those reasons, I would refuse this application. 

MR JUSTICE SILBER: I agree and would also refuse this application. 

MR SHA W: My Lord, the GMC applies for its costs. 

MR PEACOCK: I cannot resist that. 

LORD JUSTICE PILL: Yes, costs must follow the event. 

MR SHA W: My Lord, there is one final matter and that is summary assessment of the costs. I do have 
a schedule which I have given to my learned friend, copies are available for the court. Before your 
Lordships read any detail at all, can I say that the general rule is that the court should make a summary 
assessment when the hearing lasts a day or less, unless there is good reason not to do so, where for 
example there is insufficient time. I have to confess that the schedule was not served upon the claimant's 
solicitors or tiled with the court more than 24 hours before the hearing (that is page 810 of the White 
Book). In that respect we are, I fear, in breach of the practice direction. So, I will need the court's 
indulgence, and I suspect the indulgence of my learned friend, to proceed further. That is why I do not 
invite your Lordships to look in too much detail at the document yet. I have not had the chance to 
discuss it with my learned friend in detail. 

32. I make the application on that slightly tested basis and wait to see your Lordship's reaction and my 
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learned friend's. 

33. LORD JUSTICE PILL: We will await your learned friend's. Mr Peacock? 

34. MR PEACOCK: My Lord, I ask for the determination to be postponed. 

35. LORD JUSTICE PILL: Yes. Clearly the advantage of doing it now is that if it is adjourned for 
detailed assessment someone has to meet the costs of that assessment. We would rise for a short time if 
you thought there were prospects of speaking to those instructing you and Mr Shaw. He is out of time. I 
think we must accede to your application, unless there are prospects that if we give you a little time 
further costs can be saved by agreeing something now? 

36. 

37. 

38. 

39. 

40. 

41. 

MR PEACOCK: My Lord, the doctor is funding this privately. 

LORD JUSTICE PILL: Yes, either agreeing it now or so defining the issue that we can properly 
consider it. I do not want to press you, Mr Peacock. 

MR PEACOCK: My Lord, I am instructed to seek a postponement of this determination. 

LORD JUSTICE PILL: Mr Shaw, anything in reply to that? 

MR SHA W: I do not press it further. 

LORD JUSTICE PILL: So be it. Then the question of costs will be deferred for detailed assessment. 

SMITH BERNAL 

GMC101057-0403 



Neutral Citation Number: [20011 EWHC Admin 322 
IN THE HIGH COURT OF JUSTICE 
QUEEN'S BENCH DIVISION 
(ADMINISTRATIVE COURT) 

QB/2001/APP/01 0215 
C0/648/200 1 

GMC101057-0404 

Royal Courts of Justice 
Strand 

London WC2 

Thursday, 26th April 2001 
Before: 

MR. JUSTICE RICHARDS 

THE QUEEN ON THE APPLICATION OF SUDESH MADAN 

-V-

THE GENERAL MEDICAL COUNCIL 

Computer Aided Transcription by 
Smith Bernal Reporting Limited 

190 Fleet Street, London EC4A 2HG 
Telephone 020 7404 1400 Fax 020 7831 8838 

(Official Shorthand Writers to the Court) 

MR. M. FORTUNE (instructed by Messrs. Le Brasseur J. Tickle, Leeds LS1 2RU) 
appeared on behalf of the Appellant. 

MISS D. ROSE (instructed by Messrs. Field Fisher Waterhouse, London EC3N 2AA) 
appeared on behalf of the Respondent. 

JUDGMENT 
(As approved) 

©Crown Copyright 



1. 

2. 

-- 3. 

4. 

GMC101057-0405 

Thursday, 26th April 2001 

JUDGMENT 

· MR. JUSTICE RICHARDS: This is a challenge to a decision by the Interim Orders 
Committee of the General Medical Council on 21st November 2000 to suspend the 
registration of Dr. Madan, the claimant, for 18 months pending a full hearing by the 
Professional Conduct Committee of the General Medical Council of allegations of 
inappropriate and irresponsible prescribing of appetite suppressants by her. 

The challenge is brought in two ways. First, there is a statutory application to the 
court under section 41A(10) of the Medical Act 1983. Secondly, there is an 
application for permission to apply for judicial review. The former route was adopted 
after objection had been taken by the defendant to the appropriateness of the 
judicial review route. An extension of time was thereafter granted for the statutory 
application to be made. 

The application for permission to apply for judicial review was adjourned to open 
court on notice to the defendant. Technically, as a matter of listing, that appears to 
be the matter before me today. I do not think that the statutory application has as 
such been listed before me; but with the agreement of the parties, I intend to deal 
with both matters. The parties have prepared fully for me to adopt that course and it 
is plainly the sensible course to adopt. Moreover, time should not be wasted on 
procedural niceties. What is important for the parties is a decision, and an early 
decision, on the substance of the matter. 

I should make it clear that the issues that arise under the two routes are in 
substance the same. lt is common ground that the correct approach of the court in 
considering the statutory application under section 41A(10) is as set out in the 
judgment of the Divisional Court on 23rd March 1990 in the case Reza v. The 
General Medical Council. In that judgment, Mustill L.J. stated: 

"The correct approach to appeals under section 38 is prescribed for 
us by the comparatively recent decision of this Court in Ponnampalam 
Appadurai Vale v. The General Dental Council. The legislation is not 
the same as the legislation under which the proceedings were taken 
against Dr Reza but the point is precisely identical. In the course of 
giving the leading judgment of the Court Watkins LJ said this: 

'lt is agreed by both learned counsel for the appellant and for the 
Council that the appeal to this court takes the form of a rehearing. 
That does not mean that this Court necessarily hears witnesses: on 
the contrary, as with appeals arising out of orders made by the 
committees of other professional bodies, we take cognisance of the 
contents of affidavits and of notes of evidence which have been given 
before the relevant committee. We thereupon reach our conclusion as 
to whether or not, in our judgment, it is necessary to either uphold or 
to discharge the order of the committee appealed against, as the case 
may be. 

'lt is vital to acknowledge in matters of this kind that a committee such 
as that under review here reaches its decision in circumstances such 
as concern us as a matter of discretion. Therefore it must be 
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recognised that unless it can be demonstrated that in exercising that 
discretion the committee has not taken account of something it should 
done, or has taken account of something it ought not to have done, it 
is unlikely that this Court would be in a position to say that the order of 
the committee appealed against was wrong unless it concluded that 
otherwise the decision was manifestly wrong." 

5. lt seems to me that the approach laid down in that passage, which is plainly 
applicable to a statutory application of the present kind, whether or not it is under 
precisely the same powers as were relevant in Reza, is not materially different from 
the approach of the court on an application for judicial review. There, too, essential 
questions are whether irrelevant considerations have been taken into account or 
there has been a failure to take relevant considerations into account, and whether 
the decision ultimately reached is one that was reasonably open to the decision 
maker-- a test close to, if not identical to, that of "manifestly wrong". 

6. Given the availability of a statutory remedy under section 41A(10) by way of an 
application to the court, it seems to me that the defendant's objections to the 
bringing of judicial review proceedings were well founded and that judicial review is 
simply inappropriate in this case. That would be a sufficient reason for refusal of 
permission. But it matters not for present purposes, because, as I have indicated, I 
have agreed to hear the statutory application and in hearing that I can deal with all 
the issues of substance that arise in the case. I will proceed to consider those 
issues within the framework of the section 41A(10) application. 

7. The governing provision by which the Interim Orders Committee had to and did 
direct itself was section 41A(1) of the 1983 Act: 

"Where the Interim Orders Committee are satisfied that it is necessary 
for the protection of members of the public or is otherwise in the 
public interest, or is in the interests of a fully registered person, for the 
registration of that person to be suspended or to be made subject to 
conditions, the Committee may make an order -

(a) that his registration in the register shall be suspended (that 
is to say, shall not have effect) during such period not 
exceeding eighteen months as may be specified in the order 
(an 'interim suspension order'); or 

(b) that his registration shall be conditional on his compliance, 
during such period not exceeding eighteen months as may be 
specified in the order, with such requirements so specified as 
the Committee think fit to impose (an 'order for interim 
conditional registration')." 

8. lt is unnecessary for present purposes to refer to the detailed procedural 
provisions. 

9. The proceedings before the Professional Conduct Committee concerned 
allegations that Dr. Madan had been engaged in the irresponsible prescribing of 
appetite suppressants to three women patients. The complaints had been duly 
notified, there had been a response by her solicitors and the decision to refer the 
matter had been notified on 15th September 2000. lt was then for the Interim 
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Orders Committee to decide on the question of interim suspension or interim 
conditional registration pending a substantive decision by the Professional Conduct 
Committee. 

The factual position that the Interim Orders Committee had to consider was, in 
brief, as follows. Dr. Madan was employed by the St. Helens and Knowsley 
Community Health Authority as a clinical medical officer in child health. No 
complaints had been made against her in that capacity, and in that capacity she did 
not need to prescribe medication. In addition to her work as a clinical medical 
officer, she engaged in an entirely separate activity in running a slimming clinic 
under the name of Look Right. In that capacity she did prescribe appetite 
suppressants and it was in relation to her conduct in prescribing such suppressants 
that the complaints against her had been made. 

The thrust of the case presented on the claimant's behalf before the committee -- a 
case presented by Mr. Fortune, who has also appeared on her behalf today -- was 
that the imposition of conditions on her registration would be sufficient to protect the 
public and that interim suspension was not necessary. The underlying point was 
that there was no problem about her continuing in her role as a clinical medical 
officer, given the absence of complaints and the absence of a need to prescribe 
medication. The problem related to her activities with the Look Right clinic and it 
would be sufficient to impose conditions that prevented her continuing with those 
activities but that left her free to carry on as a clinical medical officer. 

The concerns expressed about the effect of an interim suspension of registration 
upon the claimant's ability to continue practising as a clinical medical officer plainly 
had substantial foundation to them since, upon her registration being suspended, 
the health authority dismissed her. There is a question as to whether that dismissal 
was lawful. There has, as I understand it, been an application to the employment 
tribunal in relation to it. For present purposes I do not need to decide whether or not 
the health authority was entitled to dismiss her. What matters is that the reasons 
why a conditional registration rather than a suspension was sought were plainly 
reasons of substance. 

The committee, having heard detailed argument, reached a conclusion expressed 
by the chairman as follows: 

"The Committee has carefully considered all the evidence before it 
today. In accordance with Section 41 A of the Medical Act 1983, as 
amended, the Interim Orders Committee has determined that it is 
necessary for the protection of members of the public, and is in the 
public interest to make an order suspending your registration for a 
period of 18 months with effect from today. 

"In reaching the decision to suspend your registration, the Committee 
has concluded that there is prima facie evidence of inappropriate and 
irresponsible prescribing which would, if proved, pose a risk to 
patients. 

"The Committee has taken account of its duty to consider the public 
interest in order to preserve public confidence in the profession and 
maintain good standards of conduct and performance. After 
considering the serious nature of the allegations against you, the 
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Committee consider that it is necessary to protect that public interest 
by making an order suspending your registration. 

"In deciding on the period of 18 months, the Committee has taken into 
account the fact that no date has yet been set for the Professional 
Conduct Committee hearing of your case. Unless the case has been 
concluded by the Professional Conduct Committee, this order will be 
reviewed at a meeting of this Committee to be held within six months 
of the order coming into force. Notification of this decision will be 
served upon you in accordance with the Committee's procedure 
rules." 
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The grounds of challenge to the decision so reached have been presented by Mr. 
Fortune in a set of commendably succinct submissions -- submissions that gained 
rather than lost in their force by their economy. The main complaint is that the 
public interest could have been protected in this case by suitably drafted conditions 
and did not need a suspension of registration in order for adequate protection to be 
achieved. lt is said that, in reaching the conclusion that suspension was necessary, 
the committee failed to give sufficient weight to the existence and nature of Dr. 
Madan's second job as a clinical medical officer, and in particular to the fact that 
there had been no complaints about it and that she did not need to prescribe 
medication in the course of it. The submission is that everything that the committee 
said in support of its decision would have been equally applicable to the imposition 
of conditions on registration and that no explanation is given of the reasons why the 
imposition of conditions would not have sufficed. 

There are numerous difficulties, as it seems to me, about those submissions. They 
are submissions that in truth go to the merits of the decision, rather than to the 
question whether the committee went wrong in a way that would justify this court in 
interfering. lt is not for this court, as Mr. Fortune rightly accepts, to substitute its 
own judgment on the merits. The passage that I have cited from Reza shows the 
relatively limited function of the court in a statutory application. lt is a function 
parallel to that which the court has in an application for judicial review. 

The matters put forward by Mr. Fortune on Dr. Madan's behalf were squarely 
before the committee. There is no basis for saying that they failed to take those 
matters into account. They were plainly aware of the second job that Dr. Madan 
had as a clinical medical officer and of the absence of complaint about her 
performance in that job. lt cannot be said that there was a failure to take into 
account a relevant consideration or indeed that the committee took into account 
something that it ought not to have taken into account. 

Mr. Fortune puts emphasis on an alleged failure to give sufficient weight to the 
second job, but matters of weight were for the committee, subject only to the 
question whether the ultimate decision, after balancing the various considerations, 
was manifestly wrong. There is, in my judgment, no basis for the contention that the 
decision here was manifestly wrong. This was an expert medical body made up of 
experienced members. lt was well placed to determine what was necessary for the 
protection of the public interest, including, very importantly, the preservation of 
public confidence in the profession and the maintenance of good standards of 
conduct and performance. In no way could it be said to have been manifestly wrong 
(or, I would add, in judicial review terms, unreasonable) to conclude that the 
matters alleged against Dr. Madan in relation to irresponsible prescribing in respect 
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of the Look Right clinic justified an interim suspension irom the register, even 
though that would or might prevent her participating by way of her second job in 
activities that did not themselves involve prescribing and in respect of which no 
complaint had been made. 

18. This was truly a matter of judgment for the committee. The judgment made, 
whether one agrees or disagrees with it on the merits, cannot be said to have been 
manifestly wrong. 

19. There was, at one point, a separate issue concerning the length of the suspension, 
namely suspension for a period of 18 months. Mr. Fortune accepts that it is 
unrealistic to adhere to that as a separate submission. The fact is that the 
suspension was subject to review in six months. lt is due to be reviewed relatively 
soon. Account will have to be taken on the review of the date provisionally fixed for 
the hearing before the Professional Conduct Committee in early June, but that is 
not a definite fixture. lt will be for the Interim Orders Committee to decide whether 
and for how long to maintain in place the interim suspension, pending a further 
review or the substantive decision of the Professional Conduct Committee. In any 
event, there is no ground upon which the decision to impose an 18-month 
suspension can properly be challenged. 

20. There is also in this case a reasons challenge. lt is to a very large extent bound up 
with the substantive point that I have already covered, in that the submission made 
is that the committee failed to give reasons or adequate reasons why the imposition 
of conditions rather than suspension would not have sufficed for the protection of 
the public interest. 

21. In my judgment, the reasons for the committee's decision, which I have already 
quoted, are adequate and intelligible reasons, sufficient to comply with the duty, be 
it a statutory duty or a duty at common law, to give reasons for the decision. The 
basis upon which the committee concluded that a suspension was necessary is 
clearly articulated. Dr. Madan can have been left in no doubt as to that basis. The 
possibility of bringing a legal challenge was open to her. There was no question of 
some uncertainty as to the nature or basis of the decision having been created by a 
failure to give adequate reasons and thereby impeding Dr. Madan's ability to come 
to court to complain about some legal error in the decision. 

22. lt was open to Dr. Madan to ventilate, as she has done through Mr. Fortune, a legal 
challenge to the decision. For the reasons that I have given, it is a challenge which, 
in my judgment, is without substance. I do not think that there is anything in the 
separate point about deficiency of reasons that would provide any support to the 
matters advanced on her behalf. 

23. Accordingly, I have come to the clear view that this application must be dismissed. I 
deal with that by way of dismissing the application under section 41A(10). I have 
made clear that I refuse permission for judicial review on the basis that judicial 
review is inappropriate. Were I wrong on that, I would refuse permission on the 
basis that the points raised are unarguable. Were I wrong on that, I would refuse 
the substantive application for judicial review for the reasons that I have given. 
However the matter is looked at in procedural terms, the underlying point is that the 
case is, in my judgment, without substance. 

MISS ROSE: My Lord, we apply for our costs. 
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MR. FORTUNE: I cannot resist that application in the circumstances, my Lord. 

MR. JUSTICE RICHARDS: Thank you very much. The claimant will pay the defendant's 
costs. Thank you both very much. 
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FIRST PAGE OF RECENT DOCUMENT TRANSMITTED ••• 

Our ref: PP-TS/PCC/Barton 
Your rei: Op Rochester 

21 ApM12005 

Detective Chief Superintendent Stave Watts 
Head of CID 
Police Headquarters 
West Hill 
RomseyRoad 
Winchester 
Hampshire 
S022 5DB 

Daar DCS Watts, 

GENEI\AL 
M_EDICAL 
COUNCIL 
Proc~uJn.q pntlllnr-l, 

gu;JJnn docron 

Operation Roch .... ter - Investigation into Deaths at Gosport War Memorial 
Hospital 

On 15 April 2005 Mr Hynon telephoned DCI Williams to chase a response to my 
letter dated 25 January 2005, in which we sought disclosure of Information in 
respect of Elsle Devine. 

Mr Hylton had telephoned on 3 previous occasions, however, 15 April was the 
first lime that he had been able to speak lo DCI Wllllams direct. He reported that 
Hampshire Constabulary had consulted with Counsel and that Counsel had 
advised on various points which should be lnchlded in the reeponse. 

DCI Wlillams confirmed that Counsel was expected to have drafted a response 
w~hin a week, but that he would e-mail a summary or the current position over 
the weekend and the GMC would reeelve 11 on 18 April 2005. To dale that 
summary has not been provided. 

As you will appreciate, the GMC is concerned at the time taken to receive a 
response to our letter, particularly our concems over the Issue of public 
protecllon. 

Unless we receive a response by Friday 29 April, we will need to consider issuing 
a Seclion 35 notice upon yourselves for the information sought. />s we discussed 
when we met, this would not be our preferred option, however, given the delay in 
your response, we are left with little choice. 

We do very much hope to receive a substantive reply to our latter of 25 January 
2005 before 29 Aplil. 
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Our ref: PP-TS/PCC/Barton 
Your ref: Op Rochester 

21 April 2005 

GMC101057-0413 

Detective Chief Superintendent Steve Watts 
Head of CID 
Police Headquarters 
West Hill 

GENERAL 
M_EDICAL 
COUNCIL 

Romsey Road 
Winchester 
Hampshire 
S022 5DB 

Dear DCS Watts, 

ProtectinB patients, 

BuidinB doctors 

Operation Rochester - Investigation into Deaths at Gosport War Memorial 
Hospital 

On 15 April 2005 Mr Hylton telephoned DCI Williams to chase a response to my 
letter dated 25 January 2005, in which we sought disclosure of information in 
respect of Elsie Devine. 

Mr Hylton had telephoned on 3 previous occasions, however, 15 April was the 
first time that he had been able to speak to DCI Williams direct. He reported that 
Hampshire Constabulary had consulted with Counsel and that Counsel had 
advised on various points which should be included in the response. 

DCI Williams confirmed that Counsel was expected to have drafted a response 
within a week, but that he would e-mail a summary of the current position over 
the weekend and the GMC would receive it on 18 April 2005. To date that 
summary has not been provided. 

As you will appreciate, the GMC is concerned at the time taken to receive a 
response to our letter, particularly our concerns over the issue of public 
protection. 

Unless we receive a response by Friday 29 April, we will need to consider issuing 
a Section 35 notice upon yourselves for the information sought. As we discussed 
when we met, this would not be our preferred option, however, given the delay in 
your response, we are left with little choice. 

We do very much hope to receive a substantive reply to our letter of 25 January 
2005 before 29 April. 
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Yours sincerely, 
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Protecting patients, 
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GMC Legal 

TELEPHONE NOTE 

1. DATE: Friday 15 April 2005 

2. TIME: 16:00 

3. SPOKE TO: DCI David Williams- Hampshire Constabulary 

4. GMC OFFICER: Paul Hylton 

5. RE: Response to letter from Paul Philip dated 25 January 2005 

6. MESSAGES: 

I called DCI Williams to further chase up a response to the letter from Paul 
Philip dated 25 January 2005, in which we sought disclosure of information in 
respect of Elsie Devine. I had previously telephoned the Police on 3 
occasions, however this was the first time that I had been able to speak with 
DCI Williams direct. 

DCI Williams reported that they had consulted with Counsel and that Counsel 
had advised them of various points that should be included in a response to 
the GMC. He added that they expected Counsel to have drafted a response 
within a week, but that he would email me a summary of the current position 
over the weekend so that I could have it for Monday 18 April 2005. 

I advised him that the GMC were concerned at the time taken to receive a 
response to our letter, and that I would copy his summary to Paul Philip once I 
received it. 

7. TIME ENGAGED ON 10 mins. 
CALL: 



Our ref: PP-TS/PCC/Barton 
Your ref: Op Rochester 

25 January 2005 

Detective Chief Superintendent Steve Watts 
Head of CID 
Police Headquarters 
West Hill 
Romsey Road 
Winchester 
Hampshire 
8022 508 

Dear DCS Watts, 

Operation Rochester - Investigation into Deaths at Gosport War Memorial 
Hospital 

I write in the wake of our helpful meeting on 13 January 2005 to seek disclosure 
of certain limited information relating to the above. 

You will have appreciated from the recent meeting that the GMC remains very 
concerned at the pace of an investigation which, while complex and onerous, 
began as long ago as September 1998. An important part of the GMC's statutory 
function is the protection of the public interest. lt is very eager to fulfill that 
function as promptly and efficiently as possible. But, at present, the pursuit of the 
disciplinary investigation/proceedings is being hampered by the speed of the 
criminal investigation/proceedings. 

As I understand it from our meeting, you acknowledge the legitimacy of the 
GMC's concern but are understandably anxious to ensure that the release of 
information to the GMC should not prejudice either the investigation or the 
fairness of any ensuing trial. 

Against that background, I come to the GMC's request for limited disclosure. 
What is sought at this point is all the information in the possession of the police in 
relation to the case of Elsie Devine, in particular: 

• witness statements 
• medical records 
• written representations and transcripts of tapes. 
• recorded interviews with Or Barton 
• experts' reports 

The basis of the request is as follows: 

1 
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• As I understand it, the police have so far had reservations about 
disclosing the fruits of its investigation for two essential reasons. I 
believe I can now allay fears in relation to both. 

• First, the police have been concerned that information revealed to the 
GMC might form the basis for an application for an interim order 
against Or Barton before the GMC's Interim Orders Committee (now 
known as the Interim Orders Panel). The information supporting any 
such application would have had to be copied to Or Barton. If this had 
happened before any police interview of Or Barton, the advantage of 
surprise would have been lost: see, for example, the last few 
paragraphs of the letter dated 6 October 2003 from the police. 

I believe that this concern is no longer real because, as emerged at the 
meeting on 13 January, Or Barton has now been interviewed in relation 
to the case of Elsie Oevine (but, as yet, none of the other nine patients 
whose cases the police have identified as being especially troubling). 
In fact, I understand that Or Barton has now been interviewed twice in 
relation to the case of Elsie Oevine: one a generic interview, one an in­
depth interview. (In any event, as the GMC has mentioned previously, 
it seems a little fanciful to suppose that Or Barton could be taken much 
by surprise. The facts and issues affecting Or Barton have been 
examined by several inquiries over recent years. She must already be 
well aware of them and the consequential questions that could be put 
to her.) 

• Second, the police have been concerned that information revealed to 
the GMC might reach not just Or Barton but also the public, if used as 
the basis for an application before the Interim Orders Panel. The fear 
was that this might give rise to an argument that Or Barton could not 
have a fair trial because of the risk of contamination of jurors' minds 
caused by adverse prior publicity. The GMC has sought to reassure 
the police that there was never any real risk of this happening because 
proceedings before the Interim Orders Panel take place in private 
(unless the doctor requests a public hearing, which would be 
extraordinary). 

believe that the GMC has already mentioned to you its statutory power to 
require the disclosure of information, conferred by section 35A of the Medical Act 
1983, as amended. This provides that, for the purpose of assisting the GMC or 
any of its committees in carrying out its disciplinary functions, a person 
authorised by the GMC is entitled to require a doctor or any other person who in 
his opinion is able to supply information or produce any document which appears 
relevant to the discharge of any such function, to supply such information or 
produce such a document. I attach, for information only and so that you can see 
its general format, a blank request for such disclosure. 

2 
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I very much hope that it will not become necessary to invoke the power under 
section 35A. Much the better course is to proceed by agreement. The meeting 
on 13 January was a useful step in that direction. With that aim in mind, I look 
forward to receipt of the information sought, or confirmation that GMC staff might 
attend to take copies. If you have any queries or wish to discuss any aspect of 
this request, or indeed any aspect of the matter as a whole, I should be very 
happy to meet. 

Yours sincerely, 

Paul Philip 
Director Fitness to Practise 

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

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

Encs. 
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Our ref: PP-TS/PCC/Barton 
Your ref: Op Rochester 

25 January 2005 

Detective Chief Superintendent Steve Watts 
Head of CID 
Police Headquarters 
West Hill 
Romsey Road 
Winchester 
Hampshire 
S022 508 

Dear DCS Watts, 

GMC1 01057-0419 

GENER._AL 
M_EDICAL 
COUNCIL 
Protecting patients, 

guiding doctors 

Operation Rochester - Investigation into Deaths at Gosport War Memorial 
Hospital 

I write in the wake of our helpful meeting on 13 January 2005 to seek disclosure 
of certain limited information relating to the above. 

You will have appreciated from the recent meeting that the GMC remains very 
concerned at the pace of an investigation which, while complex and onerous, 
began as long ago as September 1998. An important part of the GMC's statutory 
function is the protection of the public interest. lt is very eager to fulfil! that 
function as promptly and efficiently as possible. But, at present, the pursuit of the 
disciplinary investigation/proceedings is being hampered by the speed of the 
criminal investigation/proceedings. 

As I understand it from our meeting, you acknowledge the legitimacy of the 
GMC's concern but are understandably anxious to ensure that the release of 
information to the GMC should not prejudice either the investigation or the 
fairness of any ensuing trial. 

Against that background, I come to the GMC's request for limited disclosure. 
What is sought at this point is all the information in the possession of the police in 
relation to the case of Elsie Devine, in particular: 

• witness statements 
• medical records 
• written representations and transcripts of tapes. 
• recorded interviews with Or Barton 
• experts' reports 

The basis of the request is as follows: 

1 
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• As I understand it, the police have so far had reservations about 
disclosing the fruits of its investigation for two essential reasons. I 
believe I can now allay fears in relation to both. 

• First, the police have been concerned that information revealed to the 
GMC might form the basis for an application for an interim order 
against Or Barton before the GMC's Interim Orders Committee (now 
known as the Interim Orders Panel). The information supporting any 
such application would have had to be copied to Or Barton. If this had 
happened before any police interview of Or Barton, the advantage of 
surprise would have been lost: see, for example, the last few 
paragraphs of the letter dated 6 October 2003 from the police. 

I believe that this concern is no longer real because, as emerged at the 
meeting on 13 January, Or Barton has now been interviewed in relation 
to the case of Elsie Oevine (but, as yet, none of the other nine patients 
whose cases the police have identified as being especially troubling). 
In fact, I understand that Or Barton has now been interviewed twice in 
relation to the case of Elsie Oevine: one a generic interview, one an in­
depth interview. (In any event, as the GMC has mentioned previously, 
it seems a little fanciful to suppose that Or Barton could be taken much 
by surprise. The facts and issues affecting Or Barton have been 
examined by several inquiries over recent years. She must already be 
well aware of them and the consequential questions that could be put 
to her.) 

• Second, the police have been concerned that information revealed to 
the GMC might reach not just Or Barton but also the public, if used as 
the basis for an application before the Interim Orders Panel. The fear 
was that this might give rise to an argument that Or Barton could not 
have a fair trial because of the risk of contamination of jurors' minds 
caused by adverse prior publicity. The GMC has sought to reassure 
the police that there was never any real risk of this happening because 
proceedings before the Interim Orders Panel take place in private 
(unless the doctor requests a public hearing, which would be 
extraordinary). 

believe that the GMC has already mentioned to you its statutory power to 
require the disclosure of information, conferred by section 35A of the Medical Act 
1983, as amended. This provides that, for the purpose of assisting the GMC or 
any of its committees in carrying out its disciplinary functions, a person 
authorised by the GMC is entitled to require a doctor or any other person who in 
his opinion is able to supply information or produce any document which appears 
relevant to the discharge of any such function, to supply such information or 
produce such a document. I attach, for information only and so that you can see 
its general format, a blank request for such disclosure. 
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I very much hope that it will not become necessary to invoke the power under 
section 35A. Much the better course is to proceed by agreement. The meeting 
on 13 January was a useful step in that direction. With that aim in mind, I look 
forward to receipt of the information sought, or confirmation that GMC staff might 
attend to take copies. If you have any queries or wish to discuss any aspect of 
this request, or indeed any aspect of the matter as a whole, I should be very 
happy to meet. 

Yours sincerely, 
r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 
i i 

\ CodeA \ 
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L.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Paul Philip 
Director Fitness to Practise r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-: 
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\Code A\ 
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i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Encs. 

f'nlf<'•Ting fL!Lit'IHS, 

,(JUid.inH lfO(l('TS 
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IN THE PROFESSIONAL CONDUCT COMMITTEE OF 
THE GENERAL MEDICAL COUNCIL 

and 

IN THE MATTER OF DR 

GMC101057-0422 

REQUEST FOR DOCUMENTATION PURSUANT TO SECTION 35A(l) OF THE 
MEDICAL ACT 1983 (AS AMENDED) 

To 

I, PAUL PHILIP, Director of Fitness to Practise, General Medical Council ("GMC"), 
I 78 Great Portland Street, London W I W 5JE, say that: 

I. I am an authorised person for the purposes of Section 35A ( 1) of the Medical Act 1983 
(as amended by the Medical Act Amendment Order 2000). 

2. I request that you make available to the GMC's solicitors, [name of Solicitor], the 
following documents: 

a. [description of document] 

b, [description of document] 

c. [description of document] 

3. This documentation is relevant to the discharge of the GMC of its functions in relation 
to professional conduct and disclosure of this documentation is required accordingly. 

4. I confirm that [name of Solicitors] will reimburse your reasonable costs incurred in 
providing the information requested. 

We ask that the documents requested be provided to Field Fisher Waterhouse within 14 days. 

SIGNED: ........................................... . 

Paul Philip 
Director of Fitness to Practise 
GENERAL MEDICAL COUNCIL 

DATED: ................. . 
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Medical Act 1983 
(as amended by the Professional Performance Act 1995, the European Primary Medical 

Qualifications Regulations 1996, the NHS (Primary Care Act 1997, the Medical Act (Amendment) 
Order 2000, the Medical Act 1983 (Provisional Registration) Regulations 2000, the Medical Act 1983 

(Amendment) Order 2002) and the National Health Service Reform and Health Care Professionals 
Act 2002) 

General Council's power to require disclosure of information 

35A.-(1) For the purpose of assisting the General Council or any of their 
committees in carrying out functions in respect of professional conduct, professional 
performance or fitness to practise, a person authorised by the Council may require-

(a) a practitioner (except the practitioner in respect of whose professional 
conduct, professional performance or fitness to practise the information or 
document is sought); or 
(b) any other person, 

who in his opinion is able to supply information or produce any document which 
appears relevant to the discharge of any such function, to supply such information or 
produce such a document. 
(2) As soon as is reasonably practicable after the relevant date, the General Council 
shall require, from a practitioner in respect of whom a decision mentioned in 
subsection (3) has been made, details of any person-

( a) by whom the practitioner is employed to provide services in, or in 
relation to, any area of medicine; or 
(b) with whom he has an arrangement to do so. 

(3) For the purposes of this section and section 358 the relevant date is-
( a) the date of a decision to refer a case in respect of a practitioner to the 
Preliminary Proceedings Committee in accordance with rules made under 
paragraph 5(2) of Schedule 4 to this Act; 
(b) where rules have been made under paragraph 1 (1) or 5A(1) of 
Schedule 4 to this Act which provide for any of the following decisions-

(i) to invite a practitioner to agree to an assessment of his 
professional performance; 
(ii) to invite a practitioner to agree to an assessment to determine 
whether his fitness to practise is seriously impaired by reason of his 
physical or mental condition; 
(iii) to notify a practitioner that medical reports received by the 
General Council appear to provide evidence that his fitness to 
practise may be seriously impaired by reason of his physical or 
mental condition, 

the date of the decision in question. 
(4) Nothing in this section shall require or permit any disclosure of information, which 
is prohibited by or under any other enactment. 
(5) But where information is held in a form in which the prohibition operates because 
the information is capable of identifying an individual, the person referred to in 
subsection (1) may, in exercising his functions under that subsection, require that the 
information be put into a form which is not capable of identifying that individual. 
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(6) Subsection (1) shall not apply in relation to the supplying of information or the 
production of any document which a person could not be compelled to supply or 
produce in civil proceedings before the court (within the meaning of section 38). 
(7) For the purposes of subsection (4), "enactment" includes an enactment 
comprised in, or in an instrument made under, an Act of the Scottish Parliament. 
(8) For the purposes of this section and section 358, a "practitioner" means a fully 
registered person, a provisionally registered person or a person registered with 
limited registration. 
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E:\Committee\ioc\PHC\2004\Barton\Barker(MDU)290904 

Your reference 
In reply please quote 

ISPB/TOC/0005940/Legal 
ACE/JJC/PCH/2000/2047 

By post and fax - 020 7202 1663 

/'--"'-

Please address your reply to the Committee Section FPD 
Fax 020 7915 7406 

30 September 2004 

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

Dear Mr Barker 

GMC101057-0425 

l 
. (\ -. > td i ~-

GENEI\_AL 
_N\EDICAL 
COUNCIL 
Protecting patients, 

guiding doctors 

Dr Jane Barton - Interim Orders Committee (IOC) 7 October 2004 

Thank you for your letter of 27 September 2004 in which you request that the 
Chairman of the IOC consider postponing the scheduled hearing of Or Barton's case 
in accordance with Rule 7(1) of the Committee's Rules. 

I can confirm that the Chairman of the Committee considered your request and that 
he did not accede to it. 

The Chairman in considering this request considered the nature and purpose of the 
IOC, which is namely, to determine whether interim action is required to be taken 
against the registration of a doctor who may pose a risk to the public, the public 
interest or their own interests and in fulfilling this function it is considered that the 
Committee should meet as soon as practicable whilst bearing in mind the need to 
balance the consequences for the practitioner of the imposition of an interim order 
and to ensure that the doctor is afforded the opportunity to attend any hearing and 
be represented, although not necessarily by the Counsel of their choice. 

The Chairman took account of the Council's letter notifying Dr Barton of the 
forthcoming hearing and the timetable contained therein and in reaching his decision 
considered that the date of 7 October 2004. 

In reaching his decision the Chairman determined that whilst unfortunate that Or 
Barton's chosen Counsel is not available, there was still sufficient time to instruct 
fresh Counsel to attend and make representations. lt is the Council's intention to 
dispatch a copy of all the papers in the case on 30 September 2004, providing Or 
Barton with 7 days in which to prepare a defence. lt was the opinion of the Chairman 
that this was sufficient time in which to fully instruct new Counsel to prepare such a 
defence. The Chairman further considered that the Council's letter of 24 September 
2004 put Or Barton on notice that the hearing would be taking place on ?October 

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

email gmc@.gmc-uk.org www.gmc-uk.org 
<.... L '-' ~ 

Re,gistered CharitY No. 1 o8927f 
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In all the circumstances, the Chairman having taken into account your letter of 27 
September 2004 and balanced the information contained within against the reasons 
for Dr Barton's referral considered that, it was important in the public interest that Dr 
Barton's case be heard as soon as possible. 

The hearing scheduled to take place on 7 October 2004 will take place as listed and 
Dr Barton is invited to appear before the IOC at 09:30 on 7 October 2004 at the 
General Chiropractic Council, 44 Wicklow Street, London, WC1X 9HL if you she 
so wishes, to address the Committee on whether such an order should be made in 
relation to her registration. 

You are invited to submit observations on the case in writing. Any observations will 
be circulated to the IOC before they consider your case. Your observations should 
be marked for my attention. You are further invited to state in writing whether you 
propose to attend the meeting, whether Dr Barton will attend and whether she will be 
represented by Counsel, and if so, by whom. 

The IOC normally meets in private but Dr Barton may if she wishes, under the 
provisions of rule 9 of the Procedure Rules, direct that the meeting should be held in 
public. 

lt is open to you to apply for a further postponement under the terms of Rule 7(1) of 
the Committee's Procedure Rules and further it is open to you to apply for an 
adjournment to the Committee as convened on the day of the hearing as prescribed 
by Rule 7(2) of the Rules. 

The Secretariat having spoken with those that represent the Council also considered 
the other matters that were raised in your letter of 27 September 2004. 

With regard to your point regarding Rule 5(1 )b it is the opinion of the Council that the 
letter dated 24 September gave the following brief statement of the matters which 
appear to raise the relevant question set out in Rule 5(1 )b: 

The President has reached this decision as he was of the view, after 
considering the information provided by Hamp~hire Constabulary in 
respect of its enquiries into the deaths of a number of patients at 
Gosport War Memorial Hospital, that the information was such that the 
Committee should be invited to consider whether it is necessary for the 
protection of members of the public, or otherwise be in the public interest 
for your registration to be restricted whilst Hampshire Constabulary's 
enquiries and any action resulting from those enquiries is resolved. 

Further, the Council submits that its letter of 24 September also gives a full 
explanation as to when Or Barton can expect to have disclosure of the 
information to be considered by the Committee, and what information she can 
expect to be disclosed. The Council is mindful of the provisions of Rule 5(3) but 
it is not of the view that it's letter contravened those provisions. The letter states 
that: 

Protecting patients, 

guiding doctors 2 



The GMC is in the process of clarifying with the Police the level of 
disclosure that can take place before the /OC. Once we have dc;me so 
we will disclose to you a copy of all the information that will be put before 
the JOG. You should expect this disclosure of information by 30 
September 2004. 

The clarification with the Police is in respect of what information the CPS 
determines can be disclosed to the GMC. The Police are fully aware that any 
information disclosed to the GMC and subsequently disclosed to any of its 
Committees must also be disclosed to Or Barton. The Council will disclose to 
Or Barton all information that is to be put before the IOC. 

GMC101057-0427 

I hope that his letter provides sufficient information for your needs. However, if I can 
assist further, please do not hesitate to contact me. 

Yours sincerely 
(-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

; ' 
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t·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Adam Elliott 
Interim Orders Committee Secretariat 
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FAO Paul Hylton 

Committee Section FPD 

General Medical Council 

17 8, Great Portland Street 

London WlWSJE 

Your Reference PCH/2000/2047 

Dear Mr Hylton 

GMC101057-0428 

Dr jane Barton 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-· -·-·-·-·-·-·-·-·-·-·-·-·­·-·-·-·-·-·-·-·-·-·-·-

Code A 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

27th September 2004 

re Interim Order Committee hearing on 7th October 2004 

I am a Principal in General Practice contracted to Fareham and Gosport 

Primacy Care Trust. 

I am on the Bed Fund for Gosport War Memorial Hospital, Bury Road 

Gosport, administered by the same Primary Care Trust. 

I am a partner in the practice of Dr P A Beasley and partners, 

Forton Medical Centre, 

White's Place 

Forton Road, 

Gosport P0123]P. 

I have no other employment or contract either NHS or non NHS and I am 

not approved under Section 12 of the Mental Health Act. 

I propose to attend the hearing on 7th October 2004. I will be 

represented by my solicitor Ian Barker of the MDU . 

Yours Sincerely 
!"-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· .. 
! i 
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·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

Dr ]ane Barton 
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Will do. 

Paul 

-----Original Message-----
From: Adam Elliottr-·-·-·-c·oCie_A_·-·-·-: 
Sent: 29 Sep 2004"14':-47·-·-·-·-·-·-·-·-·' 
To: Paul Hyltonr-·-·-·-cocfe)~··-·-·-·: 
Subject: Ian Barker :nr'Baito'fl-·-·-·-·-·-· 
Importance: High 

Paul, 

Can you please calllan @the MDU this afternoon, he would like to discuss what information has been disclosed to 
- you and what you're anticipating being disclosed. 

Thanks, 

Ad am 



From: 
Sent: 
To: 
Subject: 

One step nearer. 

Louise Poveyr.·:.·~.-~§~~~~-~~--~-·J 
22 Jul2004 09:17 
Pa u I Ph il ipl:~:~:~:~:~:~~~:~:~~A~:~:~:~:~:J Ton i Sm e rdon [~~~~~~~_cf~A~~~~J 
FW: OP Rochester. 

-----Original Message-----
~-·-·-·-·-·-·-·-·-·-·-·-· ·-·-·-·-·-·-·-·-·-·-·-·-·-·co<ie-·A-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 
t-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 
Sent: 21 Jul 2004 08:31 
To : r-·-·-·-·-·-·-·-·-c·oCie_P._·-·-·-·-·-·-·-·-: 
sub j ~e.ct-·~·-·ai:"i·-·R:ac-ii·e-st"e-r·'. 

Dear Mrs POVEY 

GMC101057-0430 

Thank you for your letter dated 13th July 2004 and accompanying note of our meeting of 
6th July 2004. 
Apologies for the slight delay in responding. 

4itirstly may I agree the accuracy of your note of our meeting. 

In addition I can now inform you that Mathew LOHN completed his quality assurance work 
yesterday 20th July and we expect his reports in respect of the category 2 cases this 
week. He has agreed the findings of the Clinical team for 54 of those cases. However 
he has raised the status of 6 of the cases into the 3 category, and these will be 
subject to further discussion. It is likely that OP ROCHESTER will also investigate 
the circumstances surrounding the 6 further cases. 

Subject to ongoing discussion with Mathew LOHN this is likely to raise the number of 
cases in the 3 category to 15. 

I had a further meeting with Steve WATTS yesterday, and we are both in agreement that 
in the absence of strong legal rationale for withholding the category 2's we will be 
releasing them to the GMC as soon as possible. I hope that this decision can finalised 
early next week and that we can deliver to the GMC the relevant documents. 

I confirm that the following information has been received from the local healthcare 
trust in respect of conditions pertaining to Dr BARTON. 

~~r Barton has undertaken not to prescribe benzodiazepines or opiate 
~dnalgesics from 1 October 2002. All patients requiring ongoing therapy with 

such drugs are being transferred to other partners within the practice so 
that their care would not be compromised. 

Dr Barton will not accept any house visits if there is a possible need for 
such drugs to be prescribed. Problems may arise with her work for Health 
Call as a prescription may be required for a 14-day supply of 
benzodiazepines for bereavement. 

Dr Barton also agreed to follow up all previous prescriptions for high 
quantities using the practice computer system and the patients• notes. 

I have confirmed that these conditions still applied on 6th July 2004 with Hazel 
BAGSHAW the Pharmaceutical advisor for the local Healthcare trust. Over a 13month 
period from April 2003 Dr BARTON had written a total of 20 prescriptions all for 2mg 
Diazepam to relatives of deceased, and had not prescribed any Diamorphine, morphine or 
other controlled drug. 

Finally, I am meeting with Steve WATTS this Friday to discuss OP ROCHESTER. He is out 
of force at the moment. We will consider the outline of his statement to the GMC and 
let you know on Friday what he is prepared to say. 

Regards. 

1 



GMC101057-0431 

Dave WILLIAMS. Det Supt. 

*********************************************************************************** 
This electronic message contains information from Hampshire Constabulary which may be 
legally privileged and confidential. Any opinions expressed may be those of the 
individual and not necessarily the Hampshire Constabulary. The information is intended 
to be for the use of the individual(s) or entity named above. If you are not the 
intended recipient, be aware that any 
disclosure, copying, distribution or use of the contents of the information is 
prohibited. If you have received this electronic message in error, please notify us by 
telephone +44 (0) 845 045 45 45 or email to 
postmaster@hampshire.pnn.police.uk immediately. Please then delete this email and 
destroy any copies of it. 
All communications, including telephone calls and electronic messages 
to and from the Hampshire Constabulary may be subject to monitoring. 
*********************************************************************************** 
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WINCHE:STER 
H ;;; rn ps r1 ire. 
S022. .5DB 

Td: 0845 04S4S45 

fa:<: Ol9G2 t\7120·4 

Our telf:;;hnne convers~:t,on on 23 )une 2.00·4 r{;:fer';;, f iMV<~ ri'.li~;t•l;l your ~"Joint::::; ~N~th Ddt'iCUve Chief 
.Inspector· VViliiarns <~nd hew~~ set out t-li~> n~spnnse bdiW1, 

A clinical t~~dF{i (~t· e.::..;·pe:tts in to.>~·ic·oiO(j'/ .. · a~~~neral tt!{?!)~fcin-e/ pl~Jfli.al:/tlr;"? ~:·~;_:-;rz:~; ~Jc~rf::1i~rfc-.-=;; i](J~~:i !~Ur:sif~fl t~_,?)Vf:) 
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Once that has been done, the requirement to withhold the detail of the information from the GMC 
ceases (If we provide them with the information beforehand for the purposes of GMC hearing then 
they are obliged to reveal the information to Or BARTON) which could compromise polic_e interviews. 

Mr WATTS has stated previously to the GMC that he is content to attend an Interim Order Hearing to 
give an overview of the police investigation to date, and that offer still stands. 

I recently met with the Deputy Chief Executive of the Fareham and Gosport primary healthcare trust 
Mr A/an PICKERING (11.6.2004) who gave reassurances in respect of Or BARTONS ongoing 
prescription of Opiates. Both the Healthcare Trust and Strategic Health Authority have a voluntary 
arrangement with Or BARTON that her prescription of Opiates and Benzodiazapines are supervised 
at the time by another GP. The prescription levels are furthermore independently monitored through 
Healthcare Trust IT systems. 

Given the comments of the Chief Executive of GMC that this arrangement no longer stands I am in 
the process of confirming the current arrangements, however it is my belief that they still stand. 

Or BARTON has previously appeared before the GMC Interim Orders Committee on the 21st March 
a.2002 and 19th September 2002, in respect of similar allegations surrounding her prescription of 
WOpiates at Gosport War Memorial Hospital, and following disclosure of papers relating to earlier 

police investigations. On both of those occasions the IOC considered that 'it was not necessary for 
the protection of members of the public, in the public interest or Or BAR TONS own interests to make 
an order affecting her registration.' 

I have E mailed Mrs POVEY of the conduct case section of the GMC offering to meet her next 
Tuesday morning 6th July to discuss the current situation. 

I think we both recognise that maintaining the confidence of the general public, and that of certain 
relatives, is a difficult dilemma in cases such as this. I trust the information supplied will assist you 
and I would highlight DCI Williams' liaison with Mrs Povey of your staff. I look forward to the time 
when the CPS have issued an authoritative direction in relation to prosecution or non prosecution. 
Such a developmen ould allow us to proceed in a more open and regulated manner. Subject to 
our responsibili.t" s as riminal investigators, we are keen to cooperate with your organisation with a 
view to·=~.f,..,._/::u-.d.rn.c,__. ____ r:u.Lbli.r.:jnterest. 

avours J Code A / 
~-·-·-·-·-·-·-·-L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-J 

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

Paul Kernaghan 
Chief Constable 



From: 
Sent: 
To: 
Subject: 

La is 

Code A 

Paul Hylton ::~:~:~:~:~:~~~~i:~~:~:~:~:~:J 
05 Jul 2004 10:40 
Lais Hungria :-·-·-·-·-coiie-A-·-·-·-·-1 
RE: Hampshire·-con-stao·ura·r=y--~ letter re Or Barton 
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The Police are coming here to have a meeting with Louise Povey, Paul P, Toni Smerdon and myself at 9 am tomorrow 
morning. 

Paul H 

-----Original Message-----
From: La is Hungria [-·-·-·-c;;;(i~·A·-·-·-·; 
Sent: OS Jul 2004 16-:36-·-·-·-·-·-·-·-·-·-·' 
To: Paul Philip C~~~~~~~~~~)C~~~~~J; Paul Hylton [~~~~~§?_Ci~~A:=:=:=:l. ___________________ _ 
Cc: Christine Couchman r·-·-·-·-c;;;d"~-;,;-·-·-·-·t Janice Barratf( Code A i 
subject: FW: Hampshire Consfab-uTa·r;;·:·fe"tter.re or Barton ·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Paul P and Paul H 

This is to let you know that we have received this morning a letter from the Chief Constable following his 
conversation with Finlay. They mention a meeting with the GMC (they emailed Louise Povey about it) tomorrow 6 
July. 

La is 

-----Original Message-----
From: Paul Philip [·-·-·-·c;;d";;·A-·-·-·-·i 
sent: 17 Jun 2004.18:"6·4·-·-·-·-·-·-·-·· 
To: Fin lay scott ~-·-C·-·-·-·-·-d·-·-·-·-·-A·-·-·-·i 

Cc: Lais Hungri~ Q e ~ Paul Hylton[_~-~-~.£~~~)\~-~-~-~_] 
Subject: FW: Hampshlre·c-onstao"Of<fr'Y-:. re Barton 

Fin lay, 

You agreed to contact this chap early next week regarding the case of Dr Barton which is being investigated by the 
police presently. 

Paul, could you provide a resume of the state of play on the Barton case for Finlay please. 

e Thanks 

Paul 

-----Original Message-----
From: Peter Steel r-·-·-·-C"oCie-A-·-·-·-: 
sent: 17 Jun 2oo4·-i-6:oa-·-·-·-·-·-·-·-·' 
To: Paul Phi lip C~~~~~~~~~~i.A_~~~~~~~J 
Subject: Hampshire Constabulary - re Barton 

Paul Kemaghan 
Chief Constable 
Hampshire Constabulary 

Tel: 0845 045 4545 
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DATE: 

TIME: 

FROM: 

TO: 

RE: 

GMC101057-0435 

GMC Legal 

TELEPHONE NOTE 

24 June 2004 

Finlay Scott 

Chief Constable of Hampshire Constabulary, Paul 
Kernaghan 

Or J Barton 

MESSAGES: 

FS telephoned PK to discuss the case of Or Barton. Or Barton is currently the 
subject of an investigation as part of "Operation Rochester". FS summarised 
the concerns of the GMC in view of the nature of the allegations, the delay in 
being able to progress matter and the concern that the public may not be 
protected. 

He wanted if possible to have information which provided: 
- A summary of the issues being investigated 
- The number of cases being investigated 
- A summary of the expert evidence to demonstrate why the police 

have concerns 
- "Prescribing undertaking" - were the police aware that it had 

lapsed and whether in those circumstances, added to the other 
matters under investigation, the police were in a position to 
provide information to the GMC which may enable a decision to 
be taken not to issue proceedings, and/or a further referral to the 
IOC. 

PK echoed the concerns of the GMC and confirmed that it was a complicated 
and sensitive inquiry which was taking time. He said that he would speak to 
the officer in charge of the case, Oavid Williams, upon his return from annual 
leave and get back to us as quickly as possible. 

TIME ENGAGED ON 
CALL: 

20 minutes 
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FIELD FISHER WATERHOUSE 

THE EURDPEANl.EGAL 

ALLIANCE 

Meeting note 
Name: Judith Chrystie I Call type: Meeting 

Duration: I Date: 20 November 2002 
-----,_.- ', 
\_ . -
® Barton - Meeting with Hampshire Constabulary 

Attendees: 

GMC: 

FFW: 

Police: 

Meeting 

Michael Keegan - MK 

Judith Chrystie- JZC 
John Offord - JHO 

DI Nigel Niven - NN 
DC Owen Kenny - OK 

The attendees agreeing that JZC would make a brief minuted note ofthe meeting for circulation to all 

parties. 

The parties introducing themselves and explaining their involvement in the case. 

JZC explaining the situation within the GMC. Advising that the GMC would not proceed if NN 

indicated that to do so could prejudice any policy enquiry. JZC explaining the difference between 

running the case as a conviction matter and one in which we had to prove serious professional 

misconduct. JZC indicating the criminal rules of eviclence were applied in GMC proceedings. 

MK updating NN and OK as to the current position of the GMC enquiries. Indicating that the matter 

had both been screened and placed through the PPC. 

2137965 v2 -
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JZC clarifying that the papers that the screener and the PPC had seen had been provided by Acting 

Detective Superintendent Burt. Noting that these papers had been fmwarded through to the GM:,S: ·· 

when it appeared that the police were no longer pursuing any criminal investigation. NN advising that 

when, in 1998/1999 concern was raised by the death of Gladys Richards, an investigation had taken 

place which the police admitted was not as effective as it should have been. Advising that the CPS 

had considered the investigation and, in particular, the report prepared by Livesley on the Richard's 

case and had taken the view that causation could not be made out. 

NN explaining that following the CPS's conclusion, the families of the elderly patients stated that 

they considered the police had been too quick to conclude the matter and that as a consequence four 

other cases were "dip sampled" by a new investigating officer, Detective Superintendent James. 

Those other cases were considered by two alternative experts Ford and Munday. 

NN indicating that he was concerned about the issue of causation and whether proving causation may 

be just outside of the Constabulary's reach. Noting, however, that although the file had been 

prepared again for the CPS (by DI Stickler) and contained information on all five cases, there were a 

number of other incidents which still required full investigation. NN indicating that on statistical 

analysis and. a similar fact basis it may be possible to establish causation. Noting that there were 

significant arguments about the appropriateness of the prescribing regime and the instructions left by 

clinical staff. The attendees noting that this was a particular issue for professional regulation given 

that it was not necessary to show that causation resulted in death merely of the inappropriateness of 
the prescribing regime amounted to bad practice. 

NN advising that there were 50 other cases that the police may consider. One of the issues that would 

have to be resolved was whether a policy decision should be made to look at the hundreds of 

individuals who had died at the Gosport War Memorial Hospital. Noting that from 1994 to the period 

in which Dr Barton resigned from the hospital, there were thousands of deaths, 600 of which had 

been certified by Dr Barton. There were further cases in which Dr Barton had provided the care 
although the death may have been certified by a different practitioner. 

Given the number of cases and the provisional views being provided by an alternative expert 

instructed by NN, Professor Robert Forest, NN stating that he was increasingly moving towards the 

view that he was entitled to argue that causation could be made out. NN noting, however, the 

difficulty in showing that death through bronchial illness of pneumonia was a consequence of 

diamorphine. Although it was noted that excessive diamorphine could cause respiratory difficulties, 

the victims were elderly patients who were, therefore, vulnerable in any event. 

NN commenting that although there was a theme developing through the cases to suggest that Jane 

Barton had relied on diamorphine and syringe drivers, the police had to investigate the practices of 
the other practitioners working at Gosport Hospital. the attendees agreed that Jane Barton could not 
be seen to be persecuted alone. 

JZC noting that the environment in which Dr Barton was working in which there were no prescribing 

policies may have allowed her to operate undetected. 
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OK identifying the fact that in 1991 concerns had been raised regarding the use of diamorphine by 

junior nurses. MK and JZC advising OK that these papers had been provided to the GMC but did not 
. ~ 

take the matter further in terms of the interim procedures. OK advising the circumstances in which 

the concerns had been made by the junior nurses and the fact that the medical practitioners and senior 

nurses had been opposed to any questioning of the clinical decision making. Noting that the fact that 

concerns had been raised some years previously did suggest that there was something amiss with 

James Barton's practice over a period of years. 

NN noting that there appeared to be a lack of motive. OK was continuing to look at this element. 

NN advising that Liam Donaldson had asked Professor Baker to consider the issues raised by the 

cases identified by the police. NN had persuaded Professor Baker to also expand his enquiries into 

Dr Barton's GP practice. NN noting that Professor Baker's analysis of the statistics would take some 
time. 

JZC advising that the GMC had the power to make an interim order suspending or placing conditions 

upon a medical practitioner's registration notwithstanding the fact that he or she had not been found 

guilty of serious professional misconduct. Stating that in this instance the IOC had determined not to 
place any interim order upon Dr Barton's registration. Noting that this was based on a convincing 

argument by Dr Barton explaining the lack of resources and supervision and the poor conditions 

under which she had had to work. Stating that given that the police were suggesting that there was 

potentially hundreds of deaths caused by Dr Barton and were actively assessing whether a murder 

charge could be prosecuted, JZC would be concerned to protect the patients and the public interest by 

presenting new evidence to an IOC Panel. 

The parties discussing the disclosure requirements for GMC. Noting that the GMC would be forced 

to disclose any document which they wished to present to an IOC hearing in reliance of a request for 
an interim order. 

NN appreciating the vulnerability of the GMC to criticism if a patient was killed at the hands of Dr 

Barton when the GMC could have taken action to prevent her from practising. He was, however, 

concerned regarding disclosure of material which he would not wish revealed to the doctor at too 

early a stage. NN stating that it would possible for him to write a letter for the GMC indicating that 

police investigations were continuing and that there were a minimum of 50 patients whose deaths 

would be analysed. The letter could also advise that early medical advice suggested that the deaths 

had been hastened by the prescribing regime provided by Dr Barton. The attendees agreeing that the 
letter from NN would also formally request that the GMC state their proceedings. 

JZC expressing concern that the defence could argue that Dr Barton was no longer working at 

Gosport War Memorial Hospital and, therefore, patients were not at risk from diamorphine 

prescriptions or syringe drivers. OK noting in this regard that Dr Barton's private practice would 

include elderly patients. JZC commenting that although she appreciated that it had not yet been 

determined whether the criminal enquiry should consider the private/GP practice, it would be helpful 

if the fact that investigations may be expanded in this direction could be included within the letter to 

the GMC. NN stating that whilst he would wish to assist the GMC as far as possible, it may be 
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difficult for him to add this element to any letter. Noting that Professor Baker had agreed to expand 

his analysis to include Barton's private practise, but this was not part of his specific remit establish~d _ . 
},~_• . . . 

by Liam Donaldson. 

NN advising that the letter to the GMC would also formally establish the Constabulary's commitment 

to liaise closely with the GMC. The parties agreeing that formal letters would be written outlining 

information that was possible for the GMC to disclose. There would also be contact through e-mail, 

telephone and further meetings. JZC advising that she was likely to phone NN on a monthly basis so 

that she could report back to the GMC in her monthly reports! 

The parties noting that Alexander Harris had expressed concern that the individuals involved in the 

various investigations and enquiries were not liaising. Noting the commitment to liaise closely could 

be articulated to Ann Alexander at Alexander Harris - it would, however, be necessary to stress the 

different role that each of the particular stakeholders were bound to adopt. Detail would not be 

provided about the level of communication or the information being passed between the parties but 

Alexander Harris should be advised that formal channels of communication had been developed. 

In this regard, NN advising that he had met with Ann Alexander last week. The meeting had been 

productive in that it had been on a non-adversarial basis. Stating that Ann Alexander had used the 

media to generate publicity for her firm following the meeting, however, formal channels of 

communication had been established and it had been agreed that the family could raise concerns 

regarding any police investigation through Alexander Harris. Hampshire Constabulary had also 
agreed to advise any new individuals that Alexander Harris were acting for relatives; NN stressing 

that this would not be a referral service but merely informative. 

NN stating that an important date was his meeting with the CPS scheduled for 28 November 2002. 

This meeting would establish the Constabulary's expectations as to the speed with which the CPS 

should consider the papers. NN advising that if the CPS did not consider the matter should proceed 

to a prosecution, the case could be considered by Treasury Counsel (an alternative Treasury Counsel 

from that which considered the initial referral of the Richard's case). 

OK querying whether the GMC had any record ofDr Barton's qualifications as he did not have a full 

history or CV. The GMC would attempt to track down as much information as possible. 

The GMC also would pass on any Rule 6 response letter if appropriate. JZC also advising that the 

GMC had received two other complaints Carby and Batson. NN and OK did not recognise these 

names as individuals within the 50 cases being investigated by the Constabulary. JZC to pass the 
documents through to the Constabulary. 

There appeared to be a culture of resorting to diamorJ)hine care too quickly (perhaps for a easy life?). 

The parties identified the fact that there may be problems with other doctors. MK advising NN and 

OK that the case against Lord had been "screened" within the GMC procedures and a decision taken 
not to pursue the matter. 
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As regards disclosure, JZC stating that she. would work on the assumption that any documents 

provided by the police would be undisclosable unless she was specifically advised otherwise in . 

writing. JZC stating that the GMC enquiry, once it was permitted to proceed would, of course, ha~~ 
to disclose any documentation passed through by the police. NN and OK appreciating this fact and 

noting that at that stage, in any event, the policy enquiry would be concluded. NN stating that once 

the police enquiry was concluded it would be possible to pass JZC all relevant documentation and, 

indeed, this was the basis on which the police worked. 

JZC explaining that we had received a report from CHI. She explained that we wished to obtain the 

documents that had been considered by the CHI investigation team and, moreover, visit CHI in order 

to analyse the witness statements taken. Stating that there would be no intention to interview the 

witnesses. NN agreeing that this would not prejudice any police investigation and JZC and JHO 

could proceed with this aspect of the GMC enquiry. 

The parties summarising the fact that NN would provide a letter to the GMC which could be used by 

the GMC in an IOC hearing, which would formally ask the GMC to stay their investigations and 

which would state that the parties were committed to regular liaison. (JZC and MK noting that it may 

be difficult to persuade an IOC panel to place an interim order based only on a letter but identifying 
that this was the best position). NN advising that the police would advise the GMC of any significant 

event and would release information if it was appropriate for them to do so. 

-2137965 v2 
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Attendees: 

GMC: 

FFW: 

Police: 

Meeting 

Barton -Meeting with Hampshire Constabularv 

'Michael Keegan- MK 

Judith Chrystie- JZC 
John Offord- JHO 

DI Nigel Niven- NN 
DS Owen Kenny- OK 

The attendees agreeing that JZC would make a brief minuted note of the meeting for 
circulation to all parties. 

The parties introducing themselves and explaining their involvement in the case. 

GMC101057-0441 

JZC explaining the situation within the GMC. Advising that the GMC would not proceed if 
NN indicated that to do so could prejudice any Police enquiry. JZC explaining the difference 
between running the case as a conviction matter and one in which we had to prove serious 
professional misconduct. JZC indicating the criminal rules of evidence were applied in GMC 
proceedings. 

MK updating NN and OK as to the current position of the GMC enquiries. Indicating that the 
matter had both been screened and placed through the PPC. 

JZC clarifying that the papers that the screener and the PPC had seen had been provided by 
Acting Detective Superintendent Burt. Noting that these papers had been forwarded through 
to the GMC when it appeared that the Police were no longer pursuing any criminal 
investigation. NN advising that when, in 1998/1999 concern was raised by the death of 
Gladys Richards, an investigation had taken place which the Police admitted was not as 
effective as it should have been. Advising that the CPS had considered the investigation and, 
in particular, the report prepared by Livesley on the Richard's case and had taken the view 
that causation could not be made out. 

NN explaining that following the CPS's conclusion, the families of the elderly patients stated 
that they considered the Police had been too quick to conclude the matter and that as a 
consequence four other cases were "dip sampled" by a new Investigation Officer, Detect1ve 
Superteindent .lames. Those other cases V..'ere considered by two alternative experts Ford and 
Munday. 

NN indicating that the issue hinged on whether causation could be made out- and whether 
proving said causation may be outside of the investigations reach. NN added that a fut1her 
file had been prepared for the CPS (by Supt. Stickler) and contained information on all five 
(above) cases. There were now a number of other incidents which still required a fuller 
investigation. NN indicating that on statistical analysis and a similar fact basis it may be 
possible to support/establish causation. Noting that there were significant arguments about 
the appropriateness of the prescribing regime and the instructions left by clinical staff. The 
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attendees noting that this was a particular issue for professional regulation given that it was 
not necessary to show that causation resulted in death merely of the inappropriateness of the 
prescribing regime amounted to bad practice. 

NN advising that there were 50 other cases that the Police may consider. One of the issues 
that would have to be resolved was whether a policy decision should be made to look at the 
hundreds of individuals who had died at the Gosport War Memorial Hospital. Noting that 
from 1994 to the period in which Dr Barton resigned from the Hospital, there were around a 
thousand deaths, 600 of which had been certified by Dr Barton. There were further cases in 
which Dr Barton had provided the care although the death may have been certified by a 
different Practitioner. 

Given the number of cases and the provisional views being provided by an alternative expert 
instructed by NN, Professor Robert Forrest, NN stating that he was increasingly moving 
towards the view to argue that causation could possibly be made out. NN noting, however, 
the difficulty in showing that death through bronchial illness of pneumonia was a 
consequence of diamorphine. Although it was noted that excessive diamorphine could cause 
respiratory difficulties, the victims were elderly patients who were, therefore, consequently 
vulnerable in any event. 

NN emphasised that although there was a theme developing through the cases to suggest that 
Jane Barton may have relied on diamorphine and syringe drivers, the Police had an open 
mind as to whether any crime had been committed at all and if so, by whom. The 
investigation would consider the practices of other Practitioners working at Gosport Hospital. 
The attendees agreed that Jane Barton could not be the sole subject of any investigation. 

JZC noting that the environment in which Dr Barton was working in which there were no 
prescribing policies may have allowed her to operate undetected. 

OK identifying the fact that in 1991 concerns had been raised regarding the use of 
diamorphine by Junior Nurses~ and JZC advising OK that these papers had been provided 
to the GMC but did not take the matter further in terms of the interim procedures. OK 
advising the circumstances in which the concerns had been made by the Junior Nurses and 
the fact that the Medical Practitioners and Senior Nurses had been opposed to any 
questioning ofthe clinical decision making. Noting that the fact that concerns had been 
raised some years previously did suggest that there was something may be amiss with .lane 
Barton 's Practice over a period of years. 

NN noting that there appeared to be a lack of motive. OK was continuing to look at this 
element. 

NN advising that Liam Donaldson had asked Professor Baker to perform a statistical analysis 
of the GWMH issues. NN had raised the possibility of Professor Bakers work being 
expanded to enquire into Dr Barton 's GP Practice. NN noting that Professor Baker's analysis 
of the statistics would take some time. 

JZC advising that the GMC had the power to make an interim order suspending or placing 
conditions upon a Medical Practitioner's registration notwithstanding the fact that he or she 
had not been found guilty of serious professional misconduct. Stating that in this instance the 
IOC had determined not to place any interim order upon Dr Barton 's registration. Noting that 
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this was based on a convincing argument by Dr Barton explaining the Jack of resources and 
supervision and the poor conditions under which she had had to work. Stating that given that 
the Police were suggesting that there was potentially hundreds of deaths caused by Dr Barton 

· and were actively assessing whether a murder charge could be prosecuted, JZC would be 
concerned to protect the patients and the public interest by presenting new evidence to an 
IOC Panel. 

The parties discussing the disclosure requirements for GMC. Noting that the GMC would be 
forced to disclose any document which they wished to present to an IOC hearing in reliance 
of a request for an interim order. 

NN appreciating the vulnerability of the GMC to criticism if a patient died at the hands of Dr 
Barton when the GMC could have taken action to prevent her from practising. He was, 
however, concerned regarding disclosure of material which he would not wish revealed to the 
Doctor at too early a stage. More importantly, any such action would have to be based on 
evidence. At this stage there was no new evidence other than the prevailing view as to the 
lack of causation now being potentially challengeable and the numbers of deceased patients 
being significantly expanded. NN stating that he was due to meet with the CPS to discuss the 
case, after which he foresaw that it would be possible for him to write a letter for the GMC 
indicating that Police investigations were continuing and that there were a minimum of 50 
patients whose deaths would be analysed. The letter could possibly also advise that early 
medical advice suggested that the deaths may had been hastened by the prescribing regime 
provided by Dr Barton. The attendees agreeing that the letter from NN would also formally 
request that the GMC stay their proceedings. 

JZC expressing concern that the defence could argue that Dr Barton was no longer working at 
Gosport War Memorial Hospital and, therefore, patients were not at risk from diamorphine 
prescriptions or syringe drivers. OK noting in this regard that Dr Barton's Private Practice 
would include elderly patients. JZC commenting that although she appreciated that it had not 
yet been determined whether the criminal enquiry should consider the Private/GP Practice, it 
would be helpful if the fact that investigations may be expanded in this direction could be 
included within the letter to the GMC. NN stating that whilst he would wish to assist the 
GMC as far as possible, it may be difficult for him to add this element to any letter. Noting 
that, whereas it would no doubt be of interest for Professor Baker to expand his analysis to 
include Dr Barton 's Private Practice, this was not part of his specific remit established by 
Liam Donaldson. This matter was not yet clear. 

NN advising that the letter to the GMC would also fom1ally establish the Constabulary's 
commitment to liaise closely with the GM C. The parties agreeing that fom1al letters would 
be written outlining information that was possible for the GMC to disclose. There would also 
be contact through email, telephone and further meetings . .JZC advising that she was likely to 
phone NN on a monthly basis so that she could report back to the GMC in her monthly 
reports. 

The parties noting that Alexander Harris had expressed concern that the individuals involved 
in the various investigations and enquiries were not liaising. Noting the commitment to liaise 
closely could be articulated to Ann Alexander at Alexander Harris- it would, however, be 
necessary to stress the different role that each of the particular stakeholders were bound to 
adopt. Detail would not be provided about the level of communication or the information 
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In this regard, NN advising that he had met with Ann Alexander last week. The meeting had 
been productive in that it had been on a non adversarial basis. Stating that Alexander Harris 
had used the media to generate publicity for the firm following the meeting. However, 
formal channels of communication had been established and it had been agreed that the 
family could raise concerns regarding any Police investigation through Alexander Harris. 
Hampshire Constabulary had also agreed to advise any new individuals that Alexander Harris 
were acting for some relatives; NN stressing that this would not be a referral service but 
merely informative. 

NN stating that an important date was his meeting with the CPS scheduled for 
28 November 2002. This meeting would establish the Constabulary's expectations as to the 
speed with which the CPS should consider the papers. NN advising that if the CPS/Police 
had any doubts about the matter it could be referred to Treasury Counsel. (An alternative 
Treasury Counsel to that which considered the initial referral ofthe Richard's case?). 

OK querying whether the GMC had any record ofDr Barton's qualifications as he did not 
have a full history or CV. The GMC would attempt to track down as much information as 
possible. 

The GMC also would pass on any Rule 6 response letter if appropriate. JZC also advising 
that the GMC had received two other complaints Carby and Batson. NN and OK did not 
recognise these names as individuals within the 50 cases being investigated by the 
Constabulary. JZC to pass the documents through to the Constabulary. 

There appeared to be a culture of resorting to diamorphine care too quickly (perhaps for a 
easy life?). The parties identified the fact that there may be problems with other Doctors. 
MK advising NN and OK that the case against Lord had been "screened" within the GMC 
procedures and a decision taken not to pursue the matter. 

As regards disclosure, JZC stating that she would work on the assumption that any 
documents provided by the Police would be undisclosable unless she was specifically advised 
otherwise in writing. JZC stating that the GMC enquiry, once it was pem1itted to proceed 
would, of course, have to disclose any documentation passed through by the Police. NN and 
OK appreciating this fact and noting at that stage, in any event, the Police enquiry would be 
concluded. NN stating that once the Police enquiry was concluded it would be possible to 
pass JZC all relevant documentation and, indeed, this was the basis on which the Police 
worked. 

JZC explaining that we had received a report from CHI. She explained that we wished to 
obtain the documents that had been considered by the CHI investigation team and, moreover, 
visit CHI in order to analyse the witness statements taken. Stating that there would be no 
intention to interview the witnesses. NN agreeing that this would not prejudice any Police 
investigation and JZC and JHO could proceed with this aspect ofthe GMC enquiry. 

The parties summarising the fact that NN would provide a letter to the GMC which could be 
used by the GMC in an IOC hearing, which would formally ask the GMC to stay their 
investigations and which would state that the parties were committed to regular liaison. (JZC 

4 



and MK noting that it may be difficult to persuade an IOC panel to place an interim order 
based only on a letter but identifying that this was the best position). NN advising that the 
Police would advise the GMC of any significant event and would release information if it 
was appropriate for them to do so. 

GMC101057-0445 
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HAMPSHIRE CONSTABULARY 

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

Our Ref Operation Rochester 

YourRef 

Judith Chrystie 
Field Fisher Waterhouse 
35 Vme Street 
London 
EC3N2AA 

Dear Judith 

RECEIVED 
- ~ DEC 2002 

Western Area Headquarters 
12-18 Hulse Road 
Southampton 
Hampshire 
S0152JX 

Tel. 0845 04554545 
Fax. 023 80599838 

znd December 2002 

Re Operation Rochester- Gosport War Memorial Hospital. 

You will recall that on the' 20th November 2002 DS Kenny and I met with you at your 
offices in Vine Street. At that time I was able to provide you with a background of our 
investigation into certain deaths that had occurred at the above hospitaL 

You indicated to us that the General Medical Council were conducting an enquiry in respect 
of the professional conduct ofDr Jane Barton and that you anticipated that a hearing may 
take place in April 2003 in respect of potential misconduct allegations. You further 
indicated that in the event of the police conducting a criminal investigation into the same 
circumstances, that those proceedings could be pended until the outcome of the police 
investigation was known. · 

I was able to inform you that our investigation was ongoing and likely to take some duration 
and certainly not be concluded before April 2003. I also indicated that the police were due 
to have a meeting with the Crown Prosecution Service on the 28th November 2002 and that 
the extent of the police investigation would not be clear until after that meeting. 

I am now able to tell you that the arranged meeting with the CPS took place. It was agreed 
on the basis of what was discussed to continue and expand the investigation. I have been 
asked by the Senior Investigating Officer, Detective Chief Superintendent Steve Watts, to 
notifY you of this fact and to formally ask you to consider pending the anticipated hearing in 
April until further notice. 

GMC101057-0446 
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Within the usual accepted restraints, I will undertake to keep you appraised of 
developments. Whereas our roles within this matter are quite clearly and quite rightly 
different, it can only be in the interest of justice and the public that we continue to liaise 
wherever appropriate. 

If I can assist you any further, please do not hesitate to contact me. 

y-·-·-·-·-·-·-·=·----l..··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Code A 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Nigel Niven 
Detective Inspector 7 445 
Major Crime Investigation Team · 
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Our ref: JZC/HJN00492-14742/2147222 vl 

Strictly Private & Confidential 

D.I. NNiven 
Major Crime Investigations Team 
Hampshire Constabulary 
Western Area Headquarters 
12-18 Hulse Road 
Southampton 
Hampshire SO 15 2JS 

23 December 2002 

DearNigel 

General Medical Council - Dr. Jane Barton 
Operation Rochester- Gosport War Memorial Hospital 

GMC101057-0448 
. --· .. ;<: 
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THE EUROPEAN LEGAL 

ALLIANCE 

Thank you for your letter dated 2 December 2002 providing an update and formally requesting that 

the GMC's disciplinary proceedings are stayed pending the outcome of the police investigation and 

enquiries. 

I have received formal instructions from the GMC to confirm that the GMC proceedings regarding Dr 

Barton's fitness to practise will be stayed pending the conclusion of the police enquiry. 

I look forward to liaising with you in the future. 

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

Code A 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Field FisherWaterhouse 35 Vine Street London EC31~ 2AA 

Tel +44 (0)20 786i <!000 Fax +44 (0)20 7488 0084 e-mail ilifc@ffwlavv.com london@tlleallianceiaw.corn 

www.ii v.daw.com www.thealliancelnw.com CDE 823 
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Meeting Note 

Judith Chrystie I Call type: Meeting 

Att: Hampshire Constabulary !From: 

Duration: I Date: 21 January 2003 

Or Barton- Meeting with Hampshire Constabulary (Meeting No.2) 

Attendees 

FFW: 
Police: 

Meeting 

Jvcith Chryste- .TZC 
DI ~igel Niven- NN 
DC Chris Yates - CY 

GMC101057-0449 

JZC thanking NN :md CY for 8ttending FFW's office in order : ) pro\·ide an update as to the progress 

on the criminal in\ :crigation since their meeting in November 2002. 

NN advising that he was happy to do so and as he had rc:''>sured JZC in November, he would 

continue to do so. He wished to liaise with all stakeholders i1~ \, llYed in the matter. 

NN stating that the police investigation had expanded through to 1998-1989. This was the period in 

which Dr Barton had started undertaking work at the Gosport \Y::tr Memorial Hospital (GWMH). 

CHI Investigation 

JZC advising Nl\ and CY th::~t she and JHO had recently Yi . .;itcd the offices of the Commission of 

Health Improvement (CHI) in order to examine the docume1;t:; and statements that had been taken by 

CHI during their investigation last year. 
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. JZC advising that there was only one statement in which conccr:1 w:1s raised regarding the prescribing 

habits of Dr Barton. This was a nurse who ha:d initiated a gricv:1nce. JZC apologising for the fact 

that she did not h:1ve the dod.m1entation with her at the meetin:,! but indicating that she would send her 

file note of analysis to Hampshire Constabulary. 

JZC advising th:lt there were a number of individuals that she \'. isiH:d to interview and she appreciated 

that she could not do this until the conclusion of the policy enquiry. Advising that she would, 

however, JZC indicating that she wished to obtain copies oft he statements and documents relating to 

those interviews. JZC explaining that CHI did not want to p.<-; on the statements without informing 

the witnesses tha; copies of the statements had been passed to the GMC. JZC commenting that CHI 

had, upon taking the statements, indicated that it might be necessary to pass those through to the 

GMC or the police and, consequently, CHI had already identitied the possibility with each witness. 

JZC advising, however, that .Tulie Miller (of CHI), did wis1
· :n ~1dvise each individual that this had 

happened and JZC querying whether this would affect the po: i,·.: investigation. 

NN stating that lle was entirely "neutral" as to whether ::: witnesses were notified that their 

statements had l~cen passeL: to the GMC. He felt that t:: i.> '' ~b ;1n entirely reasonable request 

particularly as .1/.C ·:·:1s conJirming that she had no intentic111 ;, ' approach the witnesses directly or 

take live evidence ii"om any individual. JZC confirming that this was the position and advising that 

she would copy .t-.:N i1:to any correspondence. 

IOC Decision- Dr E:rton's interpretation 

JZC advising th3t she h:.1d seen c1 letter from Dr Barton to th : \·rsonnel Director of the Portsmouth 

Healthcare Trust. T:·is letTc:· contained comments regarLlin:,; :!;-.· j({' c!ecision not to suspend or place 

conditions upm~ Jr 3arton's registration prior to the PCC ·h, .::·in:·. JZC advising that Dr Barton 

suggested that th...: lOC decision meant that the GMC's view ·o:1s rhat there was no case to answer 

and, moreover, tiut tl . .: Gtv!C ,Jid nor consider that she has d·" -.· ::1~ything wrong. 

JZC stating that :hi.~ was not the decision of the IOC hc::rin:; and she wished to obtain GMC 

instructions to write through to Dr Barton advising her thCI! -he could not continue to make such 

statementS as (]J;;; ·:. S lltlt ;'·;L' position; the IQC ktd dekr• . , ; i• \\'3S not in her interests nor the 

public interest : .. ke ar, :J:tLt·:m order but that the lJ(_'( , .. ·~~:d decide whether there was any 

criticism ofher !';.,,·;:.:e. 

JZC querying wl::..:tlll·:·, if t:1c G.'vlC provided her instructi<i:: : · ,.-;,ll!act Dr Barton, this would have 

any impact upon thC' police cncrliry. NN confim1ing th:11 : :.,lnp:;hire Constabulary had made no 

efforts to conceal the tact til:1t there was an investigation. T.c: investigation ofDr Barton had been 

widely flagged t:p i:1 ·:1c pt\.'':'. Tt was clcm· tktt the police'",_ .. ,· . ..:ccking to establish whether a crime 

had been commit.c1 :.nd, if..;c1. by whom. NN indicating tlJ:: '":n hi' perspective, he felt that it was 

only right and r•·< .__·to IJC tit)· h:r that it was inappropriaK. · .:i:L· ~:tatcments interpreting the IOC 

decision in this''- :y. 

NN commentin~: :hat :t m:1y be :1ppropriate for the GrdC to h_·: :-:c tu \\'rite to Dr Barton and indicate 

that a police inL·sl'·;:nio:l \\'3:-o continuing Clnd, thcreforl·. •,·~-.· disL·iplinary action would not be 
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advanced until th,· c•.mclusion 0f the criminal enqlllry. .1/.. : :; i N:\' discussion the fact that this 

would show that :i l' :.JMCwere not delaying niatters unncccs,l:i:y and avoid potential arguments of 

abuse of process. In sti1i1m:\ry, it was clear that the GMC \h'rl" holding disciplinary proceedings in 

abeyance whilst t:1e police ,,·ere undertaking their own enqu::·i·:~. 

Disclosure 

JZC advising th::11 there were a number of documents that ~,_ · "· ::-;IH:d to pass through to the police. 

These document ·-e' :ll. ltn :he papers that had be.:n consi, -: :< . y the PPC and the IOC. Advising 

that the GMC 11::: :: ~ abi!:::: unJer Section 35A of rile f.l<. :<· ~- .\et !983 (as amended) to pass on 

documentation k oLi;.:r pan:~·s in the public imerest .IZC in.:i.:;, i11;; that the GMC were happy that it 

would be in the [mbli..: imc:·cst h> pass the documentation t::· '::o-h to the police but were concerned 

that passing on documents S\JCh ~ts the transcript of a privat~· > ' · hearing should be a document that 

was formally requested by 1 I:nnrshire Constabulary. 

JZC and NN di<~us~;~1-.; th'-· fact that Hampshire Constab: ·.,..: · ·ould be happy to make a formal 

request. NN as~-: ·r; .'ZC to ::.~:k him fom1ally for those dncu: .. ,, -. 

Police lnvestigc'.on 

NN advising th::1t the police wer·.: in\·estigaring appro.\im:::. · 2 dc::t!1s. In each of these deaths it 

would be necess~1ry for exr-.:·rs 1J analyse and review the mc~:.c:,J notl's. NN advising that in respect 

ofthe deaths, the families "ere involved and had expressecll-,,~: cm rhout the care their relatives had 

received. 

NN stating that~-_. ·.-·:-~s ~s!:::·Jisl1ing :J r:mel of experts 10 lL.c: :1 the :1cxt few weeks .. The panel of 

experts would be neal:.:d tq· '1y J 'rofc~sor Robeti Forest. Jr, : .. · ·n, he would be joined by an expert 

in palliative care, geri:!tric -:::re, ~·eneral pr41ctice and l':)ide:• 

JZC was asked to check ":th the GMC as to whether Dr ;~1: Ll'l1 h.1d completed a palliative care 

course. JZC qut.·ried \\·het;;:r the GJviC would have ;;.::ccs~ :, ;;;.' ini~·:·:11ation but indicating that she 

would ask the c;: ·stinn. JZ( ·ad' isin:; tint such cour~cs m::···,,· :~~ rcg:sterable matters. 

NN stating that . .:> of tJ; . .: .:xp...:tis would have acc~ss to ,.,. : ~1:ient records. It may be that these 

were placed on c lJ tc :tile: ;.;ac:t expert to work remotely. 

could be arranged to allo\Y ::'1 e:pens to discuss th.: c:!s·.:-. 

be completed in three/six n~ ·!tth:-;. 

· .. :s, h\lwever, hopeful that a meeting 

:: ci p tcd that the experts report may 

NN stating tha1 ·!1e issue t''- causation was an issue whic: •l' .:J bL· ,·onsidered specifically by the 

experts. In add::· ::1, :he e.\j·crts would be :1sked to h'ok :1t: .. , .. llani::.m for analysing the deaths on a 

medical and a sc:,J!t;·ic bas:~. l\'N st:.tting that he wisbcclt · · •:' iJer the statistical and mathematical 

·pasis for the si~· :c·:tnt nti!nbcr of deaths and for the exr -; '·' id~ntify those deaths which cause 

·· concern from tlws~ tb:1t did ·~ot nise any issues for inn:s~i~: 
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. NN indicating tlnt there w:1:> a question as to whether it ' 1·. be necessary to exhume any of the 

bodies. His cm: ·:1t view was that exhumatioi1· was unlike . ~-- ·:dit the investigation but he wished 

his team ofexpc7 .. , 10 cri11Jin.n this point. 

JZC querying w! _J,~·:·the \.··:pe11s would be considcrin6 tk · opriateness of the treatment. Stating 

that if there was no crimin::l basis for an investigation the:-. c ~;~rly, the GMC would be looking for 

the adequacy of the treatnu1t regime. NN confirming tlu :f he received evidence regarding any 

medical practitic•ner he wotd be obl igecl to disclose the m:·· :a 1. 

JZC advising ti::': :n•y expl'l"t report passed to th..:: GMC . ·' :· to tile conclusion of the criminal 

enquiries wouk · :< :,., ,; ,;c :os me i~:mes. .IZC discussinf. : : _·\.·d to disclose evidence upon which 

the GMC wishe,: · , .I;.- a::·.', say, an TOC hearing. NN apr . :.lthe disclosure issues and advising 

that he had to , ... -.Je;· ;:-,_ i..::ey po:nts of risk to p::::em . 1 a,·rii~::; in the public interest. NN 
advising that he -.-.as aware t' these issues and to the n;:ed tu ~- :::re p:1t ient safety. 

The police wot:·! thC'n h3': to inte~·,·icw appropriate\\;:· 

using 'due diligc :<.? •• he did not anticirate the inves: ig:atic 

advising that he 1 '" ' 1,, k·:e 2 clear idea ;1bout wL~re 11 

the end of2003. · •;1.:.:: > h<~ve complekd his imestig:-

He was anxious· . _. ;,_, ·. ·.!icl:ly :ts possiJie. 

Family Solicitor~ 

;c He did, however, anticipate that, 

·. :g 2-7> years as JZC had feared. NN 
1ee in,·estigation would be going by 

· . :·l sou::;ht legal advice on the points. 

NN advising th::: >e conti:1··cd to have a good relatiu:1shi: :1
; \nn :\lexander of Alexander Harris 

who was acting· ·· 1;·: :1,. or 1~1c families of the decc:L'Cd r. ·;_ He hoped that he would continue 

with such a rei:: 

approached in • 

approach the m c 

> :t :i;)pcared that 1\nn Ale:--:~mder 

.. ii1 ·; "i:h 1!1e met!ia. Ann Ale 

• · NN stating that i:...: had a m .. ·ting with a family groti(J on ~ 
other patient gr0· .,, \\'Ould 1•c <1ttending this matter "-hch" 

NN querying " : 

liaising with 11 

surrounding the 1 

Conclusion 

· _: ?C .\ \'lll cl be lupp)' j(>r N :< · o n~ 

>' : : <.:~ul::r l::tsis :md keq:ng 1 

All parties con~- .. ·:---.: 1h:1t :);c meeting had been useful:~· 

intention to con·· · -~· :o h:t\'c· rcgubr meetings throughout! 

. ,~ '·-.~ 
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:1y i:~i'urrned of the circumstances 
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·:·tion ot'the criminal enquiries. 
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File note 

2000/2047 • Dr J A Barton 

Meeting with police on 30 September 2003 

Present: Detective Chief Superintendent Steve Watts 
Detective Constable Nigel Niven 

1. 

2. 

Linda Quinn 

I was contacted by DCS Steve Watts of Hampshire Constabulary on 
Monday afternoon, 29 September 2003. He said that he and a colleague 
wished to meet with me to give me some information about Dr Barton. We 
agreed to meet Tuesday morning, 30 September 2003. 

The meeting commenced with DCS Watts outlining the background to the 
police investigation of the case and saying that, following the disclosure by 
Hampshire and Isle of Wi.ght HA of the 1991 file of correspondence in 
September 2002, the police decided to investigate all the deaths on 
patients under Dr Barton's care at Gosport War Memorial Hospital. 

3. A team of five medical experts was appointed - experts in the fields of 
toxicology, geriatric medicine, palliative care, general practice and nursing. 
The experts have now reported on the basis of whether the treatment 
provided to each of the 62 patients was optimal, sub-optimal, or negligent; 
and whether the reason for death/harm was natural causes, unclear, or 
unexplained by natural cause/disease. 

4. The medical experts' findings are: 

Optimal 25% (approximately) 

Sub-optimal but causation unclear 50% " 

Negligent, cause of death unclear 25% " 
(DCS Watts said these give grave cause for concern) 

5. Matthew Lohn has been appointed by the police to run a quality control 
check on these findings. I understand that they will not become final 
conclusions until that check is complete. 

6. The police will then appoint further experts to examine in detail the 25% of 
cases (some 15 or 16) which fall into the category of "negligent, cause of 
death unclear". 
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7. The police· will not interview Dr Barton until the second team of experts 
have reported, and they expect this to be January 2004 at the earliest. 

8. The police have informed Dr Barton's solicitor (I an Barker of MDU) that 
they are concerned about a significant number of cases, but have not 
conveyed actual numbers. 

9. They also keep the families informed, through Alexander Harris, and on 
Friday, 3 October 2003 they are meeting with someone from the strategic 
health authority to update them on the investigation. 

10. The police asked LQ the case would be reconsidered by the IOC on the 
basis of the information they were supplying. They fully understood that 
any papers which were to be seen by IOC would also be disclosed to 
Dr Barton and her solicitor. They emphasised that they were not able to 
provide full details of their investigations because this could jeopardise 
their further investigations and their eventual interview of Dr Barton. 
However, DCS Watts said they would be able to provide a brief written 
summary of the current position if we so required. We would have to 
request it in writing, explaining they reasons for it and why it was in the 
public interest for the police to supply it, and what action we envisaged 
taking. 

Linda Quinn 
30 September 2003 

2 
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attendance note 
Name: Judith Chrystie I Call type: Telephone call 

Att: Linda Quinn From: 

Duration: ioate: 5 December 2003 

Hampshire Constabulary- Operation Rochester 

JZC receiving an urgent call from Linda Quinn. 

Linda advising that she was anxious to get hold of a rep011 by Richard Baker which she 

understood was commissioned by the Chief Medical Officer. Lirida needed the report urgently 

and was slightly panicked. Linda querying whether we (meaning the GMC) had access to the 

report. Linda appreciating that she understood that FFW were no longer acting for the GMC 

in this matter. 

JZC advising that, as a result of her meetings with Hampshire Police whilst her and Michael 

Keegan were working on the case and through to Spring 2003, she understood that Richard 

Baker had been commissioned by either the police or the Chief Medical Officer in respect of 

the whole situation. The report had not been commissioned by the GMC and FFW had not 

received a copy of the report whilst acting for the GMC. 

Linda advising that she had hoped to speak to Matthew in order to get hold of a copy of the 

report. Stating that, before she went on leave, she had received a letter from Steve Watts 

referring to the report. She had not taken action on this letter. Advising that Paul Phillip had 

now received a letter from the CMO indicating that he wished to discuss the Barton case in 

light ofthe Baker report. Paul Phillip was anxious to obtain a copy of the report. 

JZC advising that, from a GMC perspective, she was unable to provide a copy of the report as 

this had never been passed through to her whilst GMC solicitors. JZC advising that she was 

not working on the Hampshire Constabulary file with MSL. MSL was currently absent from 

the office. She would check the file, if Linda wished her to do so, to see if we had a copy of 

2593134 v1 
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the report but it would be necessary for us to obtain Hampshire Constabulary's instructions 

before releasing a copy ~fthe report to the GMC. 

JZC suggesting that, as the CMO had emailed Paul Phillip directly and, moreover, as Steve 

Watts (of Hampshire Constabulary) had written to Linda Quinn directly, it would be entirely 

appropriate for Linda Quinn to contact Sean Watts directly to request a copy of the report. 

Linda indicating that she was reassured that the GMC had never received a copy of the report 

and querying when the report may have been completed. JZC advising that she considered 

that the report would only have been prepared re<;ently. It had been commissioned towar-ds the 

beginning of last year and, her understanding was that it would only have been in the last few 

months that the report had been completed. 

Linda stating that she was happy to approach Steve Watts directly. 

JZC 

2593134 v1 2 
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GMC Legal 

TELEPHONE NOTE (LFSl 

1. DATE: 10 February 2004 
: 

I 2. TIME: 12:00 
l 

3. FROM: D I Nigel Niven, Hampshire Constabulary 

4. TO: Linda Quinn 
: 

5. RE: Dr J Barton 

6. MESSAGE: 

01 Niven rang to inform me that, following the categorisation of the 
deaths (see file note of 30.9.03) and the completion of the quality 
assurance check by Matthew Lohn, he would be contacting the 
families this week to inform them as to which category was applicable 
to their deceased relative. Some people had requested letters, 
others had requested personal visits. 01 Niven will send letters on 
Wednesday, 11 February 2004, and be making the personal visits on 
the Thursday. He has notified us as a courtesy, in case any of the 
families involve the press. 

01 Niven said that it is effectively the end of the process for some of 
the families, but he will be explaining that they may be asked for 
medical records etc by the GMC or the Nursing regulatory body in the 
future, and he said he would seek permission now, while informing 
people of decisions, to be able to pass on such documents in the 
future. 

We agreed that it might be useful for us to meet in March. 

7 TIME ENGAGED 5 mins 
ON CALL: 



In reply please quote FPD/LQ/2000/2047 

Please address your reply to 
Conduct Case Presentation Section, FPD 
Fax 020 7915 3696 

2 October 2003 

Detective Chief Superintendent Steve Watts 
Police Headquarters 
Hampshire Constabulary 
West Hill 
Winchester 
Hampshire 
S022 508 

Dear Mr Watts 

Or J A Barton 

GMC101057-0458 

G EN Ef\AL 
J\;\EDICAL 
COUNCIL 
;·, !. ::r• .. _.. 

... ' .. ·;;,, .: 

I refer to our meeting on 30 September 2003 when you informed me of the stage 
reached in the Hampshire Constabulary's investigations in this case. I have now 
had an opportunity to discuss that information within the GMC. 

In order for Or Barton's case to be referred to the Interim Orders Committee 
(IOC), prima facie evidence is required which is cogent and credible and raises a 
question as to whether Or Barton should have a restriction placed on her 
registration. This information would then be considered by a medical member of 
the GMC (the screener) with regard to a referral to the IOC. For example, if there 
is evidence that Or Barton has been prescribing in an inappropriate and 
irresponsible manner, and the screener refers this to the IOC, it would be open to 
the IOC to place a condition on her registration restricting her prescribing. The 
Committee also has the power to suspend a doctor's registration. 

The IOC may make an order when it determines that it is necessary for the 
protection of members of the public or is otherwise in the public interest or the 
interests of the doctor. As well as protection of the public, the public interest 
includes preserving public confidence in the medical profession and maintaining 
good standards of conduct and performance. 

From the information that you provided on 30 September 2003, we consider that 
it is likely to be in the public interest that the matter is screened. However, we 
cannot give a final decision without further information. 

1/-' t;l\".1{ 1 1 t•lli.lll,j.....,ll.~t·( l,,,,,j,,,, \\1\\ ·JI 1,-ll·J)IItlllt' v!u J~.'\o jt}~! l.t\ ..;,_' ... ''''"~ i'·~J 

I\' :..: t ~I' t ' I l L.\1 'I\ \.,'I I ,, .... I) .' I:\. 
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Therefore could you please supply us with a detailed written summary of the 
evidence you have in this case to date, including any report prepared by the 
team of experts. The decision on referral of the information to IOC rests with the 
screener. If the information supplied is very brief, while it is likely that it would be 
passed to the screener, there is a possibility that the screener would not refer it 
to the IOC. 

As we discussed on 30 September 2003, if Or Barton's case is referred to the 
IOC, the documentation you provide will be disclosed to her and her legal 
representatives. 

Could you please confirm whether the 62 individual cases scrutinised by your 
team of experts include the five which are already known to the GMC, as follows: 

Gladys Richards; 
Arthur Cunningham; 
Alice Wilkie; 
Robert Wilson; 
Eva Page. 

We are grateful to you for keeping us informed of the progress of your 
investigation, and would ask that you continue to do so. 

Please let me know if you require any further information from me before 
responding to this letter. 

Yours sincerely 
r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
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Hampshire Constabulary 
Police Headquarters 

West Hill 
WINCHESTER 

Hampshire 
S022 508 

S Watts MSc DPM MIMgt 
Detective Chief Superintendent 
Head of CID 

Tel: 01962 871404 
Fax: 01962 871130 

Telex: 47361 HANPOL 
en1ail: [~~~~~~~~~~~~~~~~~?.-~~~~~~~~~~~~~~~~~~~~] 

Your ref: 

Our ref: SW/chm 

Ms LQuinn 
General Medical Council 
178 Great Portland Street 
London W 1 W 5JE 

Dear Ms Quinn 

Gosport War Memorial Hospital- Operation Rochester 

61
h October 2003 

Thank you for your letter dated 2 October 2003, following our meeting on 30 September 2003 
regarding the above matter. 

I note your comments, in particular the processes by which the GMC may consider the matter of 
registration. 

The summary which we provided you in respect of our investigation, indicated that a team of 
clinical experts had examined hospital records in respect of 62 patients at Gosport War 
Memorial Hospital, under the care of Dr Barton. In a significant number of those cases, the 
experts take the view that there was negligent care and that the causation of death is unclear. As 
my colleague DI Niven and I explained, much further work needs to be done to validate and 
develop these very provisional findings. We took the view, however that the GMC and the 
relevant Strategic Health Authority should be appraised of this information. 

As we explained to you, our primary concern always is the safety of the public. That said, we are 
also expected to investigate serious allegation such those involved here in a professional and 
ethical manner. We therefore have to strike a balance between conducting our investigation in 
the appropriate fashion whilst realistically assessing the risk to the public. Put simply, our ability 
to disclose information would need to be based on an assessment of the risk that was presented 
now by Dr Barton. 

Website- www.hampshire.poli.ce.uk 
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Our investigation has only considered cases up to 1998 and all relate to the treatment of p·atients 
at the Gosport War Memorial Hospital. All the cases of concern raise issues in respect of the use 
of opiates. My understanding at the present time is that Dr Barton is not allowed to work at the· 
Gosport War Memorial Hospital, and is not authorized to prescribe opiates. 

On the basis of the above, I think more assessment needs to be conducted to quantify and clarify 
the risk that Dr Barton continuing to practice cun·ently presents to the public safety. I would 
emphasize that our investigation has only concerned itself with issues within the Gosport War 
Memorial Hospital and not in any other area of practice by any medical staff. You will be aware 
that Professor Richard Baker was tasked with conducting some analysis by the Chief Medical 
Officer. His remit would have been wider than ours and although I do not know the outcome of 
his research. I would imagine any conclusions he has reached might assist you in your 
deliberations. 

It is probable that we will need to interview Dr Barton at length. The interview process is 
predicated upon a detailed strategy which will include a careful consideration of the information 
supplied to Dr Barton prior to interview. I note that your letter indicates that any information 
supplied to the GMC will in its totality be supplied to Or Barton. Any uncontrolled disclosure to 
Dr Barton has the potential to detrimentally impact upon the investigation, and I therefore would 
be reluctant to disclose further infonnation until the above issue of risk has been given thorough 
consideration. 

If I were reassured that material would not be passed to Or Barton or her representatives, I would 
be willing to consider, at a future time, providing a more detailed disclosure of information to 
the GMC. We would be more than happy to discuss with the GMC 'Screener' how we may best 
achieve the maximum disclosure without a detrimental impact upon the investigation. 

Finally, in answer to your question, I can confirm that the patients that you name in th~ second 
page of your letter of 30 September were included in those reviewed by the team of clinical 
experts. 

I look forward to hearing from you so that we may progress this matter together. 

Yours sincerely 

Code A 
-·-·-·---T~~~_;,-~r-·-·-·-·-·-·-·-·:sre-v·e-·wafts-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Detective Chief Superintendent 
Head of CID 

Website- www.humpshire.police.uk 
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In reply please quote FPD/LQ/2000/2047 

Please address your reply to 
Conduct Case Presentation Section, FPD 
Fax 020 7915 3696 

7 January 2004 

GMC101057-0462 

Detective Chief Superintendent Steve Watts 
Police Headquarters 
Hampshire Constabulary 
West Hill 
Winchester 

GENER.._AL 
M._E DICAL 
COUNCIL 

Hampshire 
S022 508 

Dear Mr Watts 

Or J A Barton 

Protc:CCiiiH rucicncs. 

.'Jlli,/in,'/ ,/octors 

lt is some time since we discussed the case of Or Barton, and I am now writing to 
let you know the current position although in essence from our point of view it has 
not changed since October 2003. 

Following receipt of your letter of 6 October 2003 I discussed the case with our 
Principal Legal Adviser and then submitted the information you gave me to the 
Medical Screener. The Screener determined that the case should not be referred 
back to the Interim Orders Committee (IOC) at the present time as there was no 
new evidence to put to the Committee. 

As we discussed, any papers which are submitted to the IOC in respect of a 
doctor must be made available to that doctor. Therefore I am not able to 
reassure you that any material you might provide to the GMC in respect of 
Or Barton would not be disclosed to her. 

In your letter of 6 October 2003 you referred me to Professor Baker's report but 
this has not been made available to the GMC. 

I am aware that your second team of experts was expected to report in 
January 2004 and I would be grateful to receive further information from you as 
and when you are in a position to disclose it. 

r·-·-·-Ynur.s..-~inc.ereJ.v ________________ 
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HAMPSHIRE CONSTABULARY 

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

Our Ret: 

Your Ruf FDP/LQ/2000/2047 

Ms Quinn 
Conduct Case Presentation Section 
FPD 
General Medical Council 
178 Great Portland Street 
London, Wl W SJE 

Dear Ms Quinn 

Western Area Headquarters 
12-18 Hulse Road 
Southampton 
Hampshire 
SOtS 2JX 

Tel. 0845 0454545 
Fax. 023 80599838 

28th January 2004 

--------

Re Gosport War Memorial Hosoital- Operation Rochester 

GMC101057-0463 

Thank you for you letter of the 7tlt January 2004, addressed to Mr Watts, the content of 
which I have noted. At the present time Mr Watts is on leave and I have been asked to reply 
to you on his behalf 

Within your letter you point out that, in essence, the position of the GMC has not changed 
since October 2003. Likewise, out of necessity, our position also remains fundamentally the 
same for the reason given in our letter of the 6th October 2003. 

In respect ofProfessor Baker's report, you are correct to point out that reference was made 
to this document in the same letter. However, I am sure you will understand that 
distribution of this report is a matter entirely for the office of the ChiefMedical Officer. 

Having undertaken a process of quality assurance, we are about to commence the process 
of informing the relatives associated with Operation Rochester with the outcome of the 
initial analysis of our clinical team. This will be completed by mid February. 

In your last paragraph you make reference to our second team of experts and an expectation 
of a report being ready in January 2004. It is unclear to me why you should think this to be 
the case. I have read the minutes taken in respect of our meeting held 30tlt September 2003 
and our subsequent correspondence and can find no reference to such a report being 
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expected by January. It was never our posttton that we would have such an analysis 
completed by that time. That said, it is our intention to conduct such an analysis by a second 
team in respect of certain cases. We will, of course, continue to update you, to the extent 
we can, as to the progress of our investigation. Indeed, it might be useful to consider 
meeting in the near future should you think that it would be of some use. 

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

!"_.YruJ.t:.<Ls.incerelv ______________________________ , 

I Code AI . ' 
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Deputy SIO 



Our Ref: 
Your Ref: 

5 May 2004 

PS/PCC/Barton 
Op Roct1ester 

Detective Chief Superintendent Steve Watts 
Head of CID 
Police Headquarters 
West Hill 
Romsey Road 
Winchester 
Hampshire S022 508 

Dear OCS Watts 

GMC101057-0465 

GENE F\AL 
M_EDICAL 
COUNCIL 
f', ., ' ' ! '"·i i',; I:. I I{ •. 

Operation Rochester- Investigation into Deaths at Gosport War Memorial 
Hospital 

I am a Solicitor and Principal Legal Advisor at the General Medical Council. I am 
writing in relation to the ongoing police investigation into possible criminal charges 
concerning deaths at Gosport War Memorial Hospital. 

As you know from discussions with officers at the GMC, we are also investigating 
conduct issues concerning Or Jane Barton arising out of the same facts as those 
which refer to your investigation. 

GMC Involvement 

The case against Or Barton began in July 2000 when your force began an 
investigation into the circumstances surrounding the death of Gladys Richards, a 
geriatric patient at Gosport War Memorial Hospital ('the hospital'). The investigation 
was subsequently extended to four other deaths. Arthur "Brian" Cunningham, 
Alice Wilkie. Robert Wilson and Eva Page. 

In February 2002, the Crown Prosecution Service decided against a criminal 
prosecution. At this point the relevant papers were disclosed to the GMC to decide 
on any issues of serious professional misconduct or seriously deficient performance. 
In August 2002. the case was referred by the GMC's Preliminary Proceedings 
Committee for hearing before the Professional Conduct Committee ('PCC'). 

The case has been referred on 3 occasions (June 2001. March 2002 and September 
2002) for consideration of whether Or Barton's registration should be restricted prior 
to hearing before the PCC. 

• · • I , ; • .! I i · · r •' .,,.! 'r! · I I •' ·.! r ··.\ · ·• '. ·!I I • ], ]•ll• •I I• • 1 1.. '· 1 '' 1 • I ,I\ • •. • 1 ,, 1 ~ ; r. 1 r 
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On 28 May 2002, Mrs Mackenzie (daughter of the late Gladys Richards) wrote to the 
GMC. She copied the letter to David Blunkett MP, your force, Nigel Waterson MP, 
Peter Viggers MP, the Police Complaints Authority, the CPS and David Parry of 
Treasury Counsel. She was concerned about the failures of the police investigation. 
As a result, your investigation was reopened. In July 2002. the then Commission for 
Healthcare Improvement published a report entitled "Gosport War Memorial Hospital 
Investigation into the Portsmouth Healthcare NHS Trust". The report did not name 
Or Barton specifically, but referred to the criminal investigations and criticised the 
systems in place at the time. 

On 30 July 2002. Mrs Mackenzie informed the GMC that the police were seeking 
advice from the CPS about the investigations and as a result were reconsidering the 
5 cases. 

The GMC and the police investigation 

On 20 November 2002 Detective Inspector Niven and Detective Sergeant Kenny met 
Judith Christie of the GMC's solicitors, Field Fisher Waterhouse ('FFW'). Ms Christie 
was informed that a meeting was arranged between your force and the CPS on 28 
November 2002. The result of that meeting was that the investigation should be 
continued and expanded. By letter dated 2 December 2002, FFW were asked to 
consider postponing the PCC hearing (which at that point was anticipated to take 
place in April 2003). 

Accordingly the case was removed from the GMC's lists. 

On 30 September 2003, you and 01 Niven met with Linda Quinn of the GMC to 
discuss progress in the investigation. You reported that the view of the all the deaths 
of patients under Or Barton's care at the hospital had suggested that the treatment of 
some 15 or 16 fell into the category of "negligence, cause of death unclear". At that 
point, you anticipated interviewing Or Barton. once a second team of experts had 
reviewed these cases, which you believed would be January 2004. You also 
indicated that you were unable to provide full details of your investigation, as this 
could jeopardise further investigations and your proposed interview of Or Barton. 

On 2 October 2003, Linda Quinn wrote to you indicating that the GMC was 
considering referring Or Barton's case yet again to the Interim Orders Committee 
and requesting that you supply the GMC with a detailed written summary of the 
evidence you had obtained, including any report prepared by the team of experts. 
You replied on 6 October 2003. confirming the content of your discussions with 
Linda Quinn on 30 September 2003 and stating: " ... our primary concern always is 
the safety of the public. That said, we are also expected to investigate serious 
allegations such as those involved here in a professional and ethical manner. We 
therefore have to strike a balance between conducting our investigation in the 
appropriate fashion whilst realistically assessing the risk to public. Put simply, our 
ability to disclose information would need to be based on an assessment of the risk 
that was presented now by Or Barton." 

f'r,•lt't"i Ill;J f'tlii<"IJ!.<. 

;Jllhlin;J ,/,,, 1,,,., 2 



GMC101057-0467 

A Medical Screener of the GMC again considered the case with a view to referring 
Or Barton to the Interim Orders Committee in November 2003. However, the 
Screener felt that as a result of the lack of new evidence, the IOC would come to the 
same decision as previously. 

On 7 January 2004, Linda Quinn wrote to you asking for an update on progress. 01 
Niven replied on 28 January 2004, indicating that Hampshire Constabulary were 
unable to provide any further information at that point. 

Linda Quinn wrote again on 6 February 2004 saying that the GMC had no further 
information about the case and that the GMC's inquiries were on hold pending 
conclusion of the police investigations. 

Your investigation into Or Barton 

Throughout your investigation you have kindly kept us informed of the actions being 
taken by you and your colleagues. However, it seems that some two years after the 
investigation was recommenced, no decision has yet been reached in relation to 
bringing any charges against Or Barton. 

lt would seem that further investigation is still required in relation to a number of 
matters before you are able to either bring charges or disclose any further 
information to the GMC. 

The GMC's position 

The General Medical Council, as a public authority, has a duty to bring matters 
concerning the fitness to practise of registered practitioners to a hearing within a 
reasonable time. Undue delay can seriously prejudice our function and may result in 
successful abuse of process applications. 

I am very concerned that Or Barton's GMC case has now been open for almost four 
years without any substantive progress. 

Conclusion 

The GMC is required to progress complaints against doctors, regardless of the 
circumstances, as expeditiously as possible. Such information as the GMC has 
received would suggest grave concerns about Or Barton's fitness to practise. The 
current situation, in which the GMC is awaiting developments in the police 
investigation, without any indication when this may be concluded, is deeply 
unsatisfactory. 
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I should be very grateful if you could take the following steps: 

a. indicate when you think it likely your investigations will be concluded 
and with what result; and 

b. consider again whether there is any further information which you may 
be able to release that would allow the GMC to progress its own 
investigation. 

In this respect, I would remind you that there is no principle of law which would 
require any GMC case to await the conclusion of any criminal proceedings against 
Or Barton, though the GMC appreciates that in certain circumstances this may be 
desirable. 

The GMC remains concerned that in this very troubling case, it is unable to take the 
steps that may be required to protect the public, as it is required to do by statute. 
Whilst we recognise the issues involved from the perspective of the police 
investigation, our view must be that, should you have information available to you 
that suggests any risk to public safety is posed by Or Barton continuing to practise as 
a doctor. the protection of the public must be both your own and the GMC's primary 
interest and, as such, it is imperative that this is disclosed to the GMC at the earliest 
juncture. 

I look forward to your early reply. 

Yours sincerely 

r·-·-·-·-·-·-·c·ocie-·A-·-·-·-·-·-·-1 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..: 

Peter Steel 
f'f' · Solicitor 
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HAMPSHIRE CONSTABULARY 

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

Our Ref. 

Your Ref. 

Ms L Quinn 
Conduct Case Presentation Section 
General Medical Council 
178 Great Portland Street 
London, Wl W SJE 

Dear Ms Quinn, 

Fareham Police Station 
Quay Street 
Fareham 
Hampshire 
P016 ONA 

Tel. 0845 0454545 
Fax. 023 92891663 

21st June 2004 

Re: Operation Rochester, Investigation into deaths of Patients at 
Gosport War Memorial Hospital 

I am writing to you today to further update the GMC regarding the above 
investigation as promised at our meeting on the 27th February this year. 

The police have now received the findings of the key clinical team in relation to 
the reported deaths of patients at the hospital and have prioritised the further 
investigation of a number of these cases. In respect of these cases we have 
identified a large number of key medical staff who we intend to interview and 
obtain witness statements from. It is possible that these interviews could be 
protracted and therefore take some time. 

Once these statements have been obtained and reviewed they will be served on 
all the relevant parties. The police in consultation with the Crown Prosecution 
Service will at that stage seek to review our position in respect of disclosing these 
papers to you as soon as possible thereafter. This strategy has been discussed 
with the Chief Medical Officer who is in agreement with our course of action. 

If there are any further questions that I can answer at this stage of the 
investigation please do not hesitate to contact me or any of my officers. 

Yours Sincerely, 

David Williams 
Detective Chief Inspector 

·.··.···. 

-



GMC101057-0470 

.. 

1 



GMC101057-0471 

Gc-sport War Memorial Hospital. Page 1 of 4 

-
• -----Original Message-----
From::·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·code·-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-: 

Sent: 2s-A-pr.L"OOS-TE33·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

T 
,--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-, 

c~:i Code A i 
sull)"ect"i-·Gas.poifwar-i\·femorial Hospital. 

Paul HYL TON .. 

Paul .. Apologies for not getting back to you as promised week commencing 18th 
April.. 

I picked up an attempt murder investigation that weekend .. Just too busy .. 

Hard copy of the attached letter to follow .. 

Regards.DW. 

To Paul PHILIP 
Director of Fitness to Practise 
General Medical Council 
2nd Floor 
Regents Place 
350 Euston Road 
LONDON 
NW1 3JN 

Dear Mr PHILIP 

OP-eration ROCHESTER - Investigation into Deaths at Gosport War Memorial Hospital 

Thank you for your letter of 25th January 2005, acknowledged by E mail on 28th February 
to yourself with an update of the position of the Hampshire Constabulary, and latterly your 
letter to ACC WATTS dated 21st April 2005 arriving on my desk this morning 27th April 
2005. 

In response may I acknowledge your request for what is termed as 'limited disclosure' of 

28/04/2005 
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information in respect of the police investigation into the death of Elsie DEVINE, in 
particular:-

Witness statements 
Medical records 
Written representations and transcripts of tapes 
Recorded interviews with Dr BARTON 
Experts reports. 

May I advise you that as the Senior Investigating Officer in this case I am not minded to 
make disclosure of any record in relation to the Elsie DEVINE investigation other than the 
medical records of the deceased, these having previously been served upon Dr BARTON. 

The other records requested are to form the basis of challenge interviews with DR 
BARTON later this year, it cannot be either in the public interesting the interests of justice, 
particularly in the interests of an effective and continuing interview strategy and criminal 
investigation to allow these documents into the domain of the GMC ultimately to be served 
upon DR BARTON in pursuance of a professional conduct committee hearing. 

Secondly I have concerns that such information might not just reach Or BARTON but also 
the public thereby affecting the fairness of potential proceedings caused by adverse prior 
publicity. 

My view is that the process of criminal investigation/prosecution and a GMC disciplinary 
investigation/proceeding should not be blurred by simultaneous proceedings using 
evidence that may be germane to a criminal prosecution. 

I would like to take this opportunity to set out our position having taken advice from counsel. 

Firstly I would like summarise my interpretation of events to date and concerns arising from 
our meeting of 13th January 2005. 

The purpose of our meeting was to discuss progress in terms of the police investigation and 
to consider a request by the GMC for further information in respect of category 3 cases in 
the light of a decision made on the 12th September 2002 to suspend GMC investigation 
whilst deciding to formulate a charge against Dr BAR TON to be heard by a professional 
conduct committee. 

I made particular reference to our understanding that:-

1. The GMC has a duty to satisfy itself that there are no matters of professional conduct or 
performance warranting formal action. 

2. The GMC right to demand disclosure under s.35A Medical Act 1983 when necessary to 
carry out a statutory !regulatory role. 

3. The principles of Woodlark v Chief Constable Sussex 2000 .. weighing the balance of 
competing public interests. 
4. Previous significant disclosures made by the police in February 2002 (case papers in 
respect of deceased PAGE, CUNNINGHAM, WILSON, WILKIE and RI CHARDS) and the 
current categorisation of those cases. Furthermore disclosure of 4 7 category 2 cases to the 
GMC and NMC between September and December 2004. 

')Q f()A /')()()&:. 
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5. Result of Interim Order Committee hearings of 12th Sept 2002, 19th September 2002 
and 7th October 2004. 

We then discussed the Generic issues in respect of Or BARTON indicating the initial 
response by evidential experts:-

That Or BAR TON commenced the post of Clinical Assistant to the Geriatric Division at 
Gosport War Memorial Hospital in 1988(in addition to her GP role) 

She worked 20hrs a week but 24hr a day cover. An experienced GP working 
autonomously. 
Consultants Drs LORD, Tandy and others provided limited cover in 1998/99 due to 
sickness. 
Or BARTONS workload and note taking suffered as a consequence. 
Or BAR TON felt obliged to adopt a policy of proactive prescribing outside trust policy, to 
give nurses a degree of discretion to administer within a range of medication. 

Or BARTON comments that prescriptions were reviewed on a regular basis by consultants. 
Or BAR TONS workload continued to increase due to increasing bed occupancy and patient 
dependency, as a result of increasing time pressures corners were cut. 

Or BAR TON had clearly failed the duties of the post particularly in note taking and providing 
24hr medical cover. 

I informed those present that papers had been submitted to the Crown Prosecution Serve 
on 24th December in respect of the death of E/sie DEVINE the brief circumstances being 
that:-

Or BARTON had incorrectly treated her for a non- existing Myeloma (cancer diagnosis). 
Mrs De vine had been treated for chronic renal failure. /t was debatable however that this 
condition was an irreversible terminal event or decline in renal function that could have 
been stabilised or reversed. 

Morphine and a fentanyl patch were prescribed outside the range of other appropriate 
analgesia( for severe intractable cancer pain and to relieve anxiety and agitation) 

An excessive dose of strong opiods were administered to Mrs DEV/NE to enable nursing 
care. 
There was a lack of clear assessment of a worsening condition. 
The patient died 2 days after administration of Diamorphine and Midazolam. 

The diagnosis of Multiple Myeloma would be clarified with a haematologist. 
The renal failure issue with a renal physician. 

Finally I informed Mr PH/LIP that investigations were ongoing, the Or BARTON was to be 
interviewed regarding 9 further cases, and that other hea/thcare professionals may be 
interviewed under caution. The priority cases should be complete by the middle of the year, 
but realistically, the investigation would span the duration of 2005. 

Mr PH/LIP explored the possibility of incremental disclosure of category 3 expert evidence 
following particular interviews under caution, the problem with this approach was that 
interviews were likely to extend throughout the year, and it would be difficult to assess 
whether revealing the into to the GMC would prejudice the criminal investigation. 

?R/04/?00f1 
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The issue of the risk posed by OR BAR TON was discussed. The voluntary arrangement 
seemed to be holding but Mr PH/LIP was concerned that Or BARTON could practice even 
in a short term locum position without being supervised and that a risk under those 
circumstances existed, as did the voluntary arrangement itself. 

Mr PH/LIP was reluctant to go to an administration hearing over the issue of disclosure 
however it was agreed by parties present that he would write a forma/letter setting out the 
position of the GMC and concerns, and that the police would respond through our own 
counsels advice. lt may be that having documented the issues that this would suffice if the 
risk was perceived as low. 

Mr PH/LIP was encouraged to make contact with the NMC to establish whether they were 
held similar concerns regarding the position of nursing staff. 

I note that the GMC are to consider serving a notice to disclose under Section 35A of the 
Medical Act 1983. 

In declining the disclosure requested I have considered the ACPO protocols for the 
notification and disclosure of information, 'Managing Risks to Public Safety from Health 
Care and Teaching Professionals. 

As the Senior Investigating Officer, I am advised to carefully balance the need to ensure 
'confidentiality' and the 'security' of the criminal investigation, and the human rights of the 
individual including article 6 the right to a fair trial, with the need to protect the public. 

I am mindful that there has been significant previous disclosure to the GMC between 
August 2002 and October 2004, including full evidence of what ultimately were assessed as 
category 3 cases, CUNNINGHAM and WILSON, the interim Order Committee did not make 
any order against Dr BARTON seemingly content with her voluntary acceptance of 
conditions in terms of the prescription of controlled drugs. 

Yours Sincerely 

David WILLIAMS 
Detective Superintendent 

*********************************************************************************** 

This electronic message contains information from Hampshire Constabulary which may be 
legally privileged and confidential. Any opinions expressed may be those of the individual 
and not necessarily the Hampshire Constabulary. 
The information is intended to be for the use of the individual(s) or entity named above. If 
you are not the intended recipient, be aware that any disclosure, copying, distribution or 
use of the contents of the information is prohibited. If you have received this electronic 
message in error, please notify us by telephone 
+44 (0) 845 045 45 45 or email to postmaster@hampshire.pnn.police.uk immediately. 
Please then delete this email and destroy any copies of it. 
All communications, including telephone caUs and electronic messages 
to and from the Hampshire Constabulary may be subject to monitoring. Replies to this 
email may be seen by employees other than the intended recipient. 
*********************************************************************************** 
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GMC Legal 

TELEPHONE NOTE 

1. DATE: Friday 15 April 2005 

2. TIME: 16:00 

3. SPOKE TO: DCI David Williams - Hampshire Constabulary 

4. GMC OFFICER: Paul Hylton 

5. RE: Response to letter from Paul Philip dated 25 January 2005 

6. MESSAGES: 

I called DCI Williams to further chase up a response to the letter from Paul 
Philip dated 25 January 2005, in which we sought disclosure of information in 
respect of Elsie Devine. I had previously telephoned the Police on 3 
occasions, however this was the first time that I had been able to speak with 
DCI Williams direct. 

DCI Williams reported that they had consulted with Counsel and that Counsel 
had advised them of various points that should be included in a response to 
the GMC. He added that they expected Counsel to have drafted a response 
within a week, but that he would email me a summary of the current position 
over the weekend so that I could have it for Monday 18 April 2005. 

I advised him that the GMC were concerned at the time taken to receive a 
response to our letter, and that I would copy his summary to Paul Philip once I 
received it. 

7. TIME ENGAGED ON 10 mins. 
CALL: 
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Urgent - Confidential 

To Mr Roger Henderson QC 

Fax number 020 7583 2686 

From Paul Hylton. 

Direct Dial ~---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

i Code Ai 
Directfia..t: i i 

' ' 

e No. of pages 
(inclusive) 

i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·---~ 

Time 

Dear Mr. Henderson 

Dr Jane Barton 

Date 6 October 2004 

G"ENER_AL 
M_EDICAL 
COUNCIL 
Prorl!cti na porienr.s,. 
euidina docrors 

Please find attached a copy of the expert summary in respect of 
Catherine Lee. 

I have also managed to trace a copy of the June 2001 transcript at 
our external solicitors. 

2Dlt6S/ e_K -
b\{0\oct--

This facsimile i~ co.o.fidential and intended solely for tl1e use of the individual or entity to whom it 
is addressed. If you have received this fac.c;imiJe in error please treat it a.c; Confidential Waste and 

di~pose of it accordingly 
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Expert Review 

Catherine Lee 

No. BJC/31 
~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
I -·-·-·-·-·-·-·-·-·~ 

Date of Birth: ! Code A i 
!·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Date of Death: 27 May 1998 

Catherine Lee was admitted to Gosport War Memorial Ho~pital on 14 April 
1998 from the Royal Haslar Hospital where sh.e had been admitted for surgery 
to repair a fractured neck of femur. 

On admission, it was noted that Mrs Lee had poor mobility, was confused at 
times and needed full assistance with eating and drinking due to poor eyesight 
and that she had a poor appetite. She needed care for hygiene and dressing. 

On admission she was settled on the ward and given oral Morphine.· 

This was gradually increased during her stay on 5mgs four tim.es a day to 10 
mgs by 18 May. 

She was transferred to subcutaneous analgesia on 21 May when she was started 
on Diamorphine and Midazolam. 

The experts have raised a question as to whether the indication for Opiates was 
clear but note that the medical problems were probably enough to account for 
the final cause of death. 

21lllOGtA v1 
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MIL.RVE PAGE B2/ll 
i.-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

GENERAL MEDICAL COUNCIL 

INTERIM ORDERS COM.MITTE.B -

Thursday, 21 June, 2001. 

Chairma:n.: Professor MacKa:y 

Case of: 

BARTON, Janc Ann 

0,.. ].A. Barton was present end was represented by MR A . .JEN.KINS of Coun.sel. 
instructed by Solicitors to the ~edlcal Defence Union. 

.... ···--·· 
MISS L. 'GRJ.FF]N~"o£ Cou;cl, ·instructed by Me~~~ ·FieJd Fish~ Waterhouse, 
appearl!d on behalf of the Council, 

l 
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MILR\1£ PAGE 133/11 

MISS GRIFFIN: Sir, this case comes before you under the Conduct procedures. 
Th~ nature ofthc case is set oll1 at the begin$g of your bundle as, in summary, one 
ofunlawwlldlling. A police in.v.estigati.on is continuing and has not come to a 
determin:\tion as yet,. in relation to whether or XIOt any charges will be brought against 
Dt :Sarton. 

The papers before you relate to a patient by the n.ame of Gladys Richards, who was 
treated =at the Go sport War Memorial Hospital in August 1998, where she died, 
Mrs Ricbards was born on 13 Apri11907. There is a short sumrnary of her medical 
condition at page S7 from the Royal Hospital Has tar, Gosport, Hants~ dated 
10 August 1998, wrttten by Sergeant StatrNurse Curran. 

The Committee can see that Mrs Richards had su8tained a right fraetw-ed neck of her 
femur on 30 July 1998 whilst in the Glenheathm NUI'$ing Home. She was 2ldmitted 
to the w.ard lllld had a right f:e:m.ented herni-artheroplasty, and was now fu11y weight~ 
bearing, walking with the aid or two nurses and a Zim.mtrframe. 

Her p.ut medical history is set t)Ut in swnnu1ry. She was deaf in both ~. She had 
hf\d cataract operati.ons to both eyes. She had a recent history of fa1l5 and was 
su.tf"l'in.g from Alzhcimer' •~ whi.eh condition had deteriorated over the previous six 
months. She had had a hysterectomy in 1955. Her allergies were srn out a.nd tbe 
drugs that she was currently taking. 

The Committee CaJJ, then see certain details set out u to her day-to-day Hving. 

Straddling that documen.t {s a Jotter from Dr Reid at pages S6 and 58, dated 
5 August 1998. Ag~ in surmnar.y .it gives the Committee some information as to 
Mrs Rlchards' standard of health shortly before her death in 1998. 

Sir, the complaint about Dr Bm1on is brought on the basis of the two etAte:m.entS at 
the begU:ming of your bundle. The fust js ii'cm Mrs Leslie Lal;ik, and the second is 
.fi:'om Mts Gillian MacKenzie~ the d.augb.t~ of the late Mrs Richards. I ask the 
Committee to pay attention to thos-e careful, considered and detailed statements in 
coming to their conclusions today. Those ladic& were extremely concerned about the 
standard of care and attention that was being paid to their mothe.r while she was 
und~ .t~ c~~ qf .tb.~ hQ~pital • .ldld.in.p.atti.culru:JJLBarton. ... They .speak ab gut·-··. 
concerns as to the stan.d~s of th~ care assistants and their attitude towards their 
mother, a:ncl also the sta.ndard of care afforded tot heir mother by the nurses at the 
hospital and. their level of eom1nunication. They also complained of the level of 
nourisll11lent and hydration provided to their mother, particularly in the .last days of 
her life. 

It was the wish in particular of Mrs Lack that her mother be transfer.r~ baclc to the 
IW;lar Hospital, fro;m where ,;he bad been t:rgnsferred to the Gosport Wax Memorial 
Hospital. It transpires that that hospital was willing to accept ho:r., but that Dr Barton 
was reluctant to SeD.d her baek. What was C"!'lained to the lndies shortly before their 
mother's death was that she had developed a haematoma after the successful 
manipulation of her hip after it had become dislocated. The sugiestion was made at 
that stage that a_q she was in so much pain and had been receivi~ significant pain 
relief, that she should have 'l:Ome Diamorphine. The reaction of her re]ative was to 

2 
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A say that that was tantamount to a suggestion of euthanasia, and that was denied by 
the doctors. 
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T.A. RE:eD 
&CO. 

The daughters repeated their request that their mothttt should be transfen-ed. 
Dr Bartan said tha.t that would not be appropriate because their mother had su1l'ered 
too much. trauma for one day a1resdy. and that the hospital would seek to keep her 
pain-free that night 

The next morning, on return to the hospital. Mrs Richard.jj' daughter was told that in 
effect nothing more could be dtme for their mother. They were to\4 that the 
appropriate i!Ction would be a syringe driver with morphine to ensure that she had a 
pain·free death. 

Their first info;rm.ation to that effect did not oome from Pr Barton. However, they 
did speak to Dr Barton about it. Her attitude WllS that it wu going to be "tho kindest 
way' and that th.ey were to expect as the next thing a chest infection. Certainly 
Mrs Lack rutd Mrs MacKenzie found that that latter comment was extremely 
imensitive. 

It is suggested within the papers and within the medical notos that the daughtt.Ys 
accepted the course of action or a syringe driver with the morphine. However, they 
maintain that it was something m effect that they submitted to and ther.e was no 
question of their accepting thAt court~e in the knowledge that it would lead to their 
mother's death. What they wiahed was for her pain to be relieved.. They believed 
her to be strong and to be fighting to recover. 

It would appear that subsequently tbe syringe dp.ver was put in place. that their 
mother recoived no nourishment in her final days, or indeed hydrfltion. They did not 
see a doctor in the daYs immediately preceding their motb.er'IS death, and certainly at 
the point o!~er death there wa.q no doctor present. 

I understAnd that tbe death cen.ificate refers only to bronchopneumonia and does not 
refer to the haematoma of which they had been told a couple ofdaya previously. 

It was Mrs MacKenzie's opinion that their mother had not been given a proper 
c~.~~~-~e a rec9vf!.ry,,. M • • •• .. ·-~-- .. -· 

The medical notes begin at pase 56. There m-e nursing notes that are copied on a 
number of occasions, '6ut it is most convenien.t to turn to page 239 which shows a 
nursing care plan for 13 August 1998 through to 19 August 1998. That contaiD.s 
entries in relation to the drugs ndministe:red to Mrs ruchards. 

On page 240 there is a contact record1 wlti.ch begins with 18 August 1998. It sets out 
contact with the family. At on1: Rta.ge ~ Richarcls' daughter is noted a! bl!;ng 
c'quite upset and angry''. On the morning of 19 Aup.st tb.e Committee will s~e that 
the daughters were seen. The note reads; ''Unhappy with various aspeots of care. 
Complaint to be handled officially." On 21 August there is a note: ''Patient's overall 
condition deteriorating. Medication keeping her comfortable. Daughters visited 
c;luring morning." At the top ofpage 241: ucondition poor. Pronounced dead at 
21.20 hours." The earlier part ofthat con.tact r.eeotd is at p11$eS 242-243. 
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Sir, in relation to pajo relief thetc is a note on page 243 that on 18 Au~st 1998 the 
patient was reviewed by Dr Bar ton for pain eontrol by a syringe driver, and her 
treatment was discussed with buth daughters. ""They agreed to use of syringe driver 
to contr.Qt pain arui allow nursing care to be given." 

Dr B~rton's notes are copied at pages 222-223. The Committee may find some of 
them difficult to react We have the bonefit of a police statement by Dr Barton, 

. however, in which abe sets cn1t 111e substance of some of tboae notes in typewritten 
fonn. The Committee will note in particular the note in the form of a Ibetorical 
questio:n: "Is thislftdy weU enougb £or anothm' surgical procedure?" That was mad~:~ 
on 14 August 1998. Turning the page, the Committee will see on 18 August the fim 
note, "still in great pain" continuing, nr will see d&lghtm today; please make 
comfortable". ~ 21 Augug~: "Much more peaeeful" or "restful'~ and there i11 a 
refercn.ce to a dnlg being given for her chest. The pronouncement of death is 
recorded again at the bottom. of tluU page . 

The doctor's statement providetl by the Hampshire police is at the back of the 
document. The Committee will have: regard to that in coming to their conclusions. 
In. e$1~en~ Dr Barton. refutes any all~gation of wrongdoing in her eare of 
Mrs Ric.hards in the days lea.d.Ulg up to her death. 

Sir, it may be suggeated tl~t there ban been significant delay in this matter com.in.g 
before you. The statements ofM:rs Flack and Mrs Mac.Kenzie that wero provided to 
us by the police were not forthcoming until 6 .Tune 2001.. M can be seen from pago 6. 
This matter comes before the Committee at the first possible opportunity ~ubsequent 
to the information bei118 provided to the General Medical Council. 

It is my submission that in this case it would not be appropriate to consider 
conditions on the doctor's registration; that in essence the facb in the papers raise 
suc.h a significant concern about this doctor that this Comm.ittee ought to consider 
smp~nding her registrntion on c!It jntcriro bams. 

UiE LEGAL ASSESSOR: The events took place in August 1998. Do we have any 
information about when the mq~ry commenced? 

. . . . . 
MISS GRIFFIN: I understand that there was an initial investigation by the police 
which. was concluded, and no action was taken at that timfl, on the advice of the 
Crown Prosecution Service. I know not the basi!l for that advice. Subsequently a 
complaint wu made about the ~onduct of that investigation by Mrs Ricbards" 
daughters~ and the matter has snb$equcntly been re-investigated. 

G TI:tE LEGAL ASSESSOR: Is l.t the second investi~tion that is being rcfan:d to in 
the letters at pages 4 and S? 

H 

T.A. REED 
&CO. 

MISS GRIFFIN: Ye.4;, 

THE LEGAL ASS:SSSOR: The stAtemecu: were tAken in Janua.ty and March 2000 
by the police. The letter of27 July on page 4 indicates that the invosti.gation is 
ongoing and no charge is prefc.ned. The letter at pageS, dated 20 September, s.'\ys 

4 
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A thnt the investigation is o.ngoing and that a file will be submitted to the Crown 
Prosecution Service as soon as possible. The outcome was esti.m.a.ted to be unk:now:n 
for three or :four months. We ar.e now a considerable distance abea.d of1hat period. 
Axe you aware whether a file hna been submitted to the CroWll Prosecution Service? 
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MISS GRIFF1N: I understand that it is within their remit, but no decision has been 
taken. 

THE LEGAL ASSESSOR.: Do you kc.ow whcthu or not, in the course of their 
investigation, the police have s•>ught and obtilined independent medicat evidence to 
determine whether their case can be rubstantiated.? 

MISS GRIFFIN: Sir, we have :provided the Comln.itt&e with the evidence that waa 
before the scrcener. nn.d tbat is the only evidence that I have had sight of. 

MR JENKINS: Can I deal with those queries now, because 1 have some information. 
You have been told tbat the daughters complAined. They did complain; they 
complained about almost everybody. 1 put the facts baldly and try not to put a-ny 
gloss upon i.t. You will see that. they complained about tile nursing home where their 
mother was, long before she came under Dr Barton's care. They complained about 
the flTSt hos]'ital. I do not think: all t~ mt<mb~ of staff were complained. about1 but 
some of tb.em. were. TI1.ey complained about this hospital where Dr Banon had 
charge of thi~ patient, 

The allegation appem to be a c.onspiracy to murder. It appears that everyone has put 
their heads toscther in looking after thi!!> eldrsrly lady an,d agreed not to feed her and 
to give her a grossly excessive course oftreB.tment. The sisters complained to the 
police and the police conducted, an investigation, and that resulted in no action being 
taken. They then complained about the police who had conducted an investigation, 
and a~Jeco.u.d investigation has r.x>mmeneed. We do not b.ava R result oftha.t 
investigation. Those ins1ructing me act £or Dr Barton in the criminal investigati~ 
and we therefore know that within the next few weeks there is to be a meeting 
between the police and the prosecution service and Treasury oounsel im:trueted to 
advise th£ CPS, at which time we are told a decision will be taken. We know that 
expert opinionhas been sought by those who investigate this matter. We have not 
~~~!ta ~~ c:lf_th~ ~~. QI'.Lnis~.»~r...~o~w-e_kno..wHwhat that .opinion .contains.--We ·--. 
are certainly e.oncemed at a. very eon.side:rable delay. That is the background. 

The ftrnt point I make on Or B:Uton's behalf is that, plainly, there is.no conceivable 
basis here for suggesting that the drugs that were prescribed nnd admi.Dif:ltered to this 
lady were inappropriate, There is no basis at all for saying that the lQVel of drug 
preseribed we& exeeuive for thts pa.tiL!:nt. There Wa! ~o bRSis for h.l:guing tb;tt the 
Diamorph.ine that was prescrlb(~d end admitlistered caused the d.eath. Similarly, io. 
relation to the hydration and tho other aspects of care provided to this patient. there is 
no basis for saying that what w:JB provided. was inappropriate. There is no medical 
opinion, and there is no e.rgumtnt either that any failure to hydrate this lady eaused 
her. death. The sisters suggest that it was their understanding that the haematoma 
eould have caused death. 

5 
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A I do not mean to criticise the daughters at all. Plainly, they were extremely fond of 
their mother and .they were anxious to do evetYthinp; that could. possibly be done for 
her. It may weU be the. case- a'i I know Dr Barton would say- that they were 
1.ll\3ble to accept that their moth~ was terminally ill, an.d they did not accept it. They 
believed that their mother WO\lltl remain alive and continue to live. It would seem 
that they blamed those l.t'OUtld their ro.other for failing to ma.inta3n her and keep her 
alive. 

B 
It is clear from the medical records tbar. this lady was in poor shape and was 
deteriorating. There has been no coru;pimcy by medical staff or tbe nu-rsing staff. the 
charge nurse, or those others who were responsible. There is no conceivable basis 
for saying here that there is a prima fade case and that those :r:-espon.sible on a dny-to­
day basis c~msed this lady's death, or brought 1t about. 

C This case me.y have been brought here prematurely. We suggest that it should not 
have been brought here at all. There m.ay be, a.t some stage in the :future, iftbere is 
an opinion of an expert in pallietive care or termbJa1 cart; an argument that there 
were failures in Pr Barton' s care of this patient, but on the evidence you have seen 
tbore is no bMis for such a proposition at all. 
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Page 266 is Dr Barton's statemuat, which was provided by her when .she was sp9ken 
to by the police. She was one of quite a number of people who WElre spoken to by · 
the poli.c:e and she was in no differe:n.t position from the other people responsible for 
this lady's ca.re. You will !lee Dr Barton's posidon, quaHfica.tioruJ and experience. 
She qualified in 1972. She becnm.e a partner in her present practice in 1980. In 198 8 
she took up the lldditional post ,,f clinical assistant in eldcn-ly medicine on a part-time 
f.lessional ba.qis. She was working at the Gosport We.r Memorial Hospital. She 
rttircd from that position lMt yuar. Obviously. this statement dates from 2000. 

Her pret'lent situation is stated in paragraph 3. She is also the present Chair of the 
Gosport Primary Care Group. 

She was carrying out five clinjcal assistant sessions at the Gosport Hospital. AB you 
will see from paragraph 4, she would llttend the hospital evrey weekday morning at 
au early b.our and engage in twc1 formal ward rounds with the consultant geriatrician. 

_SJl~ .• w.ou.l4 ~. tbat.b.~facc .. she l":ent.to..treat.her .patients in her geneOO. .p.ractice. -Sb.e- . ---- ..•. 
did not have constent a.ttenda.o.ce at hospital. She was not in a p~sition to review at 
short notice this lady's condition. It is a misunderstanding on the part of the sisters · 
to tbe extent that they suggest that Dr Barton was there snd a.ble to assist and deal 
with matters as and when they nrose. 

A~ far as the doctor's present position is concerned regatdin.g opiates, she does not 
continue to work as a clinical a:ISiStant at this hospital. She has not prescribed 
Diarnorphine for over a year. 1'he last time she prssc:ribed an opiate of any kind in 
pa1li~.ve care was Fentanyl~ and that wa.• for a patient who was being nt.WSed 
intensivl!!ly. She does pTescribe morphine rulphate tablets for her own patients, but 
obviously only when it i~ appropriate. 

There is no basis here for saying that the preseription of an opiate for this lady was 
excessive or inappropriate. 

6 
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Page 21. is the statement of tlle si.ster who was herself a Registered General Nur!e, 

"I have had sight of a. report pt'epared by Dr LoJ:d and da.ted 
22 December 1998, wh{c~ has attached to it a Hampshire Constabula.ry 
exhibi.t label • . . .. · 

She goes on to say a few thin;ls about the report and, if I can use this phrase, she tries 
to pooh-pooh it. She says that the report appem to have been prepared by reference 
some time aftet' the cvc:n.t to information, notes and documents supplied by 
colleague!! with whom she worked on a regular basis. Can I 5how you this report~ 
becouse this was the c:onsultant under whose care this lady was admitted? It provides 
a commentary on two aspects of the case with which you. may be concerned: (1) the 
use of a syringe drivi':J' and tll!1 prescription ofDiamorphiJ:u!l; (2) tbe provision of 
tlui.ds for thi.s lAdy. (Same l1anded to members of the Committee) 

Sjr~ you and your colleagues will hnve seen the suggestion that one of the sisters 
believed the use ofDiamorphine was merely to accelerate the death, that 
Diamorphine was to be used fi>r eutbllo.asia. They raised that proposition, it would 
seem. 

"My eister asked the ward man11ger: 'Are we talking about euthana.sia? It is 
illeg:~l in this country~ you know.' The ward manager replied: "Goodness, 
11.0~ of course not."' 

Diamo.rphine has a perfectly p1'oper uso and is used very commonly in ter.:m.ina.l care. 

The second proposition raised by the daughters is that tile 'U8C of a syringe driver for 
Diamorphine was foisted on tban and they were unhappy with it. There were 
di!:eussions. One would hope 1hat there will be discw;,ions between the nursing and 
medical staff and the relatives, so that agreement can be obtained as to a proper and 
there:peu:tic approach. It is clear from the documenta.ti.on to which you bave been 
referred thnt there were such discussions. It is regrettable that the daughters were 
later to say that they did not renlly agree, but you have been given the references at 
page 243. 

.......... ____ ., 
·The true situation is tha:t~ clearly, there··were discussions with the daughters and they 
were perfectly proper discussions. There ;s no basis for saying that this drug should. 
not have been given or given at that level. 

In relation to .fluids, you have the opinion of the con.wltBnt. You have Dr Barton' s 
position stated at some length in the statement at the end of the bundle~ which I know 
you will have read. The decision that was ta.ken 1n this case, I suggest, was an 
entirely proper one. There .is ne' basis here for suggesting that it was gravely 
improper or that it departed froru proper medical practice. It is perhaps unfortunate 
that the ~isters did not understarld, or were la.ter to say that they did not Wldersta.nd or 
agree with the decision, but it is cl~ from the r.ccords that there were regular 
discussions between those nur.sing this lady and the medical staff as to how she 
should be treated. 

7 
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A As to the deeisio:o. not to transf~r this elderly and demented lady back for a third 
tran,fer to the Hasiar HospitaJ in a very few daysJ there iJ n.o ba~ds for saying that 
that was a wrong decision or one that d.id not have her best intereru at heart -it 
plainly did. The x-eport of the ronsultant clearly bear& Qllt the approach that 

B 

c 

D 

Dr Barton took. 

There is no conceivable basis for alleging that any actions by Dr Barton in 
prescribing or caus~ to be administered the Diamorphine, caused the death. Th~ 
is no basis for saying thllt anytlting she did reduced ths quality ofljf~ of this lady.or 
shorte.ned her life. There is tto basis for saying in this case that there sh.ould be a 
suspension.. l do not deal with the question· of conditions. ClcarlyJ conditions have 
not been S.4Jiked for. In any CVeJ1t, Dr Barton no longer wom in thi!l unit, and J have 
B).ven you her present situation as far as opiates arc concerned. 

DR BHANUMA THJ; 1 notice that Diamorpbine was given in the dosage: of 40 mg 
aod the patient was on 45 mg ofMo:rpbine prior to that. I ;know thnt pain control was 
not too g;ood, but the day the 40 mg ofDjamo~pbine was started it was equivalent to 
120 mg of Morphine, which was three times the dosage. What was tbe dosage that 
she was on, on the 21~ · · 

MR. .JENKINS: I think it was tile ~ame. There is a record within thi! bundleJ, 

DR BHANUMA THI: There js na mention of dosa.ges anywhere, as to whether it 
was increased or dccreas~d. from 14 August 

M.R JENKINS: It was o.ot decreased. There is e. reconi here. There is a pre~cription 
sheet, but I do not have a page number. That shows the n.dministration. 

E DR SA YEED: VVbo bad the ultimate legal responsibility in Gos~ort Memorial 
Hospital? Is there a consultant im•ol\red? 

MR JENKINS: They are consultant beds. 

DR SA YEED: Row often does the consultant da a round.? 

F _ . MR ~INS.: J !ru!*.~~ ,PQ~.ti.Pn m;.~y . .ba.~e _chnngcd si.nee .19.98.-but Dr. Barto.n~ - ·- ... --... . ...... · · 
eta.tement says that there were two consultant ward rounds a week. 

G 

DR SAYEED: We are talking about 1998. Who earned the ultimate clinical 
rcsponsj.bility of those beds? 

DR BAR. TON: Dr Lor~ who,;c: statement you have just read, had respomibility for 
the patient. She was on study ]cave for the Jru;t three days ofGladys Richards' life 
but she carried out weekly war rounds prior to that. 

DR SA YEE.D: The clinical assistance sheet shows that it is two se!!lsions weekly . 

.MR. JENK!NS: ft is page 266. It was five clinical ~sistant sessions. 

H DR SA YEED: Was any junior doctor involved? 

T.A.REED 8 
&CO. 
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e 
Dr Barton: There are no junior doctors. It is just me. 

DR. :SHANUMA THI: Going back to what I was saying, now that I have had a 
chance to read it properly, the J)iamorphine was 40 to 200 m.g (page 254), which .h: a 
very bigjum.p ofmedieation_ Who authorised it and bow was that done? 

B DR BAR TON: The dosage waa reviewed every morning, and if an increase was 
necCASa.ry, it would be put up- obviously not straight from 40 to 200 mg but in 

c 
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H 

T.A.REED 
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20 mg steps until the patient w:ts comfortable. As jt turned out, it was not necessary. 
Olady& needed no increa&e from the 40 mg initially put 

DR BHANUMA Tin: The nun:e~ were not left to increase the dosage; it was by o.u of 
the doctor. 

DR BARTON: Ye.c:. 

THE LEGAL ASSESSOR: Sir_, the Committee can. only act if they arc satisfied 
either that it is necessary for protection of the members of the public, or otherwise in 
the pub lie interest, or in tbe ioterests of the practitioner thnt nn order be made und.e.r 
section41(,A)(i) of the Medical Act 1983. Before you, the Committee, can be so 
satisfied in any case, it is neee..<:aary to find tbat the evidence before you amounts to a 
prima fade CliiSO supporting in1erim ACtion on one or more of the grounds that I have 
just referred to. Jn this particular case. I aimply draw to your attention. the absence of 
any independent specialist medical expert opinion indicating f~uJ.t of any kind on the 
part ofDr Barton, which is Ob\.ioUJly ~~:ometh.ing you will ha.ve to take into account in 
considering the question. of whether or not there is s.prirn.afaci~ case here suggestin.g 
fault. If you find that you are !;0 satisfied in respect of any one oT more of those 
grounds, then you ml.\St decide "{hether to make an. order attaching conditions to the 
registration or suspending that registration in either case for a period not exceeding 
18 months. 

:MR. JENKlNS: Might I add Ollt point, which I s;hould have raised? Those 
instructing me did make inquilie~ of the GMC about this case. I know that the 
screener, when he or she look~d at thl!! papers in this case, did not have Dr Barton's 
~~t!!ID!tP.~ lQ .t~Qk.at. Jtw.M.prpvided.b)!Jhe.police.at..a .date .aftet...the .scrcener.had- . ·--· ·--·· 
looked at these papers, so all the screeoer saw VIIS the statements of the two $isten 
and. the medical records. 

MISS GRlFFD'J': My understanding is that the poliee statement at page 266 came in 
with the fax header sheet that Weli rece.lv~d dated 12 June this year (page 265) and 
that is the d.ate after which the eereener ~creened the matter. ~Y underst;mding and 
my instructions are that the screener did have the statement of Dr :Barton. 

THE CHAIRMAN: We are dcal.ing with all the documents before us, which include 
Dr Barton's statement. We will give due weight to alJ the documentation we have. 

MR. JENKINS: We have rcceJ.ved a lettc:r from the Fitness to Practise Directorate 
dated 19 June. Of course, I will check wir.h my Ieemed friend. but we have raised in 
correspondence the question of whether the scr~cr $aw Dr Barton' s statement, md 
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A we -were told tha.t the screener, in reaching his deeision, considered the 
documentation that was suppli"d to m; by the police on 6 June 2001. and which was 
served on Dr Barton. Pr Barton'e statement was received at a later time than that 

B 

c 

TilE LEGAL ASSESSOR: In any event, as the Chairman has m.nde cletar, thit~ 
Committee consideri all the m:~erial matters before it and is not in any way bound 
by the fact that the screen~ hM decided to refer the case to the Committee. 

MR 1ENK1NS: I raise it for the sa'J(e of completeness, for no otb.er reason. 

STRANGERS THEN, BY DIRECTION FROM THE CHMR, WITHDREW AND 
THE COMMITTEE DELIBERATED lN CAME'.Q.A 

DECISION 

THE CH.AIRMAN: Dr Barton, the Committee bave carefully consi.dercd all the 

evidence before it today. 

D The Committee have determined tb.nt they arc n.ot satisfied it .is necessary for the 

protoction of members ofth£ public, in the public jnterest or in your own interests 

that an order under section 4l (A) of the Medical Act 1983 should bs made in relation 

to your registration . 
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T.A.REr~ 
&CO. 
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Memorandum 
To: Adam Elliott 

From: Paul Hylton 

CC: Toni Smerdon 
Peter Swain 

Date: 28 September 2004 

Or Jane Barton - Request for an adjournment of the IOC hearing - 7 October 
2004 

Ad am 

In respect of the points raised by I an Barker in his faxed letter dated 27 September 
2004. 

1. Our letter to Or Barton dated 24 September 2004 gave the following brief 
statement of the matters which appear to raise the relevant question set out in 
Rule 5(1 )b: 

The President has reached this decision as he was of the view, after 
considering the information provided by Hampshire Constabulary in 
respect of its enquiries into the deaths of a number of patients at 
Gosport War Memorial Hospital, that the information was such that the 
Committee should be invited to consider whether it is necessary for the 
protection of members of the public, or othetWise be in the public 
interest for your registration to be restricted whilst Hampshire 
Constabulary's enquiries and any action resulting from those enquiries is 
resolved. 

I am of the view that this adequately fulfils the terms of Rule 5(1 )b. 

2. Our letter of 24 September 2004 also gives a full explanation as to when Or 
Barton can expect to have disclosure of the information to be considered by 
the Committee, and what information she can expect to be disclosed. I am 
mindful of the provisions of Rule 5(3) and I am not of the view that my letter 
contravened those provisions. My letter states that: 

The GMC is in the process of clarifying with the Police the level of 
disclosure that can take place before the IOC. Once we have done so 
we will disclose to you a copy of all the information that will be put 
before the IOC. You should expect this disclosure of information by 30 
September 2004. 

The clarification with the Police is in respect of what information the CPS 
determines can be disclosed to the GMC. The Police are fully aware that any 
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information disclosed to the GMC and subsequently disclosed to any of its 
Committees must also be disclosed to Or Barton. As I have stressed in my 
letter, we will disclose to Or Barton all information that is to be put before the 
IOC. 

3. The nature and purpose of the IOC is such that a hearing should take place 
as soon as practicably possible. The convenience of Counsel is not a relevant 
factor. Whilst we appreciate that Or Barton may wish Mr Jenkins to represent 
her, any competent Counsel should be able to present Or Barton's case 
properly before the IOC. 

4. In view of the above points, the GMC considers that the hearing should 
proceed on 7 October 2004 . 

Paul Hylton 
Conduct Case Presentation Section 

2 



In reply please quote PCH/2000/2047 
Please address your reply to the Committee Section FPD 
Fax: 020 7915 7406 

By Special Delivery and First Class Mail 

24 September 2004 

Code A 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Dear Or Barton 

GMC101057-0495 

G ENEf\AL 
A\_EDICAL 
COUNCIL 
l'r<>tccl i11iff'lll icnts. 

,tjlli,/in,<f Joctors 

I am writing to notify you that the President has considered information received by 
the GMC about your conduct. 

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

The President has reached this decision as he was of the view, after considering the 
information provided by Hampshire Constabulary in respect of its enquiries into the 
deaths of a number of patients at Gosport War Memorial Hospital, that the 
information was such that the Committee should be invited to consider whether it is 
necessary for the protection of members of the public, or otherwise be in the public 

· interest for your registration to be restricted whilst Hampshire Constabulary's 
enquiries and any action resulting from those enquiries is resolved. The GMC is in 
the process of clarifying with the Police the level of disclosure that can take place 
before the IOC. Once we have done so we will disclose to you a copy of all the 
information that will be put before the IOC. You should expect this disclosure of 
information by 30 September 2004. 

You are invited to appear before the IOC at 09:30 on 7 October 2004 at the 
General Chiropractic Council, 44 Wicklow Street, London, WC1X 9HL if you so 
wish, to address the Committee on whether such an order should be made in your 
case. 

You may, if you wish, be represented by Counsel, or a solicitor, or by a member of 
your family, or by a representative of any professional organisation of which you may 

178 Great Portland Street London WIW )jE Telephone o2o H8o -,c,.p Fax o2o 791) 364' 

email gmc@'gmc- uk. org "''" w. gmc-uk. org 
R(•uiqpj"f'd c·h.Hin·No. I08017X 



be a member. You may also be accompanied by not more than one medical 
adviser. The' IOC is, however, empowered to make an order in relation to your 
registration irrespective of whether or not you are present or represented. 

GMC101057-0496 

You are invited to submit observations on the case in writing. Any observations will 
be circulated to the IOC before they consider your case. Your observations should 
be marked for the attention of Adam Elliott, Committee Section (tax no 020 7915 
7406). 

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

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

The GMC is under a statutory duty to publish the outcome of IOC hearings. lt is our 
usual practice to do so by placing the outcomes of hearings on our website. If you 
do not attend the hearing could you please supply Ad am Elliott (fax number as 
above) with a telephone or fax number where you can be contacted on the day of the 
hearing so we can let you know of the decision before placing the information on our 
website. If you do not provide such a contact number, or we are unable to contact 
you, the outcome of the hearing will still be published. 

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

In accordance with Section 35A(2) of the Medical Act 1983 (as amended), you are 
required to inform us, within 7 days of receipt of this letter, of the name and address 
of the following: -

• all of your current employers, 

• the Health Authority with which you have a service agreement, 

• locum agency/agencies with whom you are registered, and 

• the hospital/surgery at which you are currently working. 

• If you engage in any non-NHS work, you are also required to notify us, within the 
same period of time, of the name of the organisation/hospital by which you are 
employed, or have any working arrangements. Please forward this information 
directly to me. Upon receipt of these details, your employers will be notified of 
the Committee's consideration of the matter. 

• If you are approved under Section 12 of the Mental Health Act, or Section 20 {b) 
of the Mental Health (Scotland) Act 1984, you must also notify us of this fact. 

Protectin8 patients, 

8uiJin8 Joctors 
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I enclose copies of the relevant provisions of the Medical Act, the IOC Procedure 
Rules, a pap'er about our fitness to practise procedures and a paper about the 
procedures of the IOC. 

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

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

Yours sincerely 

Code A 
Paul Hylton 
Assistant Registrar 

Cc: Mr lan Barker 
The Medical Defence Union 
MDU Services Limited 
230 Blackfriars Road 
London 
SE1 8PJ 
IS PB!TOC/0005940/Legal 

Protecting patients, 

guiding doctors 
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IOC Instructions Form 

IOC Cases: Instructions 

Name of doctor: Or Jane Ann BARTON 
Type of case New 
(new/review): 
Date/time of IOC 7 October 2004, 09:30 am (General Chiropractic 
hearing: Council) 

If review hearing, date N/A 
of initiaiiOC Order: 

Date of any previous N/A 
review hearings: 

• Date considered by 29 - 30 August 2002 
PPC: 

Listing status: Matters are currently subjectto Police investigation 
(provisional/working (Hampshire Constabulary) and therefore the case has 
listing date?) not been listed 
Has notice of inquiry No 
been sent? 

Any significant N/A 
developments since 
last IOC hearing: 

Do we need to ask the N/A 
Committee to direct 

• Registrar to apply to 
High Court for an 
extension to Order? 
Any other specific Information has previously been considered by the IOC 
instructions: against Or Barton, the latest hearing being in September 

2002. This referral to the IOC was made by the 
President. 

The Police have now progressed their enquiries to the 
point that they have been able to disclose information in 
respect of 19 patients whose treatment their experts 
believe, having carried out a preliminary screening 
exercise, may have been sub-standard. The Police have 
disclosed the medical records, Police reports and expert 
screening forms for those 19 patients, and it appears 
that in 14 cases there may be information that should be 
put before the IOC. 
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The Police have referred information in respect of 10 -
15 other patients whose treatment their experts believe, 
having carried out a preliminary screening exercise, was 
been such that criminal charges against Or Barton are 
being considered. The Police have been asked to 
prepare a statement disclosing as much information as 
is possible at this stage of the investigation in respect of 
these more serious cases, and we should receive this by 
28 September. 

Dr Barton has been informed of the referral and has 
been told that we will disclose to her all of the 
information that we will put before the Committee by 30 
September 20Q:t. _______ 

Name and tel. no of Paul Hylton L~-~-~!:.~J 
caseworker 
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From: 
Sent: 
To: 
Cc: 

!CodeA1 IOC Team 
·-·-·-·-·----~ 

Subject: RE: Or Barton - IOC Hearing 

Toni, 

Further to yesterday's conversations, I can confirm that Mr Henderson is booked for 7 
October and that he is awaiting instructions from the legal team. 

We have booked the General Chiropractic Council which is located in Kings X - I am in 
negotiation with them as to the overall cost, however, I will hopefully manage to 
agree a very good deal for the GMC especially considering the shortness of time etc 
(hopefully the entire cost of the hearing (including the venue, catering etc, etc) 
will be under the £1500 mark) 

We have confirmed a SHW and the Legal Assessor who will be Mr Tim Swan (1 Paper 
~uildings). Mr Swan is an extremely experienced legal assessor who though only sitting 
~with the roe for the first time in early 2004 has proven to be extremely sound, 

competent and knowledgeable with regard to Interim Orders. 

A panel of 5 has been confirmed and they are: 

Professor Norman MacKay 
Dr Jack McCluggage 
Dr Andy Stewart 
Mrs Angela Macpherson 
Mrs Rani Atma 

They are all extremely experienced members of the roe. Professor MacKay will chair, I 
spoke to Alison today as I had one concern namely that we did not have a female 
medical practitioner on the panel, she and I came to the conclusion that it was 
probably not necessary (bearing in mind the collective knowledge, skills and 
experience of the panel) but I do look to you for final direction. 

The item will be going out this afternoon as Paul H is now in receipt of the referral 
from the President. 

~I think I've covered all the bases but do let me know if there is 
• need me to do. 

Thanks, 

Adam 

-----Original Message-----
From: Paul Phi 1 ip C ·-·-·-·-·c-oCie·-A·-·-·-·-·-·-·; 
Sent : 2 3 S ep 2 0 0 4---·l"J:.~.4Jf.·~.-~.-~.-~.-~.-~.-~.-~.-~.-~.-~.-~.·-' 

anything further you 

To: Adam Elliott! Code A 1 ;-·-·-·-·-·-· -·-·-·-·-·-·-·-

~~~m~:~~ l~y_l_1:.?_%oCi~~.4'""·~-~-=-~-~.T·-·-·-·-·-·-·-·-·-·) Toni Smerdon L.-·-·-·-·-·-·_qg~_e...A. __________ _.} Al i son 

subject: R:~-·=-·-·i)~·-·-Bart·on:·-·-..:.' roe Hearing 

Dear all, 

We need to get this case to IOC ASAP. If Roger cannot do the earliest date available 
then we should find someone else who can. 

What is the earliest date this can go to the IOC and how much further would we have 
to wait for Roger to do this? 

1 
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Paul 

Sent from my BlackBerry Wireless Handheld 

Paul, 

Roger Henderson, QC is only available on 7 October for the roe hearing (he has a 
meeting with you and Toni on the 6th and is then not free until late October) . Mr 
Henderson has to cancel three other appointments on that day but is content to do so. 

Unfortunately there is no room availability either in Hallam Street or in 350 Regent's 
Place (this is due to two of the hearing rooms in 350 not being available during that 
week). 

Hallam Street has the Council Chamber and Committee Room 3 taken up by the 'Brewer' 4ltase and Committee Room 2 is in use by the Health Committee for the two day hearing of 
Dr Cullen. The room was provisionally booked by the Registration Committee (who were 
not going to sit on those days), however, subsequent to that and prior to Mr Henderson 
being available the room is now needed by the Health Committee (the case originally 
listed in GPS, which will obviously no longer be available) The Council Chamber in 
the new building is being used for two PCC hearings. 

The idea of using Committee Room 1 for the hearing in Hallam Street did occur but that 
would mean that there would be no lunch provision for the members sitting on the PCC 
or Health Committee and my understanding is that, that would not be acceptable. 

Due to the urgency attached to this case and the need to have it heard in London, with 
Mr Henderson acting as GMC Counsel, the only other option that seems to be available 
is to have the case heard at an outside venue. 

It would not be as expensive cost wise as an outside PCC as there is no need to 
provide space for Press/Public/Witnesses. (unless Dr Barton directs her hearing to be 
public, something that she has not done previously) 

Mr Henderson's clerk has asked that I/we confirm this morning as to 7 October. I 
would be grateful if you could either agree to have the hearing held at an outside 
venue, or provide further direction as to looking for different Counsel and/or a 
different date for the roe hearing. 

In anticipation of the hearing going to an outside venue I will canvass availability 
of local hearing rooms this morning, but won't book anything until I receive further 
instructions from you. 

Many thanks, 

A dam 

2 
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FW: Cat 2 cases reviewed by ML Page 1 of 3 

Ton i s me rdon !-·-·-·-·-·-c·o(fe-·A-·-·-·-·-·1 
--'·--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-=·-·=-·-::_·; -------------· 

From: Louise Povey[~~~~~~~~}~~~J 
Sent: 02 Sep 2004 11 :24 

~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

To: i Code A i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Subject: Barton 

I chased the police this morning (although they are not yet late). They are working on it and are marshalling a 
significant amount of material. They expect we will get it next Monday/Tuesday. They have not yet got the 
families' consent but their advice is that they do not need it but for forms' sake they are seeking it - if they 
don't get the families' consent it won't change anything. 

For anyone dealing with the material when it comes in, please note what I have said below about using the 
material before the families' consent issue is cleared up. 

Paul H - it occurs to me that we ought to tell Fiona Hawker, Mills & Reeve of the latest- please give her a 
copy of my letter to the police of 26 August- I will give you the file. 

Louise 

David Williams contact number i~-·-·-·-·-c-o.de·A-·-·-·-·: 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

-----Original Message;.:::~-~.::-·-·-·-·-·-·-·-·-·· 
From: Louise Poveyi Code A i 
Sent: 02 Sep 2004 to:3T·-·-·-·-·-·-·-' 

~~ l_-_-_-_-_-_-_-_-_-_-_-_----~-~-~~----~---_-_-_-_-_-_-_-_-_-_-_] 
Subject: RE: Cat 2 cases reviewed by ML 

Thanks Dave 
Can we say that we will not contact witnesses/family members until you have confirmed that you have their 
consent or that you have decided to deal with the consent issue in an alternative way. We clearly would like to 
consider the material and seek the advice of our own barrister asap. 

Paul Hylton's telephone number i{~:~:~:~~~~:~~~:~:~:~J His manager is Peter Swai{~.·~--~--~~.!i~-~~.l~.-~.-~.·J 

Many thanks again e Louise 

-----Original Message-----
r·-·-·-·-·-·-·-·- ·-·-·-·-·-·-·-·-·-c-c;-a-e·-·A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
! ! 
'-·sentTo~C5ej)·-2oo~fo!E3T"-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

To: i-·-·-·-·-·-·-·c:·a-de_A_·-·-·-·-·-·-·: 
Sub)ect:-·FW:-·caf:~Cca-5-es reviewed by ML 

Louise. 

The following 1-19 are cases that we will be supplying to the GMC. 

I have officers working at the moment pulling together information highlighting concerns from 
family members, detailing reports from individual members of the key clinical team, summaries 
from Mathew LOHN, and packaging copies of the relevant medical notes. You will require all of 
this information to make immediate sense of the material. 

We will be able to get this material to you early next week, I will get back to Paul HYL TON with a 
specific date. 
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FW: Cat 2 cases reviewed by ML Page 2 of 3 

Whilst we have received legal advice that we do not require formal consent from family 
members to release this material, there has been a policy decision to request it in any event. 

May I ask that you do not act on this material until such consent is given, otherwise the process 
of getting the material to you will be delayed. 

Regards. 

Dave WILLIAMS. 
Det Supt. 

From: Kenny, Owen 

Sent: 01 September 2004 13:12 

To: Williams, David (DCI); Grocott, David; McKeown, Christopher; Niven, Nigel 

Subject: Cat 2 cases reviewed by ML 

List of 19 Category 2 cases reviewed by Matthew LOHN for FGM notification and forwarding to 
GMC. 

1. BJC/01A Victor ABBATT 
2. BJC/02 Dennis AMEY 
3. BJC/06A Charles BATTY 
4. BJC/068 Dennis BRICKWOOD 
5. BJC/09 Sydney CHIVERS 
6. BJC/17 Cyril DICKS 
7. BJC/23 Charles HALL 
8. BJC/31 Catherine LEE 
9. BJC/07 Stanley CARBY 
10. BJC/12 Waiter CUSSOLD 
11. BJC/22 Harry HADLEY 
12. BJC/26 Alan HOBDA Y 
13. BJC/35 Eva PAGE 
14. BJC/36 Gwendoline PARR 
15. BJC/37 Edna PURNELL 
16. BJC/38 Margaret QUEREE 
17. BJC/40 Violet REEVE 
18. BJC/42 James RIPLEY 
19. BJC/47 Daphne TAYLOR 

List of Category 2 cases reviewed by Matthew LOHN requiring further consideration. 

1. BJC/04 Edith AUBREY 
2. BJC/05 Henry AUBREY 
3. BJC/13 Doreen COX 
4. BJC/34 Geoffrey PACKMAN 
5. BJC/41 Gladys RICHARDS 
6. BJC/44 Elizabeth ROGERS 
7. BJC/48 Sylvia TILLER. 

Owen. 

?()f()Qf?()()LI. 
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26 August 2004 

Detective Chief Inspector David Williams 
Fareham Police Station 
Quay Street 
Fare ham 
Hampshire 
P016 ONA 

Dear DCI Williams 

GMC101057-0505 

Operation Rochester- Investigation into Deaths at Gosport War Memorial 
Hospital 

I write further to our exchange of e-mails and, in particular, your e-mail of 17 August 
2004. Thank you for your continued assistance in this matter. I am very pleased to 
note that, subject to certain conditions, you are in a position to provide us with the 
information you have relating to 19 of the category two cases. 

I confirm that we will review the information you supply and, if appropriate, make an 
application to the Interim Orders Committee. If an application is made to that 
Committee, the doctor and her representatives will be supplied with information upon 
which we intend to rely. The Interim Orders Committee usually sits in private but the 
doctor has a right to insist on a public hearing. lt is rare that a doctor insists on a 
public hearing. There is no indication that the doctor in this case will insist on a public 
hearing, she has not done so at previous hearings and we have no reason to believe 
that her representatives would advise her to do so. 

Publicity about the case is generally outside our control but the GMC shall not 
instigate publicity before or during any criminal trial. 

I acknowledge that statements the GMC takes from witnesses who subsequently 
take part in any trial are discloseable to the defence. I confirm that the GMC will 
liaise with the police and inform you of the identity of proposed witnesses before we 
take statements. 

In general terms, we are willing to confirm that we will not proceed to a public inquiry 
at the Professional Conduct Committee in relation to matters which are the subject of 
your investigation until the conclusion of that investigation or any criminal trial. 
However, as you are aware, the GMC also has statutory duties and any agreement 
to delay our dealing with this matter is subject to the police keeping us informed 
about the progress of the investigation and pursuing the investigation and 
prosecution within a reasonable time. We may proceed to the Professional Conduct 
Committee if, for example, the police investigation is in abeyance for an indefinite 
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period or is subject to unreasonable delay. If other matters concerning this doctor 
come to our attention (for example matters relating to health, performance or 
conduct) which do not form part of your investigation we may proceed to investigate 
and adjudicate in relation to those matters. 

As we have not yet seen the material, I do not wish to raise an expectation that we 
shall definitely proceed to the Interim Orders Committee. Therefore, I would ask that 
you exercise caution in this regard in your communication with the families, their 
representatives, the Strategic Health Authority, the Primary Care Trust or any other 
interested party. 

I note that you will seek the consent of witnesses to release statements to us. I look 
forward to receiving the material during the week commencing 30 August 2004. 

Thank you again for your helpful approach in this case. 

Yours sincerely 

Louise Povey 
Manager, Special Projects 

.--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·! 

! CodeA i 
i ! 
i.·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 
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FW: OP Rochester. Page 3 of 8 

From: Louise Poveri-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·c-o(ie·-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
Sent: 17 August 20tJ2rJo.;-sr·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

To: Williams, David (DC!) 
Subject: FW.· OP Rochester. 

Dear Dave 
I had a useful conversation with with Robert Dryborough Smith of the CPS late last Thursday. The gist of it 
was that his advice to the police will be that you can release the category 2 material to us. He wanted 
confirmation that the IOC was held in private (although he appreciates that Or Barton will see the material) 
and that we wouldn't go to a full blown public inquiry without reference to you. He indicated that his advice 
would go out last Thursday/Friday. Have you received the advice? If so, when may we receive the material? 

I hope that the issues relating to the small number of category 2 cases which may become category 3 
cases do not delay us as there is plenty for us here to get on with in relation to the category two cases which 
we know will stay in category 2. 

I look forward to hearing from you. 

Regards 
Louise i-·-·-·-·cacfe·A-·-·-·-i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

-----Original Message-----
From: Louise Poveyi·~--~--~-~?..Cfi .. A".·~.-~.J 

Sel'!.~-~--g-~~9. . .?..QQ~_)_~:_Q~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·, 
To:! Code A ! 

1-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-..·-·-·-·-·-·-· .. ·-·-·-·-·r·-·-·-·-·-·-·-·-·-·• 

Subject: RE: OP Rochester. 

Dear Dave 
I have a call out to Robert Dryborough-Smith. I will let you know the outcome. 

We are a month on from our meeting and do not seem to be any nearer getting the category 2 material. 

Could you please tell me when we can expect to receive Steve Watts' statement?. That would be most helpful 
as in the absence of the category 2 material, we may proceed to our Interim Orders Committee assisted by 
the attendance of Steve. May we please have it by Thursday 19 August 2004? 

Yours 
Louise 

-----Original Message-----
!"-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

i Code A ! 
t-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j se.,.t; __ QZ.A!J.Q_.2.QQ1_Q~_;l~ 
To: L.-·-·-·-·-·--~-~-~~-t\. ___________ .] 
Subject: RE: OP Rochester. 

Louise .. 

The CPS representative is Senior Lawyer Robert DRYBOROUGH- SMITH (Central Caswork 
Directorate Ludgate Hill). A contact from yourself to explain issues for the GMC would probably 
help speed the process. 
We have Mathew LOHN'S report although he has raised 'issues' in respect of the categorisation 
seven cases currently assessed as 2's. 
I am meeting with him next Thursday 12th August to discuss. 
We need to resolve the issues with Mathew because those cases are likely to be the more 
interesting from the GMC's perspective. 

Whilst I appreciate the concerns with regard to patient protection, it seems to me that the risks in 
respect of Or BARTON'S continuing practice have been ameliorated by the voluntary conditions 
in place. 

')~ /()A/')()();1 
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FW: OP Rochester. Page 4 of 8 

Have you considered taking a statement or receiving a formal report from the primary trust? 
detailing the exact conditions, and evidencing precisely the prescriptions being written up by Dr 
BARTON. This would not compromise our investigation and would demonstrate that the GMC 
were indepentently assessing ongoing risk. 

Regards. 

Dave WILLIAMS. 

Fro m : Lou ise Pov ey r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·c·ode·-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
Sent: os August 200~fT7:-:n··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

To: Williams, David (DCI) 
Subject: RE: OP Rochester. 

Dear Detective Superintendent Williams 

Helpful areas to include in the statement are: 
1. Job title/responsibility/background etc 
2. Involvement in the investigation. 
3. Nature and seriousness of the investigation -numbers of cases, details of the categories, 
likely charges etc. 
4. The reason why more detailed information cannot be revealed at this stage. 
5. Future action and timetable by the police/CPS. 
6. An acknowledgement of/reference to public protection issues. (For information, we know 
there is a current undertaking but it is voluntary and there is a risk that the doctor may change 
employer/prescribe outside the terms of the undertaking). 

Can you tell me what is holding the CPS up? Are they waiting for something in particular (I 
assume they now have Matthew Lohn's report) or is it simply pressure of work? Do you have a 
contact name/number at the CPS so that I could speak to them direct. 

I am sorry to pester but, as you know, we have concerns about patient protection. The 
immediate decision for us is whether to proceed to our Interim Orders Committee now with 
somewhat limited information or wait for the release of the category 2 material which has been 
promised since we last met. We would prefer the latter but as time rolls on we may have to do 
the former. We are more likely to secure patient protection with the category 2 material. 

I look forward to hearing from you. 

Jg~_i§~_.P..C?Y.~Y .... , 

i ........ ~~~.~-·~·-·-·-·j 

.. :.:::.~-~QrigJ.o9J.J~1_~~~9.9~-~.::.:::.: ....... -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

i CodeA I 
L.se·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

~·~·~·-Q~.-~!J.9._4Q.91_)_3._:_~.L-; 

To:i Code A ! 
CC'! ; 

su~ject'f'RE-OFRotnesfe~. 

Dear Mrs POVEY 

Steve WATTS is currently taking Annual Leave .. He returns to work next week .. 
I will discuss the outline of his statement and forward to you asap. 
Can you please confirm subject areas/identify particular issues that would assist 
your investigation. 
I await the observations of the CPS befor-e releasing the category 2 material. 



FW: OP Rochester. 

As soon as the final decision is made, and assuming that disclosure is agreed I will 
arrange immediate delivery. 

Regards. 

Dave WILLIAMS. 
Det Supt. 

From: Lou ise Poveyr·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·cocie·-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Sent: 2 9 J u ly 2 004 tJ:-19-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

To: Williams, David (DCI) 
Subject: FW: OP Rochester. 

Dear Detective Superintendent Williams 

Is there now a decision about releasing the category 2 material? If the decision is 
to release the material, when might I receive it? 

May we please have the outline of DCS Watts' intended statement. 

Thank you for your assistance. 

Yours 
Louise Povey 

L~~~~~~~~~~~~~~~~~J 

-----Original Message-----
From: Louise Poveyf~-~~~~~~~~~~~~~~~~~J 
Sent: 22 Jul 2004 13:00 
To: r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·ce>-Cie-·P.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
subJe.cF"f~E:·-c:;-Fq=rocFie-ster~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Dear Detective Superintendent Williams 

Thank you for this. I look forward to hearing from you early next week. 

Yours 

Louise Povey 

-----Original Message-----
r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·! 

! CodeA i 
i ! 

'-se-rit"2rJ"OT""20U4.U8:3.,.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

To:~~~~~~~~~~:.~~~~.iS~~~~~~~J 
Subject: OP Rochester. 

Dear Mrs POVEY 

Thank you for your letter dated 13th July 2004 and accompanying note of our 

2;3/0R/2004 
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FW: OP Rochester. 
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meeting of 6th July 2004. 
Apologies for the slight delay in responding. 

Firstly may I agree the accuracy of your note of our meeting. 

In addition I can now inform you that Mathew LOHN completed his quality 
assurance work yesterday 20th July and we expect his reports in respect of the 
category 2 cases this week. He has agreed the findings of the Clinical team for 54 
of those cases. However he has raised the status of 6 of the cases into the 3 
category, and these will be subject to further discussion. lt is likely that OP 
ROCHESTER will also investigate the circumstances surrounding the 6 further 
cases. 

Subject to ongoing discussion with Mathew LOHN this is likely to raise the number 
of cases in the 3 category to 15. 

I had a further meeting with Steve WAITS yesterday, and we are both in 
agreement that in the absence of strong legal rationale for withholding the 
category 2's we will be releasing them to the GMC as soon as possible. I hope that 
this decision can finalised early next week and that we can deliver to the GMC the 
relevant documents. 

I confirm that the following information has been received from the local healthcare 
trust in respect of conditions pertaining to Or BARTON. 

Or Barton has undertaken not to prescribe benzodiazepines or opiate 
analgesics from 1 October 2002. All patients requiring ongoing therapy with 
such drugs are being transferred to other partners within the practice so 
that their care would not be compromised. 

Or Barton will not accept any house visits if there is a possible need for 
such drugs to be prescribed. Problems may arise with her work for Health 
Call as a prescription may be required for a 14-day supply of 
benzodiazepines for bereavement. 

Or Barton also agreed to follow up all previous prescriptions for high 
quantities using the practice computer system and the patients' notes. 

I have confirmed that these conditions still applied on 6th July 2004 with Hazel 
BAGSHAW the Pharmaceutical advisor for the local Healthcare trust. Over a 
13month period from April 2003 Or BARTON had written a total of 20 prescriptions 
all for 2mg Diazepam to relatives of deceased, and had not prescribed any 
Diamorphine, morphine or other controlled drug. 

Finally, I am meeting with Steve WAITS this Friday to discuss OP ROCHESTER. 
He is out of force at the moment. We will consider the outline of his statement to 
the GMC and let you know on Friday what he is prepared to say. 

Regards. 
Dave WILLIAMS. Det Supt. 

GMC101057-0512 
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FW: OP Rochester. Page 1 of 4 

Ton i Smerdon r-·-·-·-·-·-co(ie-·A-·-·-·-·-·-·: 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

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

From: Louise Povey:-·-·--cc;·Cie-·A·-·-·: 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-= 

Sent: 05 Aug 2004 16:33 
To: Paul Philip["-·-·-·-·c·o-de_A_·-·-·-·-·: Toni smerdon [-·-·-·-·-·-c;;iie·"A·-·-·-·-·-·; Peter swain :-·-·-·-·-·co.Cie·A·-·-·-·-·: 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-= ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' ··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Subject: FW: OP Rochester. 

For info. 
-----Original Message-----
From: Louise PoveyC~~~~~~~~A~~~~~J 

Se'1~!._Q_~-~!J.9._~Q.Q~_}_~.:~}-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
To:! Code A -] 
subj;;ct;-·RE·~·-6Fi-·Rac"lie5ter~---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Dear Detective Superintendent Williams 

Helpful areas to include in the statement are: 
1. Job title/responsibility/background etc e 2. Involvement in the investigation. 
3. Nature and seriousness of the investigation- numbers of cases, details of the categories, likely charges 
etc. 
4. The reason why more detailed information cannot be revealed at this stage. 
5. Future action and timetable by the police/CPS. 
6. An acknowledgement of/reference to public protection issues. (For information, we know there is a current 
undertaking but it is voluntary and there is a risk that the doctor may change employer/prescribe outside the 
terms of the undertaking). 

Can you tell me what is holding the CPS up? Are they waiting for something in particular (I assume they now 
have Matthew Lohn's report) or is it simply pressure of work? Do you have a contact name/number at the 
CPS so that I could speak to them direct 

I am sorry to pester but, as you know, we have concerns about patient protection. The immediate decision for 
us is whether to proceed to our Interim Orders Committee now with somewhat limited information or wait for 
the release of the category 2 material which has been promised since we last met. We would prefer the latter 
but as time rolls on we may have to do the former. We are more likely to secure patient protection with the 
category 2 material. 

e I look forward to hearing from you. 

Louise Povey 

L~~~~~~~~~~~~~~~~~~~~J 

_7_~.:::.:0riolnal Message-----1 ·-·-·-·-·-·-·-·-c·c;·(ie-·-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
~seili:·-a3-Au_9._2oo~4"T3·:sr-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

To;·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·! 

cc~ Code A i 

sub"ject:·:·-R·E:·-a-p-·-Rach"ester. 

Dear Mrs POVEY 

Steve WATTS is currently taking Annual Leave .. He returns to work next week .. 
I will discuss the outline of his statement and forward to you asap. 
Can you please confirm subject areas/identify particular issues that would assist your 
investigation. 
I await the observations of the CPS before releasing the category 2 material. 
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As soon as the final decision is made, <~nd assuming that disclosure is agreed I will arrange 
immediate delivery. 

Regards. 

Dave WILLIAMS. 
Det Supt. 

~~~= 2~~~~~ ~~~:YE~··~~.·~.·~.·~.·~.·~.·~.·~.·~.·~.·~.·~.·~.·~·~~~~·~~~.·~.·~.·~.·~.·~.·~.·~.·~.·~.·~.·~.·~.·~.·~.·~.·~ .. ~.'l 

To: Williams, David (DCI) 
Subject: FW: OP Rochester. 

Dear Detective Superintendent Williams 

Is there now a decision about releasing the category 2 material? If the decision is to release the 
material, when might I receive it? 

May we please have the outline of DCS Watts' intended statement. 

Thank you for your assistance. 

Yours 

,19WJS\3._P_QY~L." 
i CodeA i 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..: 

-----Original Message-----
From: Louise PoveyC~~~~~-~~~~A~~~~~J 
Sent: 22 Jul 2004 13:00 
To: r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·cc;'d·e-·A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·: 
subTecC'F~-E·:·aP'·R·acFtister:·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Dear Detective Superintendent Williams 

Thank you for this. I look forward to hearing from you early next week. 

Yours 

Louise Povey 

-----Original Message-----
r·-·-·-·-·-·-·-.. -·-·-·-·-·-·-·-C-0-liti'-·A-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 
Ls8-r1i:·-:;T1.-j.Lil.26a4·cfa·j-r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

To f~~~~~~~~~~~~~§~-~~~-~~~~~~~~~~~~~J 
Subject: OP Rochester. 

Dear Mrs POVEY 

Thank you fm your leHer dated 13th July 2004 and accompanying note of our meeting of 6th 

nr:: 1no 1'11'\1'\A 
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July 2004. 
Apologies for the slight delay in responding. 

Firstly may I agree the accuracy of your note of our meeting. 

In addition I can now inform you that Mathew LOHN completed his quality assurance work 
yesterday 20th July and we expect his reports in respect of the category 2 cases this week. He 
has agreed the findings of the Clinical team for 54 of those cases. However he has raised the 
status of 6 of the cases into the 3 category, and these will be subject to further discussion. lt is 
likely that OP ROCHESTER will also investigate the circumstances surrounding the 6 further 
cases. 

Subject to ongoing discussion with Mathew LOHN this is likely to raise the number of cases in 
the 3 category to 15. 

I had a further meeting with Steve WATTS yesterday, and we are both in agreement that in the 
absence of strong legal rationale for withholding the category 2's we will be releasing them to 
the GMC as soon as possible. I hope that this decision can finalised early next week and that we 
can deliver to the GMC the relevant documents. 

I confirm that the following information has been received from the local healthcare trust in 
respect of conditions pertaining to Or BARTON. 

Or Barton has undertaken not to prescribe benzodiazepines or opiate 
analgesics from 1 October 2002. All patients requiring ongoing therapy with 
such drugs are being transferred to other partners within the practice so 
that their care would not be compromised. 

Or Barton will not accept any house visits if there is a possible need for 
such drugs to be prescribed. Problems may arise with her work for Health 
Call as a prescription may be required for a 14-day supply of 
benzodiazepines for bereavement. 

Or Barton also agreed to follow up all previous prescriptions for high 
quantities using the practice computer system and the patients' notes. 

I have confirmed that these conditions still applied on 6th July 2004 with Hazel BAGSHAW the 
Pharmaceutical advisor for the local Healthcare trust. Over a 13month period from April 2003 Or 
BARTON had written a total of 20 prescriptions all for 2mg Diazepam to relatives of deceased, 
and had not prescribed any Diamorphine, morphine or other controlled drug. 

Finally, I am meeting with Steve WATTS this Friday to discuss OP ROCHESTER. He is out of 
force at the moment. We will consider the outline of his statement to the GMC and let you know 
on Friday what he is prepared to say. 

Regards. 
Dave WILLIAMS. Det Supt. 

*********************************************************************************** 

This electronic message contains information from Hampshire Constabulary which may be 
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• 

FW: OP Rochester. 

Fro m: Lou ise Povey r··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·c·ode·-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 
Sent: 29 J u ly 2 004 i3:1g··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

To: Williams, David (DQ) 
Subject: FW: OP Rochester. 

Dear Detective Superintendent Williams 

GMC101057-0517 
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Is there now a decision about releasing the category 2 material? If the decision is to release the 
material, when might I receive it? 

May we please have the outline of DCS Watts' intended statement. 

Thank you for your assistance. 

Yours 

.. ~9._l,!i§f:l_.P.Q.Y.~.Y. ... , 
! CodeA i 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

-----Original Messag~::::~-~---·-·-·-·-·-·-·· 
From: Louise Poveyl_ ____ ~-~-~~-~----·j 
Sent: 22 Jul 2004 13:00 
To: :·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·c·c;-de-"A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·: 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 
Subject: RE: OP Rochester. 

Dear Detective Superintendent Williams 

Thank you for this. I look forward to hearing from you early next week. 

Yours 

Louise Povey 

.. ~.::::~_Qr_i_giD_C!L.M~§§_C!9~-~:-.:::~---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·, 

I CodeA I 
!-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 
Sent: 21 Jul 2004 08:31 

To r:~:~:~:~:~:~~~~~~~:~~:~:~:~:~:J 
Subject: OP Rochester. 

Dear Mrs POVEY 

Thank you for your letter dated 13th July 2004 and accompanying note of our meeting of 6th 
July 2004. 
Apologies for the slight delay in responding. 

Firstly may I agree the accuracy of your note of our meeting. 

In addition I can now inform you that Mathew LOHN completed his quality assurance work 
yesterday 20th July and we expect his reports in respect of the category 2 cases this week. He 
has agreed the findings of the Clinical team for 54 of those cases. However he has raised the 
status of 6 of the cases into the 3 category, and these will be subject to further discussion. lt is 
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likely that OP ROCHESTER will also investigate the circumstances surrounding the 6 further 
cases. 

Subject to ongoing discussion with Mathew LOHN this is likely to raise the number of cases in 
the 3 category to 15. 

1 had a further meeting with Steve WATTS yesterday, and we are both in agreement that in the 
absence of strong legal rationale for withholding the category 2's we will be releasing them to 
the GMC as soon as possible. I hope that this decision can finalised early next week and that we 
can deliver to the GMC the relevant documents. 

1 confirm that the following information has been received from the local healthcare trust in 
respect of conditions pertaining to Or BAR TON. 

Dr Barton has undertaken not to prescribe benzodiazepines or opiate 
analgesics from 1 October 2002. All patients requiring ongoing therapy with 
such drugs are being transferred to other partners within the practice so 
that their care would not be compromised. 

Dr Barton will not accept any house visits if there is a possible need for 
such drugs to be prescribed. Problems may arise with her work for Health 
Call as a prescription may be required for a 14-day supply of 
benzodiazepines for bereavement. 

Dr Barton also agreed to follow up all previous prescriptions for high 
quantities using the practice computer system and the patients' notes. 

I have confirmed that these conditions still applied on 6th July 2004 with Hazel BAGSHAW the 
Pharmaceutical advisor for the local Healthcare trust. Over a 13month period from April 2003 Dr 
BARTON had written a total of 20 prescriptions all for 2mg Diazepam to relatives of deceased, 
and had not prescribed any Diamorphine, morphine or other controlled drug. 

Finally, I am meeting with Steve WATTS this Friday to discuss OP ROCHESTER. He is out of 
force at the moment. We will consider the outline of his statement to the GMC and let you know 
on Friday what he is prepared to say. 

Regards. 
Dave WILLIAMS. Det Supt. 

*********************************************************************************** 

This electronic message contains information from Hampshire Constabulary which may be 
legally privileged and confidential. Any opinions expressed may be those of the individual and 
not necessarily the Hampshire Constabulary. The information is intended to be for the use of the 
individual(s) or entity named above. If you are not the intended recipient, be aware that any 

disclosure, copying, distribution or use of the contents of the information is prohibited. If you 
have received this electronic message in error, please notify us by telephone +44 (0) 845 045 45 
45 or email to 

postmaster@hampshire.pnn.police.uk immediately. Pl-ease then delete this email and destroy 
any copies of it 

().11 f()Q f')()()A 
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All communications, including telephone calls and electronic messages 
to and from the Hampshire Constabulary may be subject to monitoring. 
*********************************************************************************** 
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This email and any files transmitted with it are confidential and intended solely 
for the use of the individual or entity to whom they are addressed. If you have 
received this email in error please notify gmc@gmc-uk.org 

General Medical Council 
178 Great Portland Street London W1 W 5JE 
Tel: +44 (0) 20 7580 7642 
Fax: +44 (0) 20 7915 3641 

*********************************************************************************** 

This electronic message contains information from Hampshire Constabulary 
which may be legally privileged and confidential. Any opinions expressed may 
be those of the individual and not necessarily the Hampshire Constabulary. 
The information is intended to be for the use of the individual(s) or entity named 
above. If you are not the intended recipient, be aware that any disclosure, 
copying, distribution or use of the contents of the information is prohibited. If you 
have received this electronic message in error, please notify us by telephone 
+44 (0) 845 045 45 45 or email to postmaster@hampshire.pnn.police.uk 
immediately. Please then delete this email and destroy any copies of it. 
All communications, including telephone calls and electronic messages 
to and from the Hampshire Constabulary may be subject to monitoring. Replies 
to this email may be seen by employees other than the intended recipient. 
*********************************************************************************** 
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Sent: 
To: 
Subject: 

Louise Povey C~~~~:~~t\~:~J 
13 Jul 2004 17:05 
Paul Philipl~~~~~~~~~~(i~~-e-~A~~~~~~~J Toni Smerdon l."~.·~--~--~-~~~~-~t\~.-~.-~.·J 
Barton 

GMC101057-0520 

In the absence of the promised police's note of our meeting, I have sent them our note and asked them to tell us when 
the CPS decision about release of category 2 material will be made and to provide a draft statement which we could 
consider using for the IOC. I have also drafted a response to the Chief Constable's letter of 2 July for Finlay (along the 
lines of' thanks- useful meeting -we now need to know when the CPS decision will be made - if we don't get what we 
want we will consider our position'.) 

Independently of what happens about the category 2 material and the IOC, is there merit in Mills & Reeve getting 
counsel's advice about how the investigation could proceed without the police material. If I recall corretly, Mark Shaw 
isn't the appropriate counsel for this task. May we please discuss. I will send an invitation to meet. 

Louise 

• 

1 



From: 
Sent: 
To: 
Cc: 
Subject: 

Paul 

Fin lay scott: -·-·-c-oCie·-A·-·-·-·1 
08 Jul 2004 19:34-·-·-·-·-·-·-·-·-·-·-·-· 

Paul Philip [~~~~~~~~~,~~~!~E~~~~~~~~L.-·-·· 
Toni Smerdon! Code A ! 
Operation Roch-esfer:-GO"sp-orfVvar Memorial Hospital 

I have seen the letter dated 2 July 2004 from Hampshire's Chief Constable. 

I would like to write soon to acknowledge the letter. Is it helpful? 

Did anything useful come from the meeting that was offered for 6 July 2004? 

Finlay 

1 

GMC101057-0521 



GMC101057-0522 

From: 
Sent: 
To: 

Louise Povey r·-·-Code-·A-·-! 
os Jul 2004 1 o-:-fs·-·-·-·-·-·-·-·-·- ··-·-·-·-·-·-·-·-·-·-·-. 
.E?~LP.hilip r·-·-·-·-c-o.cfe--A-·-·-·-·1 Toni Smerdon i-·-·-·-·-·cocfe·A-·-·-·-·-i Paul Hylton i Code A i 
\ Code A\ L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' •·-·-·-·-·-·-·-·-·-·-·-

Cc: 
Subject: 

;~~~~~~~~n [~~~~~~~~~§i~i~~~~~~~~~J 

All, 
Have chased the police this morning about the CPS's response. The CPS want to know more about the category 2 
cases and are waiting for the Matthew Lohn stuff before deciding what they will agree to release. OCI Oave Williams 
will send the note of the meeting he promised for Wednesday tomorrow (Friday) and confirmation of the CPS's 
position. 

I don't have a good feeling about this. My guess is that we will be led into more delay that gets us no where. 

Paul, I know that you want to go back to the IOC now but I don't think there is enough to get an order. May we please 
discuss. (I have looked at diaries and the next time you/me/Toni are in the building at the same time is late August but 
we do need to discuss before then!) 

Louise 

-----Original Message-----
From: Louise Povey i-·-co-de-A-·1 
sent: 06 Jul 2004 fr:-on·-·-·-·-·-·-·· 

~~; ~~~: ~~~~~~~~T~~£~~~~~;;1-·-·: Paul Hylton i-·-·-·-co-de-A-·-·-·1 Peter swain !·-·-·-·-c-~Ci~x·-·-·-·: 'Fiona Hawker' 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-· •·-·-·-·-·-·-·-·-·-·-·-·-·-·-·• L--·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Subject: Barton 

Paul, 
There will be an agreed note of the meeting (by Thursday) but the gist is this: 

1.The police have divided the cases into three categories. Category 1 =optimal care, no further action. Category 2 = 
suboptimal care (c. 60 cases). Category 3 = negligent care (9 cases, 4 of which are heading for the CPS by end 
September). 
2. When Matthew Lohn has finished his quality control work of the category 2 cases (planned to conclude by 16 July), 
subject to the CPS's agreement (which the police will know about today) they are happy to disclose to us relevant 
material in those cases (experts reports, witness statements etc). That will give us enough to go back to the IOC and 
we will do that in-house. 
3. In case the CPS refuse to disclose the category 2 material we explored the less satisfactory position we would then 

a be in and the police agreed that we could have the category 3 material after their interview under caution of Or Barton . 
.,That is planned for August/ September- the timing depends on the receipt of experts reports. I have a gut feel that the 

timing of that interview will slip. The police said that they have undertaken to the relatives to refer to the CPS by the 
end of the year so my guess is that is how long it will take. 
4. OCS Steve Watts continues to be content to give evidence at IOC. 
5. On the day after the last IOC, the Trust agreed a fresh undertaking with Or Barton re prescribing (the police will 
send written details) and the Trust evidence is that she has acted in accordance with that undertaking. 
6. If we got permission from the CMO to use the same source material as the Baker report and undertake our own 
investigation, the police would want to know exactly what we proposed to do as one case in the Baker report is in their 
category 3. 

I recommend that if we get the category 2 information by mid/end July we go back to the IOC with that. Toni is talking 
of a special IOC all day meeting. I don't think the IOC will suspend so we are probably hoping to get conditions re 
prescribing. One difficulty is that the IOC may take the view that the undertaking to the Trust - which the defence will 
say has worked effectively for some time - suffices. If the CPS won't agree to release the category 2 information, I 
know you are keen to get back to the IOC but all we have is a bit more information about numbers and helpful police 
input- probably not enough to make an order. In the light of the existing undertaking to the Trust, we may be better to 
keep our powder dry and go with the best application we can get, even if that is after September (which could quite 
possibly turn into Oecember/Jan 05 in my view.) 

I will send an agreed note of the meeting. 

Louise 

1 



·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
Toni Smerdonr·-·-·- Code A .\ 

From: 
Sent: 

Louise Povey[·-·-c-o.cie--A·-·1 

06 Jul 2004.J.:C~tL~~~~~~~~~~~~~~~~-" 

GMC101057-0523 

Paul Philip j Code A j -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
.T.~IJ.i __ §.meraonr:~~:~~:§~~""i~&:~~~~~~~~J Paul Hylton \" Code A l Peter Swain j-·-co(:ie_A._\ 
i Code A! 'Fiona Hawker' ~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· '·-·-·-·-·-·-·-·-·-·-· 

To: 
Cc: 

Subject: 'saiio-n 

Paul, 
There will be an agreed note of the meeting (by Thursday) but the gist is this: 

1. The police have divided the cases into three categories. Category 1 = optimal care, no further action. Category 2 = 
suboptimal care (c. 60 cases). Category 3 =negligent care (9 cases, 4 of which are heading for the CPS by end 
September). 
2. When Matthew Lohn has finished his quality control work of the category 2 cases (planned to conclude by 16 July), 
subject to the CPS's agreement (which the police will know about today) they are happy to disclose to us relevant 
material in those cases (experts reports, witness statements etc). That will give us enough to go back to the IOC and 
we will do that in-house. 
3. In case the CPS refuse to disclose the category 2 material we explored the less satisfactory position we would then 
be in and the police agreed that we could have the category 3 material after their interview under caution of Dr Barton. 
That is planned for August/ September- the timing depends on the receipt of experts reports. I have a gut feel that the 
•ng of that interview will slip. The police said that they have undertaken to the relatives to refer to the CPS by the 
~ of the year so my guess is that is how long it will take. 
4. DCS Steve Watts continues to be content to give evidence at IOC. 
5. On the day after the last IOC, the Trust agreed a fresh undertaking with Dr Barton re prescribing (the police will 
send written details) and the Trust evidence is that she has acted in accordance with that undertaking. 
6. If we got permission from the CMO to use the same source material as the Baker report and undertake our own 
investigation, the police would want to know exactly what we proposed to do as one case in the Baker report is in their 
category 3. 

I recommend that if we get the category 2 information by mid/end July we go back to the IOC with that. Toni is talking 
of a special IOC all day meeting. I don't think the IOC will suspend so we are probably hoping to get conditions re 
prescribing. One difficulty is that the IOC may take the view that the undertaking to the Trust - which the defence will 
say has worked effectively for some time- suffices. If the CPS won't agree to release the category 2 information, I 
know you are keen to get back to the IOC but all we have is a bit more information about numbers and helpful police 
input- probably not enough to make an order. In the light of the existing undertaking to the Trust, we may be better to 
keep our powder dry and go with the best application we can get, even if that is after September (which could quite 
possibly turn into December/Jan 05 in my view.) 

note of the meeting. 

1 
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From: Louise Povey i·-·-c-ocie·A-·-i 
Sent: o 1 J u 1 2 004_J..P~;;n.~.~-~-~-~-~-~-~-~:___ -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

,!?.f!J.JL.Philip L·-·-·---~-~~-~_t\ _________ j Toni Smerdon [_ ________ <;:9..~.~-~----·-___i Paul Hylton r·-c()"(fe·-p:·] 
! Code A i L--·-·-·-·-·-·-·-·-·-·· 

To: 

Cc: 
Subject: 

'Fie-tet swain r-·-·-·-·-·c-O"Cie·A"·-·-·-·-·-: 
FW: Dr BARTOi'f-·-·-·-·-·-·-·-·-·-·-·' 

-----Original Message-----
From: Louise Povey [~:~:~:~:~~~~:A:~:~:~:~:! 
Sent: 01 Jul 2004 16:30 
To : r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·c-ode·-A-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

sub j ~ct-·=-·-·rzE:·-;-·-i5r·-·aAR:T'-6i\L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Dear Mr Williams 
This is very good news and I look forward to seeing you and DCS Steve Watts on Tuesday 
6 July at 9am. Paul Philip (Director of Fitness to Practise), Toni Smerdon (Principal 
Legal Advisor) and Paul Hylton (Legal Assistant) will also be at the meeting. I note 
that you have to leave at lOam. 

We are very pleased that you are now in a position to release information. Our 
immediate concern is whether this case should be referred to our Interim Orders 
Committee (IOC) which could limit the doctor's registration. Information which would 
assist us in this regard is the extent of the police's concerns (e.g. the patient 
names and number of cases the police are considering) and the reasons for those 
concerns. Would a police representative be willing to provide a statement for the IOC 
or attend the roe meeting? 

More generally, we would also be very interested to learn what information the police 
can disclose about its investigation, which witnesses/lines of enquiry would the 
police object to us pursuing and the future timetable of the case. 

Yours 

Louise Povey 
Manager, Special Projects 

!": . .::-_::.::_:-_OriQi..nal._.M.es.s.ao.e.::._.,_::.::_::.._. _______________________________________________________ ; 

i Code A ! 
! i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 
Sent: 30 Jun 2004 12:03 

~~~j ~~~~~~~~~~~~1f.;~~~~~~~~~J 

Mrs POVEY. 

I have recently returned from leave. 
I will be in London visiting the CPS on Tuesday the 6th July 2004. 
I understand that you work Tuesdays and Thursdays. 
Would you like to meet about 0900hrs to discuss ongoing investigations/timescales etc. 

Regards. 

Dave WILLIAMS. 
Detective Chief Inspector . 

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

! CodeA ! 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

*********************************************************************************** 
This electronic message contains information from Hampshire Constabulary which may be 
legally privileged and confidential. Any opinions expressed may be those of the 
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individual and not necessarily the Hampshire Constabulary. The information is intended 
to be for the use of the individual(s) or entity named above. If you are not the 
intended recipient, be aware that any 
disclosure, copying, distribution or use of the contents 
prohibited. If you have received this electronic message 
telephone +44 (0) 845 045 45 45 or email to 

of the information is 
in error, please notify us by 

postmaster®hampshire.pnn.police.uk immediately. Please then delete this email and 
destroy any copies of it. 
All communications, including telephone calls and electronic messages 
to and from the Hampshire Constabulary may be subject to monitoring. 
**'********************************************************************************* 
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Mrs POVEY. 

I have recently returned from leave. 
I will be in London visiting the CPS on Tuesday the 6th July 2004. 
I understand that you work Tuesdays and Thursdays. 

GMC101057-0526 

Would you like to meet about 0900hrs to discuss ongoing investigations/timescales etc. 

Regards. 

Dave WILLIAMS. 
Detective Chief Inspector. 

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

! CodeA ! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·---~ 

*********************************************************************************** 
This electronic message contains information from Hampshire Constabulary which may be 
legally privileged and confidential. Any opinions expressed may be those of the 
individual and not necessarily the Hampshire Constabulary. The information is intended 

~to be for the use of the individual(s) or entity named above. If you are not the 
~intended recipient, be aware that any 

disclosure, copying, distribution or use of the contents of the information is 
prohibited. If you have received this electronic message in error, please notify us by 
telephone +44 (0) 845 045 45 45 or email to 
postmaster®hampshire.pnn.police.uk immediately. Please then delete this email and 
destroy any copies of it. 
All communications, including telephone calls and electronic messages 
to and from the Hampshire Constabulary may be subject to monitoring. 
*********************************************************************************** 
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2000/2047 
Or J A Barton 

Chronology for GMC case (to 18 May 2004) 

27/07/00 Hampshire Constabulary notify GMC of allegation by Gladys 
Richards' family that she had been unlawfully killed as a 
result of treatment received at Gosport War Memorial 
Hospital and confirmed that Or Barton appeared to be 
responsible for her care. 

June 2001 IOC considered and made no order. 

February 2002 CPS decide not to proceed with criminal case. Disclosure 
to GMC of Crown's papers which includeda report on the 
management of a further four patients at Gosport War 
memorial Hospital. 

21 March 2002 IOC considered again, including the additional information 
on the four patients, and made no order. 

29 August 2002 PPC considered and referred the five cases to PCC. 

August 2002 Police send their case papers to CPS because of concerns 
by family members that there was no case to be raised 
against Or Barton. 

19 September 2002 IOC considered and made no order. 

19 September 2002 Hampshire and Isle of Wight NHS Health Authority sent to 
GMC a file of correspondence relating to concerns about 

• the use of diamorphone on patients in 1991. GMC 
consulted Matthew Lohn as to whether this merited a further 

I 
referral to IOC. 

9 October 2002 Matthew Lohn replies that" ... Screeners would be 
misdirecting themselves if, having seen the new papers, 
they were to refer the matter for further consideration by the 
IOC". 

September/October Police reopened their investigation and the GMC's 
2002 investigation put on hold. Police decide to investigate all I 

deaths of patients under Or Barton's care at the Hospital. 

I 
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30 September 2003 Police meet with linda Quinn, GMC, and said that following 
a review by experts, the findings in respect of the patients' 
deaths were that 25% were optimal, 50% were sub-optimal 
but causation unclear, 25% cause of death unclear (all 
percentages approximate). Police asked whether the case 
would be reconsidered by IOC on the basis of this 
information, but would not agree to disclose any of their 
papers because they knew that GMC would have to 
disclose to doctor if the case were to go back to IOC. 

October 2003 Matter referred to Screener, with all available information. 
Screener does not consider that it should go back to IOC. 

7 January 2004 LQ requests update on progress from police. 

28 January 2004 Police indicate that unable to provide further information at 
that point. 

6 February 2004 LQ confirms to police that GMC inquiries on hold pending 
conclusion of their investigations. 

February 2004 Paul Philip meets with CMO, at CMO's request, to discuss 
Barton case and Richard Baker's report (which PP had not 
seen in advance of meeting). 

27 February 2004 Meeting between GMC (Paul Philip, Jackie Smith and Linda 
Quinn), Hampshire Constabulary (DCS Watts, 01 Niven and 
one other) and FFW (Matthew Lohn). To summarise 
police's position, they were still investigating, did not know 
when the investigation would be complete, did not know 
when they would be ready to interview Or Barton, and were 
not willing to give the GMC any information/evidence unless 
the GMC guaranteed not to pass it on to Or Barton. 

5 May 2004 Peter Steel wrote to Hampshire Constabulary. 

2 
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2000/2047 
Or Jane Barton 

Date of PPC referral to PCC: 28 August 2002 

Considered by IOC on three occasions -June 2001, March 2002 and 
September 2002 - no order made 

GMC solicitors: None at present 

GMC101057-0540 

The GMC's case against Or Barton began in July 2000 following referral by the 
Hampshire Constabulary which had started an investigation into the circumstances 
surrounding the death of Gladys Richards, a geriatric patient at Gosport War 
Memorial Hospital. The police investigation was subsequently extended to four other 
deaths, Arthur "Brian" Cunningham, Alice Wilkie, Robert Wilson and Eva Page. 

In February 2002, the Crown Prosecution Service decided against a criminal 
prosecution. At this point the relevant papers were disclosed to the GMC to decide 
on any issues of serious professional misconduct or seriously deficient performance. 
In August 2002, the case was referred by the GMC's Preliminary Proceedings 
Committee for hearing before the Professional Conduct Committee ('PCC'). 

The case has been referred to IOC on 3 occasions (June 2001, March 2002 and 
September 2002) for consideration of whether Or Barton's registration should be 
restricted prior to hearing before the PCC. 

On 28 May 2002, Mrs Mackenzie (daughter of the late Gladys Richards) wrote to the 
GMC. She copied the letter to David Blunkett MP, Hampshire Constabulary, Nigel 
Waterson MP, Peter Viggers MP, the Police Complaints Authority, the CPS and 
David Parry of Treasury Counsel. She was concerned about the failures of the 
police investigation. As a result, the police investigation was reopened. In July 
2002, the then Commission for Healthcare Improvement published a report entitled 
"Gosport War Memorial Hospital Investigation into the Portsmouth Healthcare NHS 
Trust". The report did not name Or Barton specifically, but referred to the criminal 
investigations and criticised the systems in place at the time. 

On 30 July 2002, Mrs Mackenzie informed the GMC that the police were seeking 
advice from the CPS about the investigations and as a result were reconsidering the 
5 cases. In November/December 2002, following discussions between the police 
and the CPS, it was decided that the police investigation should be continued and 
expanded, and FFW was asked to consider postponing the PCC hearing (which at 
that point was anticipated to take place in April 2003). Accordingly the case was 
removed from the GMC's lists. 

On 30 September 2003, I met with the police who reported that the review of all the 
deaths of patients under Or Barton's care at the hospital had suggested that the 
treatment of some 15 or 16 fell into the category of "negligence, cause of death 
unclear". At that point, the police anticipated interviewing Or Barton, once a second 
team of experts had reviewed these cases, which they believed would be January 
2004. They indicated that they were unable to provide full details of their · 



investigation, as this could jeopardise further investigations and the proposed 
inteNiew of Or Barton. 

GMC101057-0541 

Until end September 2003, the GMC had been represented by FFW in this matter. 
However as Matthew Lohn had by that time been appointed by the police to assist in 
the quality control check on the experts findings, FFW withdrew from the GMC side 
to avoid and conflict of interest. 

On 2 October 2003, I wrote to the police indicating that the GMC was considering 
referring Or Barton's case yet again to the Interim Orders Committee and requesting 
a detailed written summary of the evidence they had obtained, including any report 
prepared by the team of experts. The police replied on 6 October 2003, confirming 
the content of their discussions with me on 30 September 2003 and stating: " ... our 
primary concern always is the safety of the public. That said, we are also expected 
to investigate serious allegations such as those involved here in a professional and 
ethical manner. We therefore have to strike a balance between conducting our 
investigation in the appropriate fashion whilst realistically assessing the risk to public. 
Put simply, our ability to disclose information would need to be based on an 
assessment of the risk that was presented now by Or Barton." 

A Medical Screener of the GMC again considered the case with a view to referring 
Or Barton to the Interim Orders Committee in November 2003. However, the 
Screener felt that as a result of the lack of new evidence, the IOC would come to the 
same decision as previously. 

On 7 January 2004, I wrote to the police, asking for an update on progress. They 
replied on 28 January 2004, indicating that they were unable to provide any further 
information at that point. 

I wrote again on 6 February 2004 saying that the GMC had no further information 
about the case and that the GMC's inquiries were on hold pending conclusion of the 
police investigations. 

On 27 February 2004 there was a meeting between the GMC (Paul Philip, 
Jackie Smtih and LQ), Hampshire Constabulary (OCS Watts and Dl Niven) and FFW 
(Matthew Lohn). A summary of the police's position is that they were still 
investigating, did not know when the investigation would be complete, did not know 
when they would be ready to inteNiew Or Barton, and were not willing to give the 
GMC any of the information they have so far unless we guarantee not to pass it on to 
the doctor (which they know we cannot guarantee). 

At Paul's request, Peter Steel wrote to the Hampshire Constabulary on 5 May 2004 
setting out our position and asking when they think their investigations will be 
concluded, with what result, and to reconsider whether there is any information they 
can release to us now. 

There is a patients' group in connection with Or Barton's case, and it is represented 
by Alexander Harris. 

Linda Quinn 
7 May 2004 
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Memorandum To Paul Philip 

From Linda Quinn 

Date 30 September 2003 

Copy Jackie Smith 

Or J A Barton (2000/2047) 

1. I have today met with two officers from Hampshire Constabulary who sought the 
meeting in order to update the GMC on the progress of their investigations. 

2. 1 attach my note of the meeting at flag A, and for background, I attach a copy of a 
memo dated 13 September 2002 at flag B. 

3. Consideration needs to be given to whether the information supplied by the 
police this morning (plus the written summary they could provide if asked) is 
sufficient fresh information for the matter to be referred to IOC. 

4. I note from the casefile that when we initially received the 1991 information in 
September 2002, it was not considered sufficient to go back to IOC with 
(Peter Swain's email of 24 September 2002 -flag C). 

5. However, the police have now had 62 cases involving Or Barton analysed by a 
team of experts, and the finding in some 15 or 16 cases are "negligence, cause 
of death unclear". 

6. As can be seen from paragraph 5 of my note, ·the results are to be quality 
checked. 

7. If the case is to be reconsidered by IOC in the light of new information, it will be 
necessary to decide whether this should be done after the quality check on the 
first set of experts' findings, or whether it should be done after the second set of 
experts report to the police (possibly January 2004). 

B. Or Barton's case has been considered by IOC three times so far, and in each 
case no order was made. 

9. The police are updating Alexander Harris (for the families) this afternoon, and the 
strategic health authority on Friday 3 October 2003. These updates may 
generate inquiries to the GMC. 
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MEMORANDUM To: Peter Steel 

From: Julie Gardner 

Date: 16 June 2004 

Or Neil Burman 
Health Committee Case: 09:00 Friday 25 June 2004 

Please find attached proof of service from Mission Express, in respect of this case. 

I am forwarding this to you in Claire McNally's absence. 

Regards 
,--·-·-·-·c·o(ie·-·A-·-·-·-·1 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 



From: 
Sent: 
To: 
Cc: 
Subject: 

Importance: 

Reg 

Neil Jinks [-·-·-·-·-·c;c;·Cie_A_·-·-·-·-·: 
11 Jun 2004-HH·g-·-·-·-·-·-·-·-·-·" 

r-·-·-·-·-·-·-·-·-·c·o-cie-·-A·-·-·-·-·-·-·-·---~ 

'ProofofdiiiTve_iY_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

High 

GMC101057-0549 

Thanks for emailing Heather Cook on 7 June 2004 to notify her that a package had been delivered and signed for by 
Or Burman on 26 May 2004. I would be grateful if you could let me have urgently in Claire McNally's and Heather's 
absence proof of delivery in terms of whatever confirmation of delivery that you received from the courier. Details are: 

Or Neil Burman 
,--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 
i i 

i Code Ai 
i i 
i i 

-~:-·~-~~:~-~~:·-~;nt on 18 May 2004. 

As you know, we need to prove service at the Health Committee hearing and the confirmation from the courier is 
required. 

Many thanks. 

Neil 

1 
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Message 

e Toni Smerdon [_-_-_-_~p-~~--~----_-_-_1 
From: Louise Povey :-·-·-co-Cie·-p;-·-·: 

L-·-·-·-·-·-·-·-·-·-·-·-·~ 

Sent: 18 Jun 2004 08:51 

To: Toni Smerdon r·-·-·-·-Code·-A-·-·-·-·l 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Subject: FW: New case of Barton 

-----Original Message:.~::.=-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·­
From: Fiona Hawker! Code A i 
Sent: 15 Jun 2004 ll·:-2~r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

To: 'Louise Povey :-·-·-c-ode-·A·-·-·: 
subject: RE: New'·e:-ase·-arsa·rton 

Hello Louise -

GMC101057-0551 

Page 1 of 2 

·----------------------

1 shall call you on Friday, and 1st July is OK for me for a meeting -afternoon would be better but my morning 
appointment may well be moveable if pm doesnt work for you. I am on holiday next week but have blocked e out 30/6 to read the papers. We can speak Friday about whether anything will need doing while I am away­
as you are probably aware we have retained some of the team that were doing the work for you so we have 
skills and capacity. 

Sounds interesting! 

Regards 

Fiona 

Dear Fiona 
I have left a message with one of your colleagues. Would you please give me a call re a new case of 
Barton. I spoke to David Locke last week about Mills & Reeve's capacity to take this case on. 

lt is a high profile case where FFW have a conflict of interest and can no longer act. We hope to have 
FFW papers with us by Friday and we could get them up to you mid next week. Soon thereafter, it 
would be useful to have a meeting with you, Paul Philip, me and others. How does the afternoon of 1 
July sound? 

Hope to speak to you soon. I am in the office next of Friday- perhaps you could call me then. 

Thanks 
Louise Povey 

r·-·-·-·-c;-c;·cfe·-A-·-·-·-·: 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

This email and any files transmitted with it are confidential and intended solely for the 
use of the individual or entity to whom they are addressed. If you have received this 
email in error please notify gmc@gmc-uk.org 

General Medical Council 
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DRJANE BARTON 

SUMMARY OF BAKER REPORT 

Overview 

Commissioned by CMO and written by Head(?) of Department of Health Sciences, 

University of Leicester. 

Completed in October 2003 . 

Audit of care of 81 patients (random sample) who died within DMfEP (not just under Dr 

Barton's care) at GWMH from 1988 to 2000. 

Only documentary evidence audited and no opportunity g1ven for relatives or staff 

(including Dr Barton) to comment on issues or findings. 

Conclusions 

• A practice of almost routine and liberal use of opiates before death was followed 

in order to "make [patients] comfortable": culture of limited hope/expectation 

towards recovery. 

• Patients who experienced pain and whose death was expected in the short term 

were given opiates. 

• Alternative treatment with other pain-relief and detailed assessment of the cause 

of pain/ distress was generally ruled out. 

• Practice (of premature use of opiates) began in 1988 at latest. 

• Impossible to identify its origin but Dr Barton may merely have implemented it. 

• It almost certainly shortened the lives of some patients. 

• In some patients, determined rehabilitation could well have led to a different 

outcome. 

• In some (but fewer) cases it is probable that patients would otherwise have had a 

good chance of being discharged from hospital alive. 

• Opiates administered to almost all sampled patients regardless of illness. 

1 
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• Opiates often prescribed before needed (often on admission), even if not 

administered for days or weeks. 

• Proportion of patients who received opiates before death was remarkably high. 

• Difficult not to conclude that some patients were given opiates but should have 

received other treatment. 

• Many records did not show a careful clinical assessment before use of opiates or 

a proper stepped approach to management of pain in palliative care. 

• Records often poor: silent on recent fractures, on deteriorations and their causes 

and on causes of pain. 

• Most patients had acute, chronic illness and were believed unlikely ever to be 

capable of discharge to nursing home. 

• Unlikely that death rate was higher than in a comparator unit. 

• Starting doses were too high. 

• In 16 cases, because of inadequate records, there were concerns about the 

indications for starting opiates, the investigation of pain or the choice of pain­

relief. 

• Dr Barton was part of a team (under a consultant) but she: 

issued most of the MCCDs; 

made most of the entries in records; and 

was responsible for most of the prescribing. 

Recommendations 

• Audit reinforces concerns (raised by relatives) so investigations should continue. 

• Rota followed by Dr Barton and partners should be obtained and analysed to 

explore patterns of death. 

• National and local policies/ guidelines on opiate medication should be devised 

and applied. 

• Use of opiate medication should not be limited to needy patients; sometimes 

insufficient opiates was used. 

• Better statistics/codes should be compiled to enable better monitoring in future. 

2 
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1 October 2004 

Ref: TS/IOC 

The Clerk to Roger Henderson QC 
Henderson Chambers 
2 Harcourt Buildings 
Temple 
London EC4Y 908 

BY COURIER 

Dear Sir/Madam 

GMC101057-0594 

GENEI\_AL 
M._EDICAL 
COUNCIL 
ProtectinB patients, 

auidina doctors 

I write further to the arrangement with Ms Smerdon of our office and now enclose the 
papers in relation to the case of Or Barton to be heard before the Interim Orders 
Committee on 7 October 2004. 

Once Counsel has read the papers, then he should not hesitate to contact Ms Toni 
Smerdon of Instructing Solicitors. 

Yours faithfully 

~---c-~d-~--A-·1 
! i 

l_ ____ Ailtliony·-om~ 
Solicitor • ~---c-o-tie--A--1 

! i 
! i 
'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--~ 

Enc. 

·178 Great Portland Street London WIW SJE Telephone o2o 7.)8o 7642 Fax o2o 791t; 3641 

email gmc@gmc-uk.org www.gmc-uk.org 
Registered Charity No. 1089278 
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HAMPSHIRE CONSTABULARY 

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

< >ur R~:f. < >pcration Roch~:slcr 

Your l~d·. 

Judith Chrystie 
Field Fisher Waterhouse 
3 5 Vine Street 
London 
EC3N 2AA 

Dear Judith 

RECEIVED 

Western A rea Headqua rtcrs 
12-18 Hulse Road 
Southampton 
Hampshire 
5015 2JX 

Td. OX45 04554545 

Fax. 02.\ X05'J'JXIX 

2"0 December 200::?. 

Re Operation Rochester- Gosport War Memorial Hospital. 

You will recall that on the 201
h November 2002 DS Kenny and I met with you at your 

offices in Vine Street. At that time l was able to provide you with a background of our 
investigation into certain deaths that had occurred at the above hospital. 

You indicated to us that the General Medical Council were conducting an enquiry in respect 
of the professional conduct of Or Jane Barton and that you anticipated that a hearing may 
take place in April 2003 in respect of potentia! misconduct allegations. You further 
indicated that in the event of the police conducting a crimina! investigation into the same 
circumstances, that those proceedings could be pended until the outcome of the police 
investigation was known. 

GMC101057-0701 

I was able to inform you that our investigation was ongoing and lil-.:ely to take some duration 
and certainly not be concluded before April 2003. I also indicated that the police were due 
to have a meeting with the Crown Prosecution Service on the 28th November 2002 and that 
the extent of the police investigation would not be clear until after that meeting. 

I am now able to tell you that the arranged meeting with the CPS took place. It was agreed 
on the basis of what was discussed to continue and expand the investigation. I have been 
asked by the Senior Investigating Officer, Detective Chief Superintendent Steve Watts, to 
notify you of this fact and to formally ask you to consider pending the anticipated hearing in 
April until further notice. 



- 2-

Within the usual accepted restraints, I will undertake to keep you appraised of 
developments. Whereas our roles within this matter are quite clearly and quite rightly 
ditl'erent, it can only be in the interest of justice and the public that we continue to liaise 
wherever appropriate. 

If I can assist you any further, please do not hesitate to contact me. 

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

Code A 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Nigel Niven 
Detective Inspector 7445 
Major Crime Investigation Team 
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Your reference: 
In reply please quote · MK/2000/2047 

GENEI\_AL 
M._EDICAL~ ... > 

COUNCIL 
Please address your reply to Conduct Case Presentation Secti~fcfi~ patients, 

Fax 020 7915 3696 auidin9 doctors 

4 October 2002 

Ms J Miller 
Commission for Health Improvement 
1 03 - 1 05 Bun hill Row 
London EC1 Y 8TG 

Dear Ms Miller 

Re: Or J A Barton 

As you already know, the Council's Pre..lill]inary Proceedings Committee recently 
referred the case of Or Barton for" inquiry by the Professional Conduct Committee 
and we are now preparing for that. 

I already have a copy of the CHI report on the Gosport War Memorial Hospital dated 
July 2002. When we last spoke you indicated that you would be prepared to make 
available the background documentation gathered and prepared by yourselves and I 
should now be grateful if you would copy the same to me as soon as possible. 

If you wish to discuss this matter please do not hesitate to contact me on the 
number below. 

Yours sincerely 

~--c-o-ae--A--1 
l-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Michael Keegan 
Conduct Case Presentation Section r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
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FIELD FISHER WATERHOUSE 

attendance note 
Name: JZC 

Att: Julie Miller 

Duration: 

Dr. Barton 

GMC101057-0722 

THE EURI:IPEAN LEGiL : . 
ALLIANCE 

I Call type: Telephone call (out) 

From: 

I Date: 

Commission for Health Improvement 
(CHI) 

4 December 2002 

JZC telephoning Julie Miller, at the Commission for Health Improvement (CHI). 

JZC introducing herself. Julie Miller had received JZC's letter and was happy to cooperate as far as 
possible. 

JZC advising that that day she had received a formal request from Hampshire Constabulary to stay 

the GMC proceedings pending the conclusion of the police Inquiry. JZC stating that she had, 

however, received confirmation from the police that it would be appropriate for her to visit CHI in 
order to examine the documents. JZC stating that she did not intend to take any action other than to 

request copies of the documents; for example, she did not intend to contact any of the witnesses that 

CHI had obtained statements from during their own enquiries. 

JZC stating she was anxious not to do anything to prejudice the police enquiries but she did wish to 

be 'ahead of the game' once the police enquiries had concluded and the GMC could continue with 

their own investigations. 

Julie Miller stating that she was more than happy to assist. She would, as a matter of courtesy, write 

to the Trust in order to identify the documents that JZC had requested on her schedule. Copies would 

be provided within the next week or so. 

In addition, Miss Miller stating that if JZC intended to contact any of the witnesses that had 

previously been examined by CHI, she would prefer to write through to th~ witnesses first to warn 

them that FFW may be contacting them. JZC appreciating that Miss Miller would wish to contact the . 

witnesses and this would be a continuity of correspondence. 

2247977 v1 
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Miss Miller stating that a new system of collation had been used which used codified information 

when interviewing witnesses. Stating that there were, however, handwritten notes of the discussions .. · 

with the witnesses. She would discuss the ways in which information had been recorded with JZC on 

the visit. JZC considering John Offord's diary and her own and agreeing with Miss Miller that JHO 

and herselfwould visit CHI on 14-15 January 2003 in order to examine the documentation. 

-' ,2 



FIELD FISHER WATERHOUSE 

Our ref: JZC/lUN00492-1474212126843 vi 

Strictly Private & Confidential 

Ms Julie Miller 
Commission for Health Improvement 
Fins bury Tower 
103- 105 Bunhill Road 
London EC 1 Y 8TG 

28 November 2002 

Dear Ms Miller 

General Medical Council - Dr. J Barton 

GMC101057-0724 

-.:;, ·. 

This firm is instructed on behalf of the General Medical Council in pursuing an investigation into the 

conduct of Dr. Jane Barton. The matter has been provisionally listed for a disciplinary hearing before 

the GMC's Professional Conduct Committee in April2003. 

I am the solicitor with conduct of the case. A copy of the CHI Report into the investigation at 

Gosport War Memorial Hospital has been forwarded to me. I am eager to analyse a number of the 

relevant documents and evidence amassed during your investigations and understand from the GMC 

that you are able to assist. 

The documents I would like to examine are listed in Appendix A to the Report. I attach a schedule 

which identifies the documents I would appreciate analysing. Please could you arrange for copies of 

the documents to be forwarded to me. This firm will be responsible for your reasonable copying 

costs. Alternatively, you may wish to forward the documents you hold to this firm. We shall make 

copies immediately and return the original versions to you. Perhaps you could telephone me in order 

to discuss which way you would like to proceed. 

In addition, I note that the investigation interviewed a number of stakeholders and Staff and non­

executive directors at Portsmouth Healthcare NHS Trust. I should be grateful if I, and my colleague, 

John Offord, could visit your offices in order to read the statements and identify those individuals 

who may assist the GMC Inquiry. 

Field Fisher Waterhouse 35 Vine Street London EC3~J 2AA 

Tel +44 (0)20 7861 4000 Fax +4d (0)20 7488 0084 e-mail info@ffwlaw.com london@ihealliancelaw.com 

www.ffwlaw.com www.thealliancelaw.com CDE 823 

London Berlin Dublin Dusseldorf Edinburgh Essen Ft·ankfurt Glasgow Hamburg Munich Paris 

R\!qula<ed Of t11e Law Soctety. A ;,s! or the narnes of the partners of FFW ar.d the1r prmess.onal quahftcahons 15 open to 1nspect10n at !he abcve offrce 
The partners are e1th£!r solici!Ors or regtstered fore1gn Jaw:ters. 
The European Legal Alliance is an alliar.ce at independent law t.rms. 

-
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At present, we would not intend to contact any of those individuals. We are advised that there is an 

ongoing police investigation and we have given assurances to Hampshire Constabulary that we will. 

not contact witnesses or undertake· any task which could prejudice their investigation. We have, 

however, specifically requested whether it would be possible for us to analyse your records and are 

advised that this would not hamper police enquiries. 

In addition, we would not propose to contact any witnesses interviewed by CHI until you have had an 

opportunity to write to those individuals to place them on notice. Again, perhaps we could discuss 

this issue over the phone? 

I look forward to hearing from you. I am afraid that I will, however, be out of the office on annual 

leave until 3 December 2002. 

Thank you in advance for your cooperation. 

Yours sincerely 

r·-·-·c-o·CI·e-·-A-·-·1 
' ' FP '-r?.~~~~!~~~~~'Y~~~~~~~~~~~~~~! 
i CodeA i 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 
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General Medical Council 

Dr. Jane Barton 

Schedule of Documents 

Documents relating to Portsmouth Healthcare NHS Trust 

1. Our work, our values - a guide to Portsmouth Healthcare NHS Trust, Portsmouth 

Healthcare NHS Trust, undated. 

2. Annual reports, Portsmouth Healthcare NHS Trust- 1998-1999 

c-:. 3. Looking forward ... the next five years 1995-2000, Portsmouth Healthcare NHS Trust 

e 1994 

4. Business plans 1998-1999, 1997-1998, Portsmouth Healthcare NHS Trust 

5. National service framework: older people steering group (district wide 

implementation team) documents, Isle of Wight, Portsmouth and South East 

Hampshire health authority, undated 

6. Portsmouth Healthcare NHS Trust, Quality report - governance indicators, quarter 

ending 31 December 1998, 30 September 1998, 30 June 1998, 31 March 1998, 31 

December 1997, 30 September 1997, 30 June 1997 

7. Improving quality - steps towards a First class service, Portsmouth Healthcare NHS 

Trust September 1998 

8. Strategy for human resource management and important human resource Issues, 

Portsmouth Healthcare NHS Trust, personnel director, October 1996 

9. Human resource management, Portsmouth and South East Hampshire Health 

Authority Community Health Care Services, November 1991 

10. Clinical Stroke service guidelines, Department of medicine for elderly people, 

undated 

11. Reaudit evaluation of compliance with revised handling assessment guidelines, 

Portsmouth Healthcare NHS Trust, June 1998 -November 1998 

12. Health records all specialities core standards and procedures, Portsmouth Healthcare 

NHS Trust (incorporating East Rants Primary Care Trust and Portsmouth City 

Primary Care Trust), December 1998. 

2126874 v1 -
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. 
13. Referral to old age psychiatry form, Portsmouth Healthcare NHS Trust, undated 

14. Patients affairs procedure - death certification and post mortems, department of 

medicine for elderly people, Queen Alexandra Hospital, (undated) 

15. Audit ofpatient records, December 1998- July 1998, Portsmouth Healthcare NHS 

Trust 

16. Audit of nutritional standards, October 1997 - April 1998, Portsmouth Healthcare 

NHS Trust, undated. 

(7. .. 

•• 17 . Wessex palliative care handbook: guidelines on clinical management, fourth edition, 

Portsmouth Healthcare NHS Trust, Portsmouth Hospitals NHS Trust, The Rowans 

(Portsmouth Area Hospice), undated 

18. National sentinel clinical audit, evidence based prescribing for older people: Report 

of national and local results, Portsmouth Healthcare NHS Trust, undated 

19. Compendium of drug therapy guidelines 1998 (for adult patients only), Portsmouth 

Healthcare NHS Trust, Portsmouth Hospitals NHS Trust, 1998 

20. Draft protocol for prescription and administration of diamorphine by subcutaneous 

infusion, medical director, Portsmouth Healthcare NHS Trust, 15 December 1999 

21. Administration of controlled drugs - the checking role for support workers: guidance 

note for ward/clinical managers, Portsmouth Healthcare NHS Trust, February 1997 

22. Suiih-nary medicines use 1998/1998 to 2000/2001 for wards Dryad, Daedalus and 

Sultan, Portsmouth Hospitals NHS Trust pharmacy service, April 2002 

23. Clinical nursing development, promoting the best practice in Portsmouth Healthcare, 

Portsmouth Healthcare NHS Trust, January 1998 

24. Anonymised correspondence on complaints relating to Gosport War Memorial 

Ho~ital since 1998 

25. Learning from experience: action from complaints and patient based incidents, 1998 

- 200 I, Portsmouth Health care NHS Trust 

26. Risk management strategy 1998/2001, Portsmouth Health care NHS Trust 

Documents relating to the Department of Medicine for Elderly People at the 

2126874 v1 
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Gosport War Memorial Hospital 

27. Dryad ward away day notes, Gosport War Memorial Ho~ tal, 18 May 1998 

28. Go sport War Memorial Hospital key objectives 1998/1999, 1997/1998 and 

1995/1997, Portsmouth Healthcare NHS Trust 

29. Gosport War Memorial Hospital leaflet and general information, Portsmouth 

Healthcare NHS Trust, undated 

30. Patient throughput data from Sultan, Dryad and Daedalus wards 1997/1998, Fareham 

and Gosport primary care groups, April 2002 

('"D 

e 
31. Fareham and Gosport older persons' locality implementation group progress report. 

Isle of Wight, Portsmouth and South East Hants Health Authority, Fareham and 

Gosport primary care groups, undated 

32. Development of intermediate care and rehabilitation services within the Gosport 

locality, Portsmouth Healthcare NHS Trust, undated 

33. Job description: clinical assistant position to the geriatric division in Go sport, 

Portsmouth and South East Hampshire Health Authority, A.2_ril 1988 

34. Correspondence re: consultant in medicine for the elderly contract, Wessex Regional 
Health Authority, 28 January 1992 

35. Essential information for medical staff department of medicine for elderly people, 

Portsmouth Healthcare NHS Trust, undated 

36. Department of medicine for elderly people, consultant timetables August 1997 -

November 2001, Portsmouth Health care NHS Trust 

37. Development of intermediate care and rehabilitation services within the Gosport 

locality, Portsmouth Healthcare NHS Trust, undated 

38. Supervision arrangement consultant timetable at Gosport War Memorial Hospital 

1998 - 2001, Portsmouth Healthcare NHS Trust 

39. Vacancy levels 1998- 2001 for Sultan, Daedalus and Dryad, Portsmouth Healthcare 

NHS Trust, 21 November 2001 

40. Sickness absence statistics for Sultan Ward, Gosport War Memorial Hospital, 1998-
2001, undated 
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41. Wastage for qualified nurses- Daedalus, Dryad and Sultan Ward, undated 

42. Winter escalation plans elderly medicine and community hospitals, Portsmouth 

Healthcare NHS Trust, undated 

43. Audit of detection of depression in elderly rehabilitation patients, January -

November 1998, Portsmouth Healthcare NHS Trust, undated 

44. Community hospitals: guidelines for confirmation of death, Portsmouth Healthcare 

NHS Trust, policy date May 1998 

45. Competence record and development for qualified nurses 1998-2001, Sultan Dryad 

and Daedalus wards 

Other Documents Relating to Gosport War Memorial Hospital 

46. Clinical governance and clinical quality assurance, the baseline assessment 

framework, NHS Executive south east region, 1999 

47. Clinical governance, Audit 1998/1999 and Summary report, District Audit, 

December 1999 
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A Review of Deaths of Patients at Gosport War Memorial Hospital 

Thank you for coming to our meeting on 11 February 2004 to discuss progress at 
the Gosport War Memorial Hospital and in particular Professor Baker's Report. 

As you know, following allegations about the care and treatment of elderly patients 
at Gosport War Memorial Hospital, both the Police and the Commission for Health 
Improvement (CHI) have investigated allegations dating back to 1997. These 
focused on prescribing practices in a small number of wards in the hospital. 

While initial investigations by the Police were inconclusive, investigations were 
reopened last year following further allegations about patient care. That 
investigation, into 62 deaths, is continuing and is unlikely to conclude before the 
summer of 2004. 

In the meantime, on 5 September 2002, in the light of concerns raised by both the 
police and CHI, I commissioned Professor Richard Baker (who undertook the audit of 
Dr Shipman's patients) to carry out a review of patient deaths at Gosport Hospital. I 
received Professor Baker's final report towards the end 2003. 

At our meeting, we discussed the status of that report and that we were constrained 
from publishing at this time because of the continuing police investigation. 
However, I do have concerns about some of the issues raised in the report, 
particularly in relation to Dr Jane Barton, which, following our meeting, I think you 
need to be aware of. 

As you will appreciate, because Dr Barton has not seen the report nor has she had 
an opportunity to comment on any of its contents, we discussed the possibility of the 
report being used to provide you with background information about the history of 
events and allegations at Gosport War Memorial Hospital. I agreed that on that 
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basis to make a copy of the report available to you in confidence, provided that it is 
not disseminated or discussed more widely than is necessary. Clearly, in view of the 
Police investigation you would not be able to use the report for GMC evidential 
purposes at this time. 

If you are content, I should be grateful if you would confirm this and I will send you 
a copy of the report in confidence. 

Kind Regards 

!C~d~--AJ 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

SIR LIAM DONALDSON 
CHIEF MEDICAL OFFICER 
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A review of deatl1s of patients at Gosport War Memorial Hospital 

Thank you for your letter of 22 April 2004 regarding the above. I can confirm 
that it woulcl be useful for the GMC to see a copy of Professor Baker's report, 
although, as you point out, without the authority to disclose this to Or Barton, rt 
will not be possil)le for the GMC to use this for evidential purposes. I would be 
l1appy to keep you up to speed with our progress on this matter. I would be 
~Jrateful if you could mark Professor Baker's report for my special attention, to 
avoid any confusion at this end on receipt. 

As stated at our meeting on 11 February, the GMC is in a difficult position vis a 
vrs taking the matters relating to Or Barton forward without access to any 
information which the police may have arising from their investigation. You will 
recall that the police are unwilling to confirm to the GMC that the nature of the 
information is significant from the perspective of the continued right of Or 
Barion to practise. However, they have confirmed that, even if they did have 
such information, they would not share this with the GMC, as it would 
compromise their investigation and any possible subsequent prosecution that 
might take place. 

Srnce our meeting on 11 February, I have met with senior investigating officers 
to attempt to fine! a solution to this problem, given the GMC's (and, indeed, your 
own) concems in relation to Or Barton. Although they confirmed that the 
rnvEc:strDatron is on-going, little progress on the position stated above was made. 
c;tven tllrs. we are instructing specialist counsel to advise on the respective 
positions of the police and the GMC to ascertain our position. should we 
choose to invoke Section 35A of the Medical Act 1983 and ask the court to use 
its powers to demand any relevant information from the police. 

I};; l;l"l'.Jt l'.,rtl.lllll '-llrl"l'{ I tll\dlt[l \\I\\" 1/1 ll·l, rdit•l\t" . ' ... " -_ ,,, ;.' 1·.1\ :-:.:. /•!I' ,., ~I 

l'lllo~ll ~llh d ·~~lllt t1l ,q·-~ \\ '.\ \\ .,:tn, uk_,.r-~ 



GMC101057-0733 

In the meantime. we have recently written to the police, setting out the position 
as we unclerstand it and, once again, formally requesting disclosure in the 
interests of the protection of the public. I enclose a copy of our letter. 

Please clo feel free to contact me at any time on this matter. 

Yours smcerely 

!-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

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

Paul Philip 
Director of Fitness to Practise 

[-_-_---~-~~-~---~----_-_] 



From the Chief Medical Officer, Sir Liam Dona/dson 

17 May 2004 

Personal and confidential 
Mr Paul Philip 
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178 Great Portland Street 
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A Review of Deaths of Patients at Gosport War Memorial Hospital 

Thank you for your letter to Sir Liam Donaldson of 12 May 2004. 

You confirmed that you would find it useful to receive a copy of Professor 
Baker's report and also agreed to the terms on which that report is being 
made available to you at this time. I now attach a copy of the Baker report. 

Sir Liam would be most grateful if you could keep him up to speed with the 
GMC's progress on this matter, as you have kindly offered, and we will do 
likewise in respect of developments we are made aware of. 

Yours sincerely 

··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· i i 
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MR LEE MCGILL 
PRIVATE SECRETARY TO 
THE CHIEF MEDICAL OFFICER 
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GENERAL MEDICAL COUNCIL 

INTERIM ORDERS COMMITTEE 

Thursday, 21 June, 2001 

Chairman: Professor MacKay 

Case of: 

BAR TON, Jane Ann 

Dr . .J.A. Barton was present and was represented by MR A. JENKINS of Counsel, 
instructed by Solicitors to the Medical Defence Union. 

MISS L. GRIFFIN, of Counsel, instructed by Messrs Field Fisher Waterhouse, 

appeared on behalfofthe Council. 
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MISS GRIFFIN: Sir, this case comes before you under the Conduct procedures. 
The nature of the case is set out at the beginning of your bundle as, in summary, one 
of unlawful killing. A police investigation is continuing and has not come to a 
determination as yet, in relation to whether or not any charges will be brought against 
DrBarton. 

The papers before you relate to a patient by the name of Gladys Richards, who was 
B treated at the Gosport War Memorial Hospital in August 1998, where she died. 

Mrs Richards was born on 13 April 1907. There is a short summary of her medical 
condition at page 57 from the Royal Hospital Haslar, Gosport, Rants, dated 
1 0 August 1998, written by Sergeant Staff Nurse Curran. 

The Committee can see that Mrs Richards had sustained a right fractured neck ofher 
femur on 30 July 1998 whilst in the Glenheathers Nursing Home. She was admitted 

C to the ward and had a right cemented hemi-artheroplasty, and was now fully weight­
bearing, walking with the aid of two nurses and a Zimmerframe. 

Her past medical history is set out in summary. She was deaf in both ears. She had 
had cataract operations to both eyes. She had a recent history of falls and was 
suffering from Alzheimer's, which condition had deteriorated over the previous six 
months. She had had a hysterectomy in 1955. Her allergies were set out and the 

D drugs that she was currently taking. 

E 

F 

G 

H 

T.A. REED 
&CO. 

The Committee can then see certain details set out as to her day-to-day living. 

Straddling that document is a letter from Dr Reid at pages 56 and 58, dated 
5 August 1998. Again, in summary it gives the Committee some infom1ation as to 
Mrs Richards' standard of health shortly before her death in 1998. 

Sir, the complaint about Dr Barton is brought on the basis of the two statements at 
the beginning of your bundle. The first is from Mrs Leslie Lack, and the second is 
from Mrs Gillian MacKenzie, the daughters of the late Mrs Richards. I ask the 
Committee to pay attention to those careful, considered and detailed statements in 
coming to their conclusions today. Those ladies were extremely concerned about the 
standard of care and attention that was being paid to their mother while she was 
under the care of the hospital, and in particular Or Barton. They speak about 
concerns as to the standards of the care assistants and their attitude towards their 
mother, and also the standard of care afforded tot heir mother by the nurses at the 
hospital and their level of communication. They also complained of the level of 
nourishment and hydration provided to their mother, particularly in the last days of 
her life. 

lt was the wish in particular of Mrs Lack that her mother be transferred back to the 
Haslar Hospital, from where she had been transferred to the Gosport War Memorial 
Hospital. It transpires that that hospital was willing to accept her, but that Or Barton 
was reluctant to send her back. What was explained to the ladies shortly before their 
mother's death was that she had developed a haematoma after the successful 
manipulation of her hip after it had become dislocated. The suggestion was made at 
that stage that as she was in so much pain and had been receiving significant pain 
relief, that she should have some Diamorphine. The reaction of her relative was to 

2 
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A say that that was tantamount to a suggestion of euthanasia, and that was denied by 
the doctors. 

B 

The daughters repeated their request that their mother should be transferred. 
Dr Barton said that that would not be appropriate because their mother had suffered 
too much trauma for one day already, and that the hospital would seek to keep her 
pain-free that night. 

The next morning, on return to the hospital, Mrs Richards' daughter was told that in 
effect nothing more could be done for their mother. They were told that the 
appropriate action would be a syringe driver with morphine to ensure that she had a 
pain-free death. 

Their first information to that effect did not come from Dr Barton. However, they 
C did speak to Dr Barton about it. Her attitude was that it was going to be "the kindest 

way" and that they were to expect as the next thing a chest infection. Certainly 
Mrs Lack and Mrs MacKenzie found that that latter comment was extremely 
insensitive. 

It is suggested within the papers and within the medical notes that the daughters 
accepted the course of action of a syringe driver with the morphine. However, they 

D maintain that it was something in effect that they submitted to and there was no 
question of their accepting that course in the knowledge that it would lead to their 
mother's death. What they wished was for her pain to be relieved. They believed 
her to be strong and to be fighting to recover. 

It would appear that subsequently the syringe driver was put in place, that their 
mother received no nourishment in her final days, or indeed hydration. They did not 

E see a doctor in the days immediately preceding their mother's death, and certainly at 
the point of her death there was no doctor present. 

F 

G 

H 

T.A. REED 
&CO. 

I understand that the death certificate refers only to bronchopneumonia and does not 
refer to the haematoma of which they had been told a couple of days previously. 

It was Mrs MacKenzie's opinion that their mother had not been given a proper 
chance to make a recovery. 

The medical notes begin at page 56. There are nursing notes that are copied on a 
number of occasions, but it is most convenient to turn to page 239 which shows a 
nursing care plan for 13 August 1998 through to 19 August 1998. That contains 
entries in relation to the drugs administered to Mrs Richards. 

On page 240 there is a contact record, which begins with 18 August 1998. It sets out 
contact with the family. At one stage Mrs Richards' daughter is noted as being 
"quite upset and angry". On the morning of 19 August the Committee will see that 
the daughters were seen. The note reads: "Unhappy with various aspects of care. 
Complaint to be handled officially." On 21 August there is a note: "Patient's overall 
condition deteriorating. Medication keeping her comfortable. Daughters visited 
during morning." At the top of page 241: "Condition poor. Pronounced dead at 
21.20 hours." The earlier part of that contact record is at pages 242-243. 

3 
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A 
Sir, in relation to pain relief there is a note on page 243. that on 18 August 1998 the 
patient was reviewed by Dr Barton for pain control by a syringe driver, and her 
treatment was discussed with both daughters. "They agreed to use of syringe driver 
to control pain and allow nursing care to be given." 

Dr Barton 's notes are copied at pages 222-223. The Committee may find some of 
B them difficult to read. We have the benefit of a police statement by Dr Barton, 

however, in which she sets out the substance of some of those notes in typewritten 
form. The Committee will note in particular the note in the form of a rhetorical 
question: "Is this lady well enough for another surgical procedure?" That was made 
on 14 August 1998. Turning the page, the Committee will see on 18 August the first 
note, "still in great pain" continuing, "I will see daughters today; please make 
comfortable". On 21 August: "Much more peaceful" or "restful" and there is a 

C reference to a drug being given for her chest. The pronouncement of death is 
recorded again at the bottom of that page. 

D 

The doctor's statement provided by the Hampshire police is at the back of the 
document. The Committee will have regard to that in coming to their conclusions. 
In essence, Dr Barton refutes any allegation of wrongdoing in her care of 
Mrs Richards in the days leading up to her death. 

Sir, it may be suggested that there has been significant delay in this matter coming 
before you. The statements of Mrs Flack and Mrs MacKenzie that were provided to 
us by the police were not forthcoming until 6 June 2001, as can be seen from page 6. 
This matter comes before the Committee at the first possible opportunity subsequent 
to the information being provided to the General Medical Council. 

E It is my submission that in this case it would not be appropriate to consider 
conditions on the doctor's registration; that in essence the facts in the papers raise 
such a significant concern about this doctor that this Committee ought to consider 
suspending her registration on an interim basis. 

F 

THE LEGAL ASSESSOR: The events took place in August 1998. Do we have any 
inforn1ation about when the inquiry commenced? 

MISS GRIFFIN: 1 understand that there was an initial investigation by the police 
which was concluded, and no action was taken at that time, on the advice of the 
Crown Prosecution Service. I know not the basis for that advice. Subsequently a 
complaint was made about the conduct of that investigation by Mrs Richards' 
daughters, and the matter has subsequently been re-investigated. 

G THE LEGAL ASSESSOR: Is it the second investigation that is being referred to in 
the letters at pages 4 and 5? 

H 

T.A. REED 
&CO. 

MISS GRIFFIN: Yes. 

THE LEGAL ASSESSOR: The statements were taken in January and March 2000 
by the police. The letter of 27 July on page 4 indicates that the investigation is 
ongoing and no charge is preferred. The letter at page 5, dated 20 September, says 

4 
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A that the investigation is ongoing and that a file will be submitted to the Crown 
Prosecution Service as soon as possible. The outcome was estimated to be unknown 
for three or four months. We are now a considerable distance ahead of that period. 
Are you aware whether a file has been submitted to the Crown Prosecution Service? 

MISS GRIFFIN: I understand that it is within their remit, but no decision has been 
taken. 

B 

c 

THE LEGAL ASSESSOR: Do you know whether or not, in the course of their 
investigation, the police have sought and obtained independent medical evidence to 
determine whether their case can be substantiated? 

MISS GRIFFIN: Sir, we have provided the Committee with the evidence that was 
before the screener, and that is the only evidence that I have had sight of. 

MR JENKINS: Can I deal with those queries now, because I have some information. 
You have been told that the daughters complained. They did complain; they 
complained about almost everybody. I put the facts baldly and try not to put any 
gloss upon it. You will see that they complained about the nursing home where their 
mother was, long before she came under Dr Barton's care. They complained about 
the first hospital. I do not think all the members of staff were complained about, but 

D some of them were. They complained about this hospital where Dr Barton had 
charge of this patient. 

E 

F 

G 

H 

The allegation appears to be a conspiracy to murder. It appears that everyone has put 
their heads together in looking after this elderly lady and agreed not to feed her and 
to give her a grossly excessive course of treatment. The sisters complained to the 
police and the police conducted an investigation, and that resulted in no action being 
taken. They then complained about the police who had conducted an investigation, 
and a second investigation has commenced. We do not have a result of that 
investigation. Those instructing me act for Dr Barton in the criminal investigation, 
and we therefore know that within the next few weeks there is to be a meeting 
between the police and the prosecution service and Treasury counsel instructed to 
advise the CPS, at which time we are told a decision will be taken. We know that 
expert opinion has been sought by those who investigate this matter. We have not 
seen a copy of the expert opinion, nor do we know what that opinion comains. We 
are certainly concemed at a very considerable delay. That is the background. 

The first point I make on Or Barton's behalf is that, plainly, there is no conceivable 
basis here for suggesting that the drugs that were prescribed and administered to this 
lady were inappropriate. There is no basis at all for saying that the level of drug 
prescribed was excessive for this patient. There was no basis for arguing that the 
Diamorphinc that was prescribed and administered caused the death. Similarly, in 
relation to the hydration and the other aspects of care provided to this patient, there is 
no basis for saying that what was provided was inappropriate. There is no medical 
opinion, and there is no argument either that any failure to hydrate this lady caused 
her death. The sisters suggest that it was their understanding that the haematoma 
could have caused death. 

T.A. REED 
&CO. 
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I do not mean to criticise the daughters at all. Plainly, they were extremely fond of 
their mother and they were anxious to do everything that could possibly be done for 
her. It may well be the case- as I know Dr Barton would say- that they were 
unable to accept that their mother was terminally ill, and they did not accept it. They 
believed that their mother would remain alive and continue to live. It would seem 
that they blamed those around their mother for failing to maintain her and keep her 
alive. 

It is clear from the medical records that this lady was in poor shape and was 
deteriorating. There has been no conspiracy by medical staff or the nursing staff, the 
charge nurse, or those others who were responsible. There is no conceivable basis 
for saying here that there is a prima facie case and that those responsible on a day-to­
day basis caused this lady's death, or brought it about. 

C This case may have been brought here prematurely. We suggest that it should not 
have been brought here at all. There may be, at some stage in the future, if there is 
an opinion of an expert in palliative care or terminal care, an argument that there 
were failures in Dr Barton 's care of this patient, but on the evidence you have seen 
there is no basis for such a proposition at all. 

Page 266 is Dr Barton's statement, which was provided by her when she was spoken 
D to by the police. She was one of quite a number of people who were spoken to by 

the police and she was in no different position from the other people responsible for 
this lady's care. You will see Dr Barton 's position, qualifications and experience. 
She qualified in 1972. She became a partner in her present practice in 1980. In 1988 
she took up the additional post of clinical assistant in elderly medicine on a part-time 
sessional basis. She was working at the Gosport War Memorial Hospital. She 
retired from that position last year. Obviously, this statement dates from 2000. 

E 

F 

Her present situation is stated in paragraph 3. She is also the present Chair of the 
Gosport Primary Care Group. 

She was carrying out five clinical assistant sessions at the Gosport Hospital. As you 
will see from paragraph 4, she would attend the hospital every weekday morning at 
an early hour and engage in two fom1al ward rounds with the consultant geriatrician. 
She would do that before she went to treat her patients in her general practice. She 
did not have constant attendance at hospital. She was not in a position to review at 
short notice this lady's condition. lt is a misunderstanding on the part of the sisters 
to the extent that they suggest that Or Barton was there and able to assist and deal 
with matters as and when they arose. 

G 
As far as the doctor's present position is concerned regarding opiates, she does not 
continue to work as a clinical assistant at this hospital. She has not prescribed 
Diamorphine for over a year. The last time she prescribed an opiate of any kind in 
palliative care was Fentanyl, and that was for a patient who was being nursed 
intensively. She does prescribe morphine sulphate tablets for her own patients, but 
obviously only when it is appropriate. 

H 

T.A. REED 
&CO. 

There is no basis here for saying that the prescription of an opiate for this lady was 
excessive or inappropriate. 
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A 
Page 21 is the statement of the sister who was herself a Registered General Nurse. 

"I have had sight of a report prepared by Dr Lord and dated 
22 December 1998, which has attached to it a Hampshire Constabulary 
exhibit label ... " 

GMC101057-0742 

B She goes on to say a few things about the report and, if I can use this phrase, she tries 
to pooh-pooh it. She says that the report appears to have been prepared by reference 
some time after the event to information, notes and documents supplied by 
colleagues with whom she worked on a regular basis. Can I show you this report, 
because this was the consultant under whose care this lady was admitted? It provides 
a commentary on two aspects of the case with which you may be concerned: ( 1) the 
use of a syringe driver and the prescription of Diamorphine; (2) the provision of 

C fluids for this lady. (Same handed to members of the Committee) 

D 

Sir, you and your colleagues will have seen the suggestion that one of the sisters 
believed the use ofDiamorphine was merely to accelerate the death, that 
Diamorphine was to be used for euthanasia. They raised that proposition, it would 
seem. 

"My sister asked the ward manager: 'Are we talking about euthanasia? It is 
illegal in this country, you know.' The ward manager replied: 'Goodness, 
no, of course not.'" 

Diamorphine has a perfectly proper use and is used very commonly in terminal care. 

The second proposition raised by the daughters is that the use of a syringe driver for 
E Diamorphine was foisted on them and they were unhappy with it. There were 

discussions. One would hope that there will be discussions between the nursing and 
medical staff and the relatives, so that agreement can be obtained as to a proper and 
therapeutic approach. It is clear from the documentation to which you have been 
referred that there were such discussions. It is regrettable that the daughters were 
later to say that they did not really agree, but you have been given the references at 
page 243. 

F 

G 

H 

T.A. REED 
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The true situation is that, clearly, there were discussions with the daughters and they 
were perfectly proper discussions. There is no basis for saying that this drug should 
not have been given or given at that level. 

In relation to nuids, you have the opinion of the consultant. You have Dr Bm1on's 
position stated at some length in the statement at the end ofthe bundle, which I know 
you will have read. The decision that was taken in this case, I suggest, was an 
entirely proper one. There is no basis here for suggesting that it was gravely 
improper or that it departed from proper medical practice. Jt is perhaps unfortunate 
that the sisters did not understand, or were later to say that they did not understand or 
agree with the decision, but it is clear from the records that there were regular 
discussions between those nursing this lady and the medical staff as to how she 
should be treated. 
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A As to the decision not to transfer this elderly and demented lady back for a third 
transfer to the Haslar Hospital in a very few days, there is no basis for saying that 
that was a wrong decision or one that did not have her best interests at heart- it 
plainly did. The report of the consultant clearly bears out the approach that 
Dr Barton took. 

There is no conceivable basis for alleging that any actions by Dr Barton in 
B prescribing or causing to be administered the Diamorphine, caused the death. There 

is no basis for saying that anything she did reduced the quality of life of this lady or 
shortened her life. There is no basis for saying in this case that there should be a 
suspension. I do not deal with the question of conditions. Clearly, conditions have 
not been asked for. In any event, Dr Barton no longer works in this unit, and I have 
given you her present situation as far as opiates are concerned. 

GMC101057-0743 

C DR BHANUMA THI: I notice that Diamorphine was given in the dosage of 40 mg 
and the patient was on 45 mg of Morphine prior to that. I know that pain control was 
not too good, but the day the 40 mg ofDiamorphine was started it was equivalent to 
120 mg of Morphine, which was three times the dosage. What was the dosage that 
she was on, on the 21 51? 

D 
MR JENKINS: I think it was the same. There is a record within this bundle. 

DR BHANUMATHI: There is no mention of dosages anywhere, as to whether it 
was increased or decreased from 14 August. 

MR JENKINS: It was not decreased. There is a record here. There is a prescription 
sheet, but I do not have a page number. That shows the administration. 

E DR SA YEED: Who had the ultimate legal responsibility in Gosport Memorial 
Hospital? Is there a consultant involved? 

MR JENKINS: They are consultant beds. 

DR SA YEED: How often does the consultant do a round? 

F MR JENKINS: I think the position may have changed since 1998, but Dr Barton 's 
statement says that there were two consultant ward rounds a week. 

G 

OR SA YEED: We are talking about 1998. Who carried the ultimate clinical 
responsibility ofthose beds? 

OR BAR TON: Or Lord, whose statement you have just read, had responsibility for 
the patient. She was on study leave for the last three days ofGladys Richards' life 
but she carried out weekly war rounds prior to that. 

OR SA YEEO: The clinical assistance sheet shows that it is two sessions weekly. 

MR JENKINS: It is page 266. It was five clinical assistant sessions. 

H DR SA YEED: Was any junior doctor involved? 
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Dr Barton: There are no junior doctors. It is just me. 

DR BHANUMATHI: Going back to what I was saying, now that I have had a 
chance to read it properly, the Diamorphine was 40 to 200 mg (page 254), which is a 
very big jump of medication. Who authorised it and how was that done? 

B DR BAR TON: The dosage was reviewed every morning, and if an increase was 
necessary, it would be put up- obviously not straight from 40 to 200 mg but in 

c 

20 mg steps until the patient was comfortable. As it turned out, it was not necessary. 
Gladys needed no increase from the 40 mg initially put. 

DR BHANUMATHI: The nurses were not left to increase the dosage; it was by au of 
the doctor. 

DR BARTON: Yes. 

THE LEGAL ASSESSOR: Sir, the Committee can only act ifthey are satisfied 
either that it is necessary for protection of the members of the public, or otherwise in 
the public interest, or in the interests of the practitioner that an order be made under 
section 41(A)(i) ofthe Medical Act 1983. Before you, the Committee, can be so 

D satisfied in any case, it is necessary to find that the evidence before you amounts to a 
prima facie case supporting interim action on one or more of the grounds that I have 
just referred to. In this particular case, I simply draw to your attention the absence of 
any independent specialist medical expert opinion indicating fault of any kind on the 
part ofDr Barton, which is obviously something you will have to take into account in 
considering the question of whether or not there is a prima facie case here suggesting 
fault. If you find that you are so satisfied in respect of any one or more of those 

E grounds, then you must decide whether to make an order attaching conditions to the 
registration or suspending that registration in either case for a period not exceeding 
18 months. 

F 

G 

MR JENKINS: Might I add one point, which I should have raised? Those 
instructing me did make inquiries of the GMC about this case. I know that the 
screen er, when he or she looked at the papers in this case, did not have Dr Barton 's 
statement to look at. It was provided by the police at a date after the scrcener had 
looked at these papers, so all the screener saw was the statements of the two sisters 
and the medical records. 

MISS GRIFFIN: My understanding is that the police statement at page 266 came in 
with the fax header sheet that was received dated 12 .I une this year (page 265) and 
that is the date after which the scrccner screened the matter. My understanding and 
my instructions are that the scrcener did have the statement of Or Barton. 

THE CHAIRMAN: We are dealing with all the documents before us, which include 
Or Barton's statement. We will give due weight to all the documentation we have. 

MR JENKINS: We have received a letter from the Fitness to Practise Directorate 
dated 19 .June. Of course, I will check with my learned friend, but we have raised in 

H correspondence the question of whether the screener saw Or Barton 's statement, and 
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we were told that the screener, in reaching his decision, considered the 
documentation that was supplied to us by the police on 6 June 2001 and which was 
served on Dr Barton. Dr Barton's statement was received at a later time than that. 

THE LEGAL ASSESSOR: In any event, as the Chaim1an has made clear, this 
Committee considers all the material matters before it and is not in any way bound 
by the fact that the screener has decided to refer the case to the Committee. 

MR JENKINS: I raise it for the sake of completeness, for no other reason. 

STRANGERS THEN, BY DIRECTION FROM THE CHAIR, WITHDREW AND 
THE COMMITTEE DELIBERATED IN CAMERA 

GMC101057-0745 

DECISION 

THE CHAIRMAN: Dr Barton, the Committee have carefully considered all the 

evidence before it today. 

The Committee have determined that they are not satisfied it is necessary for the 

protection of members of the public, in the public interest or in your own interests 

that an order under section 41 (A) of the Medical Act 1983 should be made in relation 

to your registration. 
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GENERAL MEDICAL COUNCIL 

INTERIM ORDERS COMMITTEE 

Thursday 21 March 2002 

PROFESSOR NORMAN MACKA Y in the Chair 

Case of 
BARTON, Jane Ann 

OR BARTON was present and was represented by MR A JENKINS of counsel, 
instructed by the Medical Defence Union. 

MR J LLOYD of counsel, instructed by Field Fisher Waterhouse, the 
Council's Solicitors, appeared in order to present the facts to the Committee. 



[The Chairman introduced those present to Or Barton and her legal 
representatives.] 
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MR LLOYD: Or Barton was previously before this Committee in June of last 
year, when she was subject to police investigation into the death of an elderly lady 
by the name of Gladys Richards at Gosport War Memorial Hospital in 1998. The 
only evidence before the Committee in June of last year were statements taken by 
police from her two daughters, the medical notes of Mrs Richards and exculpatory 
statements by Or Barton herself, and by Or Lord, the consultant geriatrician of the 
ward to which Mrs Richards was admitted. Those documents appear at pages 7 
to 278 of the Committee's bundle. There was at that time no independent medical 
expert opinion indicating any fault on the part of Or Barton and, in those 
circumstances, the Committee found no grounds on which to make an order 
concerning her registration. The transcript of the proceedings is at pages 280 to 
289 of the bundle. 

As I say, at the time of that hearing the police investigation was still continuing, 
not only into the death of Mrs Richards but into the deaths of four other patients 
as well. The police subsequently received three experts' reports on these five 
cases: the report of Professor Livesley, which is at pages 294 to 327 of the 
bundle, into the case of Mrs Richards only; the report of Or Mundy, which is at 
pages 328 to 334 of the bundle, which relates to the other four patients; and the 
report of Professor Ford, at pages 335 to 373 of the bundle, which deals with all 
five cases. 

Having received advice from counsel, the police decided not to prefer criminal 
charges against the doctor, but the reports were forwarded to the Fitness to 
Practise Directorate in the light of very serious concerns raised about the standard 
of care given by Dr Barton and, in the light of those matters, it has been referred 
back to this Committee. 

At the relevant time Dr Barton was working as a clinical assistant in elderly 
medicine at Gosport War Memorial Hospital. Can I deal with the reports, first of all 
insofar as they relate to Gladys Richards? Mrs Richards was a 91-year-old 
patient who was operated on for a fractured femur on 28 July 1998 and 
transferred to Daedalus ward at the hospital on 11 August 1998. She was further 
operated on on 14 August 1998 and returned to the ward on 17 August. 

Professor Livesley's opinion is at pages 307 to 311 of the Committee's bundle. 
Perhaps I can summarise the opinions which I appear in those pages, I hope 
accurately. lt says first of all that, despite recording that Mrs Richards was not in 
pain on 11 August 1998, she was prescribed wide dosage ranges of opiate and 
sedative drugs to which Mrs Richards was known to be sensitive. Secondly, 
when she returned to the ward on 17 August 1998 in pain, but not suffering any 
life-threatening condition, she was not given oral pain relief but continuous 
subcutaneous administration of diamorphine, haloperidol and midazolam from 
19 August until her death on the 21 51

• During that time at no time did Or Barton 
appropriately review Mrs Richards' condition. Also, thirdly, during this period 
there is no record of Mrs Richards being given fluids as food in an appropriate 
manner. 
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So far as Dr Ford's report is concerned, he deals with this case at pages 341 to 
347 of the Committee's bundle. I would ask the Committee to refer to the 
paragraphs at 345-6, "Evaluation of drugs prescribed and the administration 
regimens". I shall not read out passages from those paragraphs but I shall, if I 
may, refer to the summary conclusions at page 347, in which the doctor says, 

"During her two admissions to Daedalus ward there was inappropriate 
prescribing of opiates and sedative drugs by Dr Barton. These drugs in 
combination are highly likely to have produced respiratory depression 
and/or the development of bronchopneumonia that led to her death". 

Perhaps I can move on to the second patient, Arthur Cunningham. He was aged 
79 when he was admitted to the hospital on 21 September 1998, to attempt to 
heal and control pain from a sacral ulcer. His case is dealt with by Doctors Mundy 
and Ford. Dr Mundy's comments are at pages 330 to 331 of the bundle. Perhaps 
I can summarise his criticisms. He said, "Morphine was started without any 
attempts to control the pain with less potent drugs"; the use of a syringe driver 
was started without clear reason, and the dose of diamorphine increased without 
clear indication. 

So far as Dr Ford is concerned, his report into the case of Mr Cunningham is at 
pages 348 to 354 of the bundle. Again, may I refer the Committee, without 
reading it, to the passage which is headed "Evaluation of drugs prescribed" at 
pages 350, and the summary at page 354, which I will read if I may. 

"The initial prescription of subcutaneous diamorphine, midazolam and 
hyoscine by Dr Barton was in my view reckless. The dose increases 
undertaken by nursing staff were inappropriate if not undertaken after 
medical assessment and review of Mr Cunningham. I consider it highly 
likely that Mr Cunningham experienced respiratory depression and 
profound depression of conscious level due to the infusion of diamorphine 
and midazolam. I consider the doses of these drugs prescribed and 
administered were inappropriate and that these drugs most likely 
contributed to his death through pneumonia and/or respiratory depression." 

Moving on to the case of Alice Wilkie, she was an 81-year-old lady who was 
admitted to Gosport on 6 August 1998 with urinary tract infection, complaining of 
pain, and she was prescribed diamorphine. Dr Mundy deals with this patient at 
page 331 of the Committee's bundle and his comments are these: 

"There was no clear indication for an opioid analgesic to be prescribed and 
no simple analgesics were given, and there was no documented attempt to 
establish the nature of her pain. In my view the dose of diamorphine that 
was prescribed .. .initially was excessive and there is no evidence that the 
dose was reviewed prior to her death": 

Dr Ford deals with this at pages 355 to 358. His conclusion at 358 is this: 
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"In my opinion the prescription of subcutaneous diamorphine and 
midazolam was inappropriate and probably resulted in depressed 
conscious level and respiratory depression, which may have hastened her 
death". 

The case of Robert Wilson, aged 75. He was admitted to Gosport on 14 October 
1998, having suffered a fractured arm. He was also known to suffer with alcohol 
abuse, gastritis, hyperthyroidism and heart failure. 

Or Mundy deals with that at pages 331 to 332. He has no significant criticism of 
Or Barton. 

Or Ford is more critical at pages 359 to 363. Again I would refer the Committee to 
the "Evaluation of drugs prescribed and the administration regimens", and 
perhaps I can read some extracts from those paragraphs. 

"The initial prescription and administration of oramorph to Mr Wilson 
following his transfer to Dryad ward was in my opinion inappropriate." 

At paragraph 5.12, 

"The administration of diamorphine and hyoscine by subcutaneous infusion 
as a treatment for the diagnosis of a silent myocardial infarction was in my 
opinion inappropriate". 

Paragraph 5.13, 

"The increase in diamorphine dose ... is not appropriate ... and potentially 
very hazardous. Similarly the addition of midazolam ... was ... highly 
inappropriate and would be expected to carry a high risk of producing 
profound depression of conscious level and respiratory drive". 

Finally, the case of Eva Page. She was an 87 -year-old lady who was admitted to 
Gosport on 27 February 1998 for palliative care, having been diagnosed with 
possible lung cancer. Or Mundy deals with her case at pages 332 to 333 of the 
bundle. He says that, in the absence of any symptoms relevant to the cancer and 
of any pain, she was inappropriately started on opioid analgesia. 

Or Ford deals with the matter at pages 364 to 368 of the Committee's bundle. 
Again, I ask the Committee to refer to his evaluation and to the summary at 
page 368. He says, 

"In general I consider the medical and nursing care she received was 
appropriate and of adequate quality. However I cannot identify a reason 
for the prescription of subcutaneous diamorphine, midazolam and hyoscine 
by Or Barton on 3 March. In my view this was an inappropriate, potentially 
hazardous prescription". 

That deals with the reports of those three experts. 
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The most recent developments in relation to the doctor's practice insofar as they 
relate to her hospital practice are revealed in letters from the NHS Trust, which 
are at pages 378 to 380 of the bundle. I would ask the Committee to have regard 
to those. They are both dated 13 February 2002. 

lt is clear that Or Barton has entered an arrangement with the Trust, and we can 
see at page 380 that it has been agreed that she "would cease to provide medical 
care both in and out of hours for adult patients at Gosport War Memorial Hospital" 
and that she "would voluntarily stop prescribing opiates and benzodiazepines with 
immediate effect". lt would appear from page 378 that the arrangements that 
have been come to with her would be reviewed subsequent to this hearing. 

So far as any conditions upon this doctor's registration are concerned, clearly the 
Committee will have regard to the issues of protection of the public and public 
confidence in the profession. 1t is our submission that it would not be appropriate 
that this doctor's registration should remain unrestricted, and that the voluntary 
arrangement into which she has entered should be formalised by conditions, 
perhaps along the lines of those imposed by the NHS Trust. 

I know not whether the doctor has any private practice outside of her NHS 
practice, but it may be that the Committee would wish to consider imposing a 
condition which restricts her to NHS practice, for the purpose of her ongoing 
supervision. Those are my submissions on behalf of the Council. 

THE CHAIRMAN: There may be questions from members of the panel. 

MR WAROELL: Is your last point that you certainly are not seeking for the 
Committee to consider suspending this doctor? I wanted to clarify that. 

MR LLOYO: lt is a matter of course for the Committee, but I have taken 
instructions on it this morning to clarify the position. The position is as I have set it 
out. 

MR WAROELL: There is another matter, and it may be that Mr Jenkins wants to 
develop this. I have no idea what is in his mind, but I wanted to seek clarification 
as to whether the Committee is entitled to know what is Or Lord's role in this 
matter, as is set out in the Hampshire Constabulary letter which is in front of us at 
page 292. There is implicit criticism there of the consultant in charge. Are we 
entitled to know whether that particular consultant has been referred to the 
Council, or whether the police are continuing their investigations into him, or 
whatever? lt may be that could be relevant to the part that this doctor has played 
relative to the consultant. 

MR LLOYO: I can certainly say that, so far as any police investigations are 
concerned, they are concluded, and there are no police investigations ongoing 
into Or Lord. I wonder if I may take instructions on the other matter? [Having 
taken instructions] I have no instructions on any other action taken against Or 
Lord. 
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THE CHAIRMAN: The working relationship between Or Lord and Or Barton 
might be explored through Mr Jenkins. 

In the absence of further questions, Mr Jenkins, would you like to begin? 

MR JENKINS: Sir, what I propose to do is ask Or Barton to give evidence before 
you. 

JANE ANN BARTON, Sworn 
Examined by MR JENKINS 

Q Or Barton, I want briefly to go through your curriculum vitae. The 
Committee will see from the front page of their blue papers that you qualified with 
the degree MB BCh 1970 in Oxford and that your home address is in Gosport. If 
we turn to page 266 of the bundle, we can see a statement produced by you to 
the police at a stage some months ago. I want to go through it with you, if we 
may . 

You say in the second paragraph there that you joined your present GP practice, 
initially as an assistant, then as a partner and, in 1988, you took up the additional 
post of clinical assistant in elderly medicine on a part-time session basis. You say 
the post originally covered three sites but, in due course, was centred at Gosport 
War Memorial Hospital. You retired from that position this year. I think you retired 
in the spring 2000, is that right? 
A Yes, that is right. 

Q How many sessions were you doing at the War Memorial Hospital? I think 
we have the answer at paragraph 4, but I will just ask you about it. Tell us how 
many sessions you were doing. 
A The health care trust allocated me five clinical assistant sessions, of which 
one and a half were given to my partners in the practice to cover the out-of-hours 
aspect of the job; so that I remained with three and a half clinical assistant 
sessions in order to look after 48 long-stay geriatric beds. I would visit each of the 
wards at 7.30 each morning, getting to my surgery at nine. Towards the end of 
the time doing the job, I was back very nearly every lunchtime to admit patients or 
to write up charts or to see relatives. Quite often, especially if I was duty doctor 
and finished my surgery at about seven in the evening, I would go back to the 
hospital in order particularly to see relatives who were not available during the day 
because they were working. That became a very important time commitment in 
the job. 

Dryad ward had no consultant cover for the 10 months that you are considering 
these cases. Or Lord was trying to cover both wards as well as her commitments 
on the acute side and the other hospital in the group, and found it very difficult to 
be there very often. 

Q I will break it up and take it in stages, if I may. You would be there from 
7.30 to nine o'clock each weekday morning, is that right? 
A Yes. 
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Q You have mentioned two wards. One was Daedalus; the other was Dryad 
ward. 
A Yes. 

Q Were you in charge of both of the wards? 
A Yes. 

Q How many beds were there? 
A Forty-eight in total. 

Q Over the period with which this Committee is concerned, what was the 
level of occupancy typically of those 48 beds? 
A We were running at about 80 per cent occupancy, but of course that was 
not enough for the health care trust towards the end of my time there. They 
attempted to increase it up to 90 per cent, which is running a unit very hot, when 
you have one part-time jobbing general practitioner and no increase in resources 
of nursing staff, support staff, OT and physio, and no support from social services . 
Q How many other doctors would be there throughout the day to treat these 
48 patients if all the beds were full? 
A None. 

Q So yours was the medical input? 
A Mine was the medical input. 

Q Between half-past seven in the morning and nine o'clock each weekday 
morning. 
A Time to see each patient, to actually look at each patient, but not time to 
write anything very substantial about very many of them. 

Q If you wanted to see relatives, were you able to see relatives at those early 
hours in the morning? 
A No, except for that one particular case where they spent the night in her 
single room with her, with their notebooks. Generally, relatives preferred to see 
me either at lunchtime or in the evening. I would see them in the morning if it was 
that urgent, but it was generally not appropriate. 

Q When you first started this job in 1988, what was the level of dependency 
typically of patients who were under your care? 
A This was continuing care. This was people who- now, because their 
Bartell or dependency score is less than four, are a problem- went to long-stay 
beds and stayed there for the rest of their natural lives. So I had people that I 
looked after for five years, for 10 years, in these beds. The sort of people that I 
was given to look after in these beds generally were low dependency; they did not 
have major medical needs, but were just nearing the end of their lives. The 
analogy now, I suppose, would be a nursing home. 

Q Did that position change as time went on? 
A That position changed. 
Q Tell us how. 
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A Continuing care as a concept disappeared. The National Health Service 
was no longer going to look after people who were as dependent as that. lt was 
going to go into the private sector. I cannot give you an exact year, but it 
happened in the 1990s. At the same time, social services found that, with their 
budget constraints, they had difficulty placing people with a Bartell of less than 
four. So there was constant conflict between what we were supposed to be 
looking after and doing with the patients and what the private sector was going to 
take from us. 

Q Just explain to us, what does a Bartell of less than four mean? What is the 
range of the Bartell scores? 
A You or I have hopefully a Bartell of 20. That means we are able to take 
care of ourselves; do all the activities of daily living; cut up your food and eat it; go 
to the loo; change your clothes; walk about. Most of these people in the places 
mentioned have a Bartell of zero; I think one chap had one of four. So these were 
very dependent people . 

Q That is an indication of the requirements made of nursing staff? 
A Nursing requirements. They could not do anything for themselves, 
basically. 

Q What you have told us is that, over time, the level of dependence of the 
patients increased. 
A lt escalated enormously: to the point where I began to be saying to my 
employers, "I can't manage this level of care for this number of patients on the 
commitment I have". But there was not anybody else to do it. During 1998, when 
the consultant on Dryad went on maternity leave, they made the decision not to 
employ a regular locum, so that I did not even have full consultant cover on that 
ward and so that Althea was left to attempt to help me with both, although she 
was not officially in charge. 

Q Althea is ... ? 
A Dr Lord, the other consultant. 

Q Did she have other clinical commitments outside the two wards with which 
we are concerned? 
A She had her acute wards up on the Queen Alexandra site; she had a day 
hospital and outpatients to run down at the St Mary's site in Portsmouth - so she 
was a very busy lady. 

Q How often was she able to undertake a ward round on the two wards with 
which you were concerned? 
A She did not ward rounds on Dryad ward. She came to Daedalus on the 
Monday to do a continuing care round. Towards the end of my job she 
designated six of her beds as slow stream stroke rehab' beds, and she did a 
Thursday ward round -which I could not always make because it was my 
antenatal day. She was in the hospital and doing outpatients on Thursday as 
well, so she was in my hospital twice a week- but available on the end of a 
phone if I had a problem. 
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Q You have told us that over a 10-month period there was no consultant 
cover at all. 
A Yes. 

Q That is 10 months during 1998, which is the period essentially within which 
the cases that this Committee have been asked to consider fall? 
A Yes. 

Q Were your partners in your GP practice able to help at all? 
A My partners provided the out-of-hours cover- those who were not using 
Healthcall. They would admit patients who arrived from the district general 
hospital and see that they had arrived safely. They were in general unwilling to 
write up pro-active opiate prescribing or any prescribing for patients because they 
felt that I was the expert and it should be left to me to do it. I think they felt it was 
not part of their remit, providing cover for me, to prescribe for the patients. 

Q So if anyone was to prescribe opiates or other forms of strong analgesic to 
patients, would it always be you? 
A lt was generally me. 

Q We know that your time at the War Memorial Hospital was limited to the 
mornings, lunch times and evenings, when you told us you would see relatives. If 
you were not in a position to prescribe for the patient and the patient was 
experiencing pain, what provision was there for another doctor to write up a 
prescription? 
A They would have to either ask the duty doctor to come in or they would 
have to ask the duty Healthcall doctor to come in. That is why, in one of the 
cases, you see somebody has written up "For major tranquillisers" on one 
occasion, because that duty doctor obviously either felt it inappropriate or was 
unwilling to use an opiate and he wrote up major tranquillisers instead. 

The other alternative was, of course, that they would ring me at home. If I was at 
home - and I am only at the end of the road in the village - I would go in and write 
something up for them, outside the contracted hours. 

Q You have said that your partners regarded you as the knowledgeable one 
about opiates and palliative care. 
A Yes. 

Q Tell us what your experience may be in those areas. 
A In 1998 I was asked to contribute to a document called the Wessex 
Palliative Care Guide, which was an enormous document that covered the 
management of all major types of cancer and also went into management of 
palliative care and grief and bereavement. Each month, another chapter would 
arrive through the post for you to make comments on, contribute your experience 
to and send it back. This document was published in 1998 as the Wessex 
Palliative Care Guide and we all carry the Wessex Palliative Care Handbook 
around with us, which contains a sort of----

Q Is that it? 
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A Which you carry in your coat pocket. [indicates documen~ 

Q You contributed towards that? 
A I contributed to the writing of that and I am acknowledged in the thanks in 
the major document. I attended postgraduate education sessions at the Countess 
Mountbatten and also at the other hospice locally, The Rowans. 

Q Just remind us, where is the Countess Mountbatten? 
A The Countess Mountbatten is part of Southampton University Hospitals 
and it is in Hedge End, which is about 10 miles from Gosport. The Rowans is a 
similar distance in the other direction. I am still in very close contact 
professionally with both the director and the deputy director of Countess 
Mountbatten. I still go to their postgraduate sessions and I still talk to them about 
palliative care problems. They are always very available and helpful, and of 
course they provide district nursing, home care nursing input into our community, 
which is enormously helpful in general practice. 

Q Are you - perhaps I can use the expression - up to date in developments 
locally in primary care and matters of that nature? 
A I was also, at the time of these allegations, chairman of the local primary 
care group which, on 1 April this year, becomes a primary care trust, so that I was 
very involved in the political development of our district. I knew only too well that 
the health care trust could not afford to put any more medical input than I was 
giving them, on the cheap as a clinical assistant, into our cottage hospital at that 
time. I knew what the stresses and strains were on the economy and I knew 
where the money needed to go. 

I could have said to them, "I can't do this job any more. lt's too difficult; it's 
becoming dangerous", but I felt that I was letting them down. I felt that I was 
letting down the nursing staff that I had worked with for 12 years, and I felt that I 
was letting patients down, a lot of whom were in my practice and part of my own 
community. So I hung onto the job until 2000. In the thank-you letter I got for my 
resignation letter they said that I "would consider, wouldn't I, the three quarters of 
a million they were looking for, to beef up community rehabilitation services in the 
district"- which included replacing my job with a full-time staff grade, nine-to-five, 
every weekday in Gosport. 

Q We will come to some correspondence shortly. After you resigned, your 
job was taken over by another doctor? 
A Yes, a single, full-time staff grade. I hear on the grapevine that the bid has 
gone in for two full-time staff grades to do that job now. 

Q Is this to do the job that you were doing within three and a half clinical 
assistant sessions? 
A In three and a half clinical assistant sessions. lt is just a measure of the 
difference in the complexity and the workload that is being put into a cottage 
hospital. 

Q Can I ask about your note-keeping? You had a significant number of 
patients; it was at 90 per cent occupancy. Clearly that is----
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A Between 40 and 42 patients, yes. 

Q What time would you have during your clinical session to make notes for 
each of the patients? 
A You could either sit at the desk and write notes for each patient, or you 
could see the patients. You had that choice. I chose to see the patients, so my 
note-keeping was sparse. 

Q You accept, I think, as a criticism that note-keeping should be full and 
detailed? 
A I accept that, in an ideal world, it would be wonderful to write full and clear 
notes on every visit you pay to every patient every weekday morning. 

Q But the constraints upon you were such, I think, that you were not able to 
do so? 
A Yes . 

Q Were the health authority aware of your concerns as to staffing levels and 
medical input? 
A Yes. 

Q Were they aware of your concerns over the increasing level of 
dependency that patients had who were transferred to your unit? 
A Yes. In the dreadful winter of 1998, when the acute hospital admissions-
admissions for acute surgery and even booked surgery- ground to a halt 
because all their beds were full of overflow medical and geriatric patients, my unit 
received a letter asking us to improve the throughput of patients that we had in the 
War Memorial Hospital, accompanied by a protocol for the sort of patients we 
should be looking after: how they should be medically stable and everything like 
that. I wrote back to the then acting clinical director and said, "I can't do any 
more. I can't really even look after the ones that I have got, because of their 
dependency and medical needs. Please don't give me any more". I got a bland 
reply, saying that we were all going to try to help out with this crisis in the acute 
sector . 

Q We will look at the correspondence. Can I come to nursing staff, your 
relations with them, and the experience of the nursing staff? Clearly you started 
12 years before you retired. Did the number of nurses increase over the period of 
time that we are talking about? 
A Marginally. 

Q What about the level of experience of the nursing staff? The impression 
that we have is, towards the end of the period, you are dealing with patients who 
had very high dependency. Was the experience of the nursing staff raised in 
order to meet that increase in need? 
A By an large they were the same people and they learned in the same way 
that I did: by having to deal with these more difficult needs. I do not think I can 
comment on how much input the Trust put into improving their skills. I think that 
would be inappropriate for me to do. 
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Q Perhaps I can ask this. Was it apparent that the Trust were seeking to 
raise the level of experience and qualification of the nursing staff in the War 
Memorial Hospital? And the answer should go on the transcript. 
A Does it? 

Q Was it apparent? 
A lt was not apparent that they were making any great attempts to improve 
the cover, the experience and the training of some of the nurses. 

Q Were the health authority aware of your concerns, both as regards nursing 
levels and levels of medical staff? 
A Yes. I did not put anything in writing until1998- or was it 2000? 

Q I think it was 2000. 
A 2000 -- but I was in constant contact with the lower echelons of 
management. Any remarks you made about the difficulties you were having, the 
worries you had and the risk of the patients you were covering, would definitely 
fall on stony ground. 

Q You chose to prescribe opiates. lt is something which is criticised by the 
experts whose reports are before the Committee. You chose to prescribe over a 
range, and quite a wide range, for certain of the opiates that we have seen. 
A A professor of geriatrics in a teaching hospital, or even a big district 
general hospital, will have a plethora of junior staff. There will be never any need 
for any opiate dose to be written up for more than 24 hours, because somebody 
will either be on the end of the bleep or be back on the ward. That was not the 
case in Gosport War Memorial. If there was a weekend, if I was on a course, if I 
was on sick leave, if I was on holiday, I have already explained that there was not 
the cover for someone else to write drugs for me, and therefore I wrote a range of 
doses. I implicitly trusted my nursing staff never to use any of those doses 
inappropriately or recklessly. You will see from each of the documents that there 
is no question that any of these people received enormous amounts of opiate or 
benzodiazepine . 

Q If the nurses wished to move from one level of administration of opiate up 
tot he next stage, but within the range that you had already prescribed----
A They would speak to me. 

Q How would that happen? 
A Because I was in, if it was a weekday morning. I was on the end of the 
phone in surgery or, if I was at home and it was a weekend and they were 
worried, they would ring me at home. I did not have any objection to that. 

Q Did you feel that your relationship with the nursing staff was such that such 
informal communication could take place? 
A I trusted them implicitly. I had to. 
Q What we see again and again in the comments of Professor Ford and 
others is that the expert can see no justification for raising the level of prescribing. 
The expert in each case will have looked at the notes. Was there always 
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recorded a justification for increasing the level of prescribing or the level of 
administration? 
A Not always in my notes. I would hope that the nursing notes would be 
copious enough. In particular, interestingly, the night staff tend to make more of a 
full record of what the patient has been like through the night. 1t was quite often 
their feeling, night sister's feeling, that the patient was less comfortable or was 
beginning to bubble, or something like that, that would suggest to me that we 
needed to move up a step or in a step with the drugs we were using. 

Q I will ask you to turn to page 370, which is the final couple of paragraphs of 
Professor Ford's report. Paragraph 7 .5, two-thirds of the way down that 
paragraph, he says, 

"lt would be important to examine levels of staffing in relation to patient 
need during this period, as the failure to keep adequate nursing records 
could have resulted from under-staffing of the ward". 

What do you say about levels of nursing staff on the ward during the period with 
which we are concerned? 
A He is absolutely right. These experienced, caring nurses had the choice 
between tending to patients, keeping them clean, feeding them and attending to 
their medical needs, or writing copious notes. They were in the same bind that I 
was in, only even more so. As you can see from the medical records you have 
had, the health care trust produces enormous numbers of forms, protocols and 
guidelines, and sister could spend her whole morning filling those out for each 
patient or she could nurse a patient. 

Q He goes on, 

"Similarly there may have been inadequate senior medical staff input into 
the wards, and it would be important to examine this in detail, both in terms 
of weekly patient contact and in time available to lead practice 
development on the wards" . 

Do you have a comment on that? 
A I agree entirely. There was inadequate senior medical input. 

Q During 10 months of 1998 was there any senior medical staff input? 
A No. 

Q lt is not apparent that Professor Ford was aware that you were doing three 
and a half sessions----
A In a cottage hospital. 

Q ... in the cottage hospital. 
A No. 
Q lt may be that Professor Ford believed that you were permanent staff. 
A Failed junior staff! His last comment in paragraph 7.5- his review of 
Or Lord's medical notes- is absolutely correct. She was caring and thoughtful 
and considerate, and with a considerable workload - probably more than she 
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should have been carrying. Therefore it is difficult to criticise. She did what she 
could, within the constraints that she had available to her. 

Q I am not going to go through the individual cases. This is not a trial; this 
Committee is not here to find facts proved or not proved. But I think it fair to you 
to invite you to comment on Professor Ford's next paragraph. He says, 

" ... the level of skills of nursing and non-consultant medical staff'- it was 
only you - "and particularly Or Barton", 

- the word "particularly" suggests he may have believed there were other medical 
staff-

"were not adequate at the time these patients were admitted". 

How do you respond to that? 
A I find it very upsetting. I was only a clinical assistant. The definition of a 
clinical assistant is in fact that it is a training post, and the only training that I 
received was that I went to get for myself as a part of my postgraduate learning, 
and I did my best at that time. In my opinion they were probably adequate. 

Q Can we turn to the last page of the bundle, page 380? This is a letter 
dated 13 February 2002 and sets out matters that were agreed between you and 
the acting chief executive, Or Old. Yes? 
A Yes. 

Q Attention has already been drawn to this document, but is it right that you 
agreed to cease to provide medical care, both in and out of hours for adult 
patients at the Gosport War Memorial Hospital? 
A Yes. 

Q And you agreed voluntarily to stop prescribing opiates and 
benzodiazepines. 
A I did . 

Q Had you not agreed those, were you threatened with any action? 
A Or Old told me that, under the change in Government legislation on 
14 December last year, he was entitled to suspend me from general practice; but 
he did not wish to do that and, provided we came to this voluntary agreement, he 
would wait to see what the GMC had to say on the matter. 

Q This is the same health authority who had been putting through a 
significantly higher volume of patients to your cottage hospital and with much 
higher levels of dependency? 
A This is the employers of the health care trust who had been putting 
through significant.. .. The health authority in fact purchase work from the health 
care trust and, theoretically, employ general practitioners. So this was my 
employer telling me that he could suspend me from the day job as well. So I 
agreed to the voluntary restrictions on my practice. At that time I had four patients 
in general practice on opiates and approximately 15 on any form of 
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benzodiazepine. I handed the four patients over to my partners and said I felt no 
longer able to treat them. I no longer sign any prescriptions for sleeping tablets in 
general practice; the other partners do that for me. 

Q You have given us the figures. Do you describe yourself as a high 
prescriber of benzodiazepines? 
A I was quite surprised at how few of my patients got benzodiazepines from 
me. 

Q And of those prescribed opiates----
A One was for terminal care. She went into hospital a couple of days after I 
was suspended and died there. The other three are maintained by the partners 
for longstanding chronic pain. 

Q Just to remind the Committee, in your statement at page 266 you say in 
paragraph 3, 

A 

"As a general practitioner, I have a full-time position; I have approximately 
1 ,500 patients on my list". 

Yes. 

Q The Committee can see, of the 1 ,500 patients, precisely how many are 
prescribed benzodiazepines and/or opiates. 
A Yes. 

Q [To the Committee] Sir, we have a small bundle of correspondence. I am 
sorry that you have not been given it in advance. 

THE CHAIRMAN: We will refer to it as 01. [Same handedj 

MR JENKINS: Sir, we are giving you a number of letters. I am happy if they are 
collected in 01, or we can number them sequentially . 

THE CHAIRMAN: I assume they have been circulated. Shall we put them in 
chronological order? 

MR JENKINS: I would be happy with that. The first letter you should have is one 
dated 16 February. lt is from the consultant physician, Or Jarrett. He talks of a 
"bed crisis at Queen Alexandra Hospital continues unabated". "lt has fallen on 
us", he says, 

"to try and utilise all our beds in elderly medicine as efficiently as possible. 
There has been some under-utilisation of continuing care beds. From 
16 February I propose that we use vacant continuing care beds for post­
acute patients. A policy offering guidance is enclosed". 

You should see a document, enclosure 2, "Emergency use of community hospital 
beds". You will see it reads, 
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"Due to current crisis with the acute medical beds at Queen Alexandra 
Hospital and the detrimental effect on surgical waiting lists, the Department 
of Medicine for Elderly People is making some urgent changes to the 
management of beds in the small hospitals". 

Can I break off and remind the Committee, this relates to the year 2000. The 
situation with which you are concerned for the five patients whose records you 
have were treated in 1998. So this is after, but we hand these documents to you 
to give you the continuing picture. You will see, 

1. 
2. 

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

Waiting for placement. .. 
Medically stable with no need for regular medical 

monitoring ... ", 

and the other matters that you see listed . 

The next document is a letter from Or Barton dated 22 February to Or Jarrett. The 
letter reads, 

"I was very disappointed and also quite concerned to be shown a letter 
from yourself dated 16 February on the subject of the bed crisis at Queen 
Alexandra and addressed to the various ward managers and sisters. 

Less than a month after I wrote a letter to the clinical director expressing 
my concerns about the situation in our continuing care unit, I find that we 
are being asked to take on an even higher risk category of patient. 

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

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

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

I would also question the term 'under-utilisation' in a unit which is handling 
approximately 40 per cent of the continuing care done by Elderly Services 
at this time". 

The next document in time is a letter from Or Jarrett dated 7 March, by way of 
response. I do not need to read it to you, but you have heard Or Barton suggest 
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that there was a request, effectively, for three quarters of a million pounds from 
the primary care group to go towards the local hospital. You may find a hint of 
that in the last paragraph of this letter. 

The next document is the one with the fax strips down the centre of it. lt is a letter 
from Or Barton dated 28 April 2000, tendering her resignation. lt is addressed to 
Peter King, personnel director, and it reads as follows: 

"Over recent months I have become increasingly concerned about the 
clinical cover provided to the continuing care beds at Gosport War 
Memorial Hospital. I have highlighted these worries on two occasions 
previously in the enclosed letters. 

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

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

You will see a reference to the original contract of employment in 1993. 

The last letter, dated 19 May from Fiona Cameron, is one responding to the letter 
we have just read. The second paragraph reads as follows: 

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

Sir, that is the evidence I seek to place before you. I have called Or Barton and, if 
there are questions for her, the Committee or Mr Lloyd may wish to ask those 
questions now before I go on to sum up, if I can put it that way. 

THE CHAIRMAN: Mr Lloyd, do you wish to ask questions? 

THE LEGAL ASSESSOR: I have no questions, sir. 

Questioned by the COMMITTEE 

OR RAN SON: Did you have consultant cover during 1998? 
A I had a lady called Or Jane Tandy, who became pregnant, who 
commenced her annual leave on 27 April 1998 and followed on with maternity 
leave from 1 June until 8 February 1999. So basically she was very pregnant, 
and then she was gone for the rest of the year. 
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Q And no replacement or locum cover? 
A No. 

Q So you were in fact on your own in a training grade post? 
A Yes. 

MR WARDELL: I would like to ask some questions in order to have a feel for the 
48 beds you were looking after with regard to patients. You mentioned the Bartell 
Score, that I am not familiar with at all but I am pleased that I am at 20. 
A On a good day! 

Q Absolutely! You said that the bed occupancy rate was about 80 per cent 
when you were there. Perhaps you were looking after about 38, up to 40 
patients? 
A Yes. 

Q With regard to your looking after those patients, could you give us a feel of 
what you did? You said you were there for an hour and a half in the morning. 
Can you run through fairly quickly the typical kind of week you would have at the 
hospital? 
A I would arrive as they opened the front door of the hospital at 7.30 and I 
would go straight to Dryad ward first. I would walk round the ward with the nurse 
who had just taken the night report, so it was the most senior nurse on. We did 
not, fortunately, have these named nurses at that point. I would stop by every bed 
and I would ask, "Are they in pain? Have they had their bowels open? Do I need 
to see the family? Is there anything I should know?". So I got a report at the foot 
of each bed. That was Dryad. 

Daedalus liked to do it slightly differently, in that I did the report with the person 
who had taken the hand-over in the office, and then was invited to look at any 
patients they had concerns about. They preferred to do it in front of their 
paperwork. But the concept was the same: you went through all the patients in 
your care each morning, and that took until just before nine . 

Q 

A 
How many days a week did you do that? 
That was five. That was each weekday morning. 

Q Was that your total involvement with the hospital? 
A That is when it started. Generally, with the rate at which we were running 
admissions in 1998, I think an average week would contain five admissions. I had 
to try to get them to bring them down to my hospital before four o'clock in the 
afternoon. Lunchtime was better, because (a) they get very cold and stressed if 
you carry them round the countryside and bring them in after dark and (b) it gave 
me time to clerk them and to check whether any further investigations, bloods or 
anything needed doing, and to get them settled into the ward. So I would go back 
most lunch times, unless I had a PCG or purchasing meeting or something like 
that. In those days I was only on duty once a fortnight, but I would quite often go 
back in the evening if I felt there was somebody I was particularly worried about -
to talk tot he relative or to support the nursing staff. 
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Q Mr Jenkins put in front of us a number of documents, including the second 
one, which is "Emergency use of community hospital beds". In point 7 there, the 
second sentence reads, " ... this placement does not entitle patient to NHS 
continuing care". 
A There was no such thing in 2000. If your condition became medically 
stable and you could persuade social services to either fund you or agree to have 
you at all, then you would be moved on -even though your dependency score 
might be very low. 

Q In that period, say 1998 to 2000, were you experiencing dilemmas 
whereby- and I use the word "conspiracy" advisedly, because I have the 
evidence from a report that I chaired during that period when I was in another post 
in the House of Commons - in evidence we had it said that there was a 
conspiracy between social services, doctors and management with regard to 
trying to push people who were entitled to have NHS care out of hospitals into 
nursing homes, where they would have to pay out of their own resources? Were 
you in that horrible dilemma? 
A If you knew anything about Gosport, you would realise that (a) there is not 
much potential for private practice and (b) there were not vast numbers of patients 
who were self-funding. Self-funders were not the problem then. If they were 
stable and social services would agree that they could go to a nursing home at all, 
that was not the problem. I would never conspire with anyone in social services. 

Q I was not levelling that at you. I was just thinking about the dilemma, that if 
you had patients in beds, such as the patients you were dealing with, then they 
would be covered in terms of the NHS system----
A They were not. 

Q They were not? 
A They were not. They were not entitled to stay in any of those beds. In 
order to keep them in those beds, you had to write in the notes, "Requires 
ongoing medical care". Despite a Bartell of zero, if they required no further 
medical input and their medical condition was stable, you then had to find them a 
nursing home. But the sort of people we are talking about here were not going to 
become stable. 

MR WINTER: You refer to raising concerns in 1998 verbally with lower levels of 
management about your working situation. Would you be prepared to say a little 
more about what you actually did and whether you considered putting your 
concerns in writing at that point? 
A I should have put my concerns in writing, because I was sitting on these 
strategic bodies. We were talking about how the health community was going to 
move forward, how we were going to improve step-down care, and how we were 
going to make available more beds for acute surgery so that the Trust achieved its 
waiting list targets and therefore its money from region. But I did not put anything 
in writing. I became increasingly concerned. I spoke to lower management, who 
probably did not even relay those concerns further up. I spoke to my clinical 
colleagues. 
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Or Lord tried at that time to get more funding and was unsuccessful. The first time 
we got any extra funding was in 2000 when I resigned and we got an extra three­
quarters of a million for St Christopher's and Gosport War Memorial to do more 
post-acute rehabilitation work. So they knew we were in trouble, but I did not go to 
print at that stage. 

Q Could you say approximately how many times you raised these matters 
with people in lower management? 
A Once every couple of months. 

THE CHAIRMAN: I wonder if I might be allowed to ask a few questions, just so 
that I understand the situation? Am I correct in assuming that Gosport War 
Memorial Hospital is a stand-alone community hospital? 
A lt has no theatre facilities; it now has no A&E or minor injuries facility; it 
has a little X-ray department with basic, standard equipment in a Portacabin. lt 
has a little outpatient department to which consultants come down from the centre 
to do peripheral clinics, and it has approximately 100 beds . 

Q These are including the 48 long-term care beds? 
A We have long-stay elderly medical patients; we have babies; we have a 
maternity unit and we have a small GP ward. 

Q Can you tell me roughly what the average length of stay was in, say, 1989, 
about 1 0 years ago, and then in the later part of the 1990s? How had the average 
length of stay changed? 
A I had patients I had had for five years. I had some very ill patients 
transferred from the Royal Hospital, Haslar, after orthopaedic surgery or 
transferred from the main unit because they lived in Gosport and their relatives 
lived in Gosport. But those were the minority. The majority of patients were long 
stay. 

Q Was there a calculation of the average length of stay in the early 1990s? 
A lt would be difficult to do, because we also did shared care and respite 
care in those days. I was looking at the figures the other day. You would find it 
very difficult to get a feel for the average length of stay, but it was generally 
reckoned to be a good long time. Then in the late 1990s - I could not find any 
research on this subject, but there are two major risk times for these elderly 
transferred from a nursing home to an acute unit and then down to a long-stay 
unit. They may well die in the first two, three days- something to do with the 
shock of being moved really makes them quite poorly. If they survive that----

Q While you do not have a specific figure for average length of stay, you are 
quite convinced that the dependency level increased over the decade? 
A Massively, yes. 

Q We are aware of how the Gladys Richards case came to the surface. lt is 
not clear to me from the papers how the other cases were identified. Can you 
help me with that? [Or Barton conferred with counse~ 
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MR JENKINS: Sir, you will recall from what I said to an earlier constitution of this 
Committee that the relatives of Gladys Richards complained. What I said to an 
earlier Committee was that they complained about everybody, including the police 
officers who conducted the inquiry. They generated some publicity locally about 
their concerns, as a result of which relatives of other patients- and I think the four 
with which you are concerned - expressed concerns. I think that is how the police 
became involved in those other cases. 

OR BARTON: The health care trust also decided to invoke CHI, the Commission 
for Health Improvement, and CHI produced a lot of local publicity saying, "If you 
have any concerns about your hospital, this is the phone number, these are the 
people to get in touch with". And of course I have no input as to how much and 
where they got their information from; but they must have received an enormous 
amount of positive and negative feedback from the people of Gosport. 

THE CHAIRMAN: Technically, as a clinical assistant you did not carry ultimate 
responsibility for the clinical care of patients? 
A No. You will see in a couple of the reports that we were using the 
Fentanyl skin patch for opiate pain relief. I was not allowed to sign for that. That 
had to be countersigned by a consultant. I was working for a consultant. 

Q And the consultants under whom you worked reviewed the prescribing 
practices that you indulged in, did they? 
A I do not know. Not with me. 

Q So you did not do the ward rounds with the consultant? 
A Yes. 

Q You did? 
A Yes, but no comments were made at any time at this point about reckless 
prescribing or inappropriate prescribing. 

Q They did not raise any questions about the prescribing that was being 
done for these patients? 
A They did not raise any concerns, no. 

Q Were there any audit meetings in the hospital? 
A I did not go. I was not invited to go to audit meetings. 
Q Turning to page 380, I would also like some clarification. 1t implies in the 
first bullet point there that there is still some relationship to the Gosport War 
Memorial Hospital. What was the continuing relationship you had? 
A In Gosport there is something called the Gosport Medical Committee, 
which is made up of all the practising doctors on the peninsula, which I think at the 
moment is about 36. We are employed by the health care trust to look after 20 
GP beds upstairs from my erstwhile geriatric beds. We have admitting rights to 
those beds and we are allowed to look after our own patients. We are also invited 
to look after step-down patients from the acute unit. Although, as a GP you can 
be much more hard-nosed about refusing to accept somebody who you feel is 
beyond the capability of the hospital to look after than I could as a clinical 
assistant downstairs in the wards. That is why you will see something about, "a 
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retrospective audit of your prescribing on the Sultan ward". That is, what I was 
doing - whether I was prescribing inappropriate opiates upstairs on the GP ward. 

Q That has been helpful clarification. Was I correct in assuming -this is the 
second bullet point- that you told us this was in relation to your primary care 
duties? 
A The voluntary stopping prescribing opiates? 

Q Yes. 
A Yes, I am not prescribing any opiates or benzodiazepines at the moment. 

THE CHAIRMAN: I think these are the points I wanted to raise. Are there any 
further points from members of the panel? In the absence of further points, 
Mr Jenkins? 

MR JENKINS: There is one, sir, and it was raised by Mr Lloyd. Do you have any 
private patients? 
A No. 

MR JENKINS: Sir, may I sum up very briefly? You may think that this is plainly 
an excellent and dedicated doctor. lt may appear to you, and I would encourage 
this view on your behalf, that it may have been problems with the allocation of 
resources at the Gosport War Memorial Hospital which has led to a situation 
where best practice was not followed. 

You will have to consider the reports of the various experts placed before you. 
You will have to consider as well whether they are considering Or Barton's 
position as it was. I may have missed it, but it is not apparent from my reading of 
the reports that there is shown to be an understanding by Professor Ford and the 
other doctors that they were well aware that Dr Barton was working three and a 
half sessions; that she was effectively, during the period with which we are 
concerned, the only medical input into the care of these patients; that she had a 
significant number of patients to see and to evaluate and to continue to care for, in 
a very restricted period of time. 

You have to consider whether it is necessary for the protection of members of the 
public to impose conditions. I do not deal with the question of suspension 
because I say that it is plainly not appropriate in this case. 

Is it necessary for the protection of members of the public to impose conditions? 
Or Barton is no longer undertaking the job that she started in 1988. You know the 
reasons why. I say she poses absolutely no threat to members of the public, 
either in her general practice or in any form of hospital medicine. She does not 
undertake any of the latter. 

Is it necessary in her own interests to impose conditions? I say not. The last 
issue is whether it is otherwise in the public interest. You will know that there has 
been a police investigation, in fact two, arising out of the complaints in this case. 
You will know the results of the police investigation: that a decision has been 
taken not to charge. 
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I repeat what I have said. lt is slightly troubling that it is not apparent that the 
experts instructed by the police have been presented with the full picture of 
Or Barton's clinical involvement with these patients before being invited to express 
a view. But I say that it is not in the public interest either for this body to impose 
conditions upon this doctor in the circumstances in which you know she practises. 
She does not pose a risk to patients. lt is not necessary in her interests, and it is 
not otherwise in the public interest. 

If, however, you feel that because of police investigation, because of the 
possibility of press coverage, that it is necessary to demonstrate that this body is 
able to make decisions, I would invite you to do no more than reimpose what Or 
Barton has voluntarily agreed with the health authority. 

Those are the submissions that I make. 

THE CHAIRMAN: I now turn to the legal assessor. 

THE LEGAL ASSESSOR: The advice I give the Committee is as follows. They 
may make an order restricting this doctor's registration only if they are satisfied it 
is necessary to do so for the protection of members of the public, otherwise in the 
public interest, or in the interests of the doctor. In addition they must be satisfied 
that the consequences of any restriction that they might impose of her registration 
will not be disproportionate to the risks posed by the doctor remaining in 
unrestricted practice. 

Mr Jenkins, Mr Lloyd, unless there is anything else on which you would like me to 
advise the Committee, that is the advice I give. 

MR JENKINS: Sir, I have mentioned the little green book with which Or Barton 
has helped. I leave it with you. 

THE CHAIRMAN: Thank you. 

The parties withdrew by direction from the Chair and the Committee deliberated in 
camera. 

The parties having been readmitted: 

THE CHAIRMAN: Or Barton, the Committee has carefully considered all the 

evidence before it, including the submissions made on your behalf. 

The Committee has determined, on the basis of the information available to it 

today, that it is not satisfied that it is necessary for the protection of members of 

the public, in the public interest or in your own interests that an interim order 

22 



GMC101057-0769 

under Section 41 A of the Medical Act 1983 as amended should be made in 

relation to your registration. 
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The Committee initially was informed by the Committee Secretary that the 
case of patient Gladys Richards has been referred back to the CPS. 

1t noted that the case related to five patients between the ages of 75-91 
who were attending Gosport War Memorial Hospital, mainly for 
rehabilitation. One person (Mrs Lack) who was an experienced nurse in 
elderly care was concerned about the treatment of her elderly mother (Mrs 
Richards) in the ward, which precipitated the reviews of other patients. The 
Committee noted the fairly brief report of Or Mundy, and Professor Ford's 
report which looked at all five cases. 1t noted the background to the case as 
a whole, which was that Or Barton was a visiting clinical assistant who was 
responsible for the day-to-day management of these five cases. lt noted 
that overwork had apparently affected patient care. lt noted that in the case 
of Mrs Richards she had lost a hearina aid and her soectacles. and was 
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brought in in an agitated state, probably because of sensory deprivation. 
She became ambulant with a Zimmer, but her hip replacement became 
dislocated following a fall. This patient was prescribed the same set of 
drugs which was used in each of the other cases: Oramorph, hyoscine and 
midazolam. lt noted that some patients had up to 60-80 mg in 24 hours via 
subcutaneous injection with a syringe driver. Patient Richards received no 
foods or fluids between 18-21 August and died because of the 
combination of lack of nutrition and sedation. The Committee considered 
that the administration of these drugs may have shortened the patient's life 
(which was not the same as suggesting that it killed her). Professor Ford 
says that the prescribing regime was variously reckless, excessive or highly 
inappropriate. lt noted with concern that the medical records are not signed 
regarding the subcutaneous drugs regime. lt noted the pattern in which an 
elderly group of patients, dealt with by a clinical assistant, were the subject 
of apparently reckless and inappropriate prescribing. Death appeared to 
have been precipitated if not caused by the drug regime in each case. 

The Committee noted that Or Barton's post was supervised by a consultant, 
Or Lord, who must therefore assume some responsibility for the events. 1t 
noted that palliative care is now a well-developed clinical area. If death is 
accelerated as a result of carefully titrated, good symptoms control, then as 
a side-effect it may be acceptable. This did not appear to be the case here, 
and the Committee was of the view that the matter unequivocally needs to 
be tested by the Professional Conduct Committee. Or Barton moved 
patients very quickly onto a regime where they were receiving terminal 
care, and ignored the recommendations regarding doses in the BNF, 
rapidly prescribing excessive doses. lt noted that there was a major public 
interest in the case. lt asked that we look at charges 2 (b) ii) and iii) 
regarding Eva Page, as these would not raise an issue of spm (ask 
solicitors to look at charges). lt noted that the case had been before the 
IOC which had made no order. The Committee considered that the case of 
Or Lord should be screened if it hasn't already been. lt further suggested 
that if the allegations against Or Lord have already been screened, we 
might now have more information than the screener had at the time, and it 
may need to be re-screened. lt considered that the nurses involved were 
open to criticism for withholding nutrition and for failing in their own whistle-
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blowing responsibilities, and should be referred to the UKCC. 1t noted that 
there has already been a CHI report. 

The Committee noted that the documentation which was not included may 
contain information about the identity of the nurses concerned, and .that a 
Nurse Philip Beed is named at p236. If we cannot identify other nurses we 
should ask the Trust for the names so they can be reported to the UKCC. 
We should also warn the press office about the case given the potential 
public interest, mentioning that other doctors and nurses might become 
involved. The Committee would like the case to be fast-tracked. Professor 
MacSween requested that a charge be added at 5 a. iii to reflect the 
inappropriate use of the word "happy" in the context of confirming death as 
this was at best inappropriate and reflected an attitude which caused 
considerable concern. 
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In reply please quote 2000/2047 

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

11 July 2002 

G ENER.._;\l 
f\\EDICAL 
COUNCIL 

Special Delivery flr,J/c't"lill,•J fl<llic'll/S. 

.'fllilllll_<f ,/,lt/(lf\ 

__ Q.r.L6J3_~_d.Q.o ____ _ 

Code A 

Dear Or Barton 

A member of the Council, who is appointed under Rule 4 of the General Medical Council 
Preliminary Proceedings Committee and Professional Conduct Committee (Procedure) 
Rules 1988 to give initial consideration to cases, has asked me to notify you, under rule 
6(3) of those Rules, that the Council has received from Hampshire Constabulary 
information which appears to raise a question whether, as a registered medical 
practitioner, you have committed serious professional misconduct within the meaning of 
section 36(1) of the Medical Act 1983. A copy of the relevant provisions of the Act is 
enclosed, together with copies of the Procedure Rules, the GMC's publication "Good 
Medical Practice" and of a paper about the GMC's fitness to practise processes. 

In the information it is alleged that: 

1. At the material times you were a registered medical practitioner working as a clinical 
assistant in elderly medicine at the Gosport War Memorial Hospital, Hampshire; 

2. a. i. 

ii. 

On 27 February 1998. Eva Page was admitted to Dryad Ward at 
Gosport War Memorial Hospital for palliative care having being 
diagnosed at the Queen Alexander Hospital with probable 
carcinoma of the bronchus 

On 3 March 1998 you prescribed diamorphine, hyoscine and 
midazolam to be administered subcutaneously via syringe driver 

b. Your prescribing to Mrs Page of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. she was started on opioid analgesia in the absence of prior 
psychogeriatric advice 

ii. the medical and nursing records do not indicate that Mrs Page was 
distressed or in pain 

iii. the specific reasons for commencing subcutaneous infusion of 
opiate and sedative drugs were not adequately recorded in medical 
or nursing records 

•7X Great Portland Street London WIW 5JE T~·lephom: o2o H~o 7n42 Fax o2o ]')I\ 3641 

email gmcuggmc-uk.org www.grnc-uk.org 
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you knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in Mrs Page's 
condition; 

On 6 August 1998 Alice Wilkie was admitted to Daedalus Ward. 
at Gosport War Memorial Hospital for observation following 
treatment at the Queen Alexandra Hospital for a urinary tract 
infection 

11. You prescribed diamorphine, hyoscine and midazolam to be 
administered subcutaneously 

iii. These drugs were administered to Mrs Wilkie from 20 August 1998 
until her death the following day 

iv. Mrs Wilkie had not been prescribed or administered any analgesic 
drugs during her time on Oaedalus Ward prior to this 

b. Your prescribing to Mrs Wilkie of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

I. insufficient regard was· given to the possibility of alternative 
milder or more moderate treatment options 

ii. the prescription for diamorphine, hyoscine and midazolam was 
undated 

iii. the specific reasons for commencing subcutaneous infusion of 
opiate and sedative drugs were not adequately recorded in medical 
or nursing records 

iv. you knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in Mrs Wilkie's 
condition 

c. Your management of Mrs Wilkie was unprofessional in that you failed to 
pay sufficient regard to Mrs Wilkie's rehabilitation needs; 

a. I. On 11 August 1998 Gladys Richards was admitted to Daedalus 
Ward at Gosport War Memorial Hospital for rehabilitation following 
a hip replacement operation performed on 28 July 1998 at the 
Haslar Hospital, Southampton 

ii. Despite recording that Mrs Richards was 'not obviously in pain' you 
prescribed oromorph, diamorphine, hyoscine, midazolam and 
haloperidol 

iii. Although Mrs Richards did not have a specific life threatening or 
terminal illness you noted in the medical records that you were 
'happy for nursing staff to confirm death' 

Protecting patients, 5 
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On 13 August 1998 Mrs Richards artificial hip joint became 
dislocated and underwent further surgery at the Haslar Hospital. 
returning to Daedalus ward on 17 August 1998 

v. On 18 August 1998 you prescribed diamorphine, halof.)eridol, 
midazolam and, on 19 August 1998, hyoscine which was ~. 

administered to Mrs Richards subcutaneously and by syringe driver 
until her death on 21 August 1998 

vt. Between 18 and 21 August 1998 Mrs Richards received no foods 
or fluids 

b. Your prescribing to Mrs Richards of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. you knew or should have known that Mrs Richards was sensitive 
to oromorph and had had a prolonged sedated response to 
intravenous midazolam 

ii. insufficient regard was given to the possibility of using milder or 
more moderate analgesics to control Mrs Richards pain 

iii. opiate and sedative drugs were administered subcutaneously when 
you knew or should have known that Mrs Richards was capable of 
receiving oral medication 

iv. You knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in Mrs Richards' 
condition 

d. Your management of Mrs Richards was unprofessional in that you failed 
to pay sufficient regard to Mrs Richards' rehabilitation needs.; 

a. i. On 21 September 1998 Arthur Cunningham was admitted to 
Dryad ward at Gosport War Memorial Hospital with a large sacral 
necrotic ulcer with necrotic area over the left outer aspect of the 
ankle 

ii. After reviewing Mr Cunningham you prescribed oromorph and later, 
via syringe driver, diamorphine, midazolam to which was added 
hyoscine on 23 September 

iii. Although Mr Cunning ham did not have a specific life threatening or 
terminal illness you noted in the medical records that you were 
'happy for nursing staff to confirm death' 

iv. Dosages were increased daily between 23 September 1998 and Mr 
Cunningham's death on 26 September 1998 

b. Your prescribing to Mr Cunning ham of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. 
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6. 

ii. the reasons for the switch to subcutaneous infusion and the 
subsequent increases in dosages were not adequately recorded in 
medical or nursing records 

iii. you knew or should have known that opiate and sedative drugs· 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in 
Mr Cunningham's condition 

c. Your management of Mr Cunningham was unprofessional in that you 
failed to pay sufficient regard to Mr Cunningham's rehabilitation needs; 

a. I. 

ii. 

iii. 

On 14 October 1998 Robert Wilson was transferred from to 
Dryad Ward at Gosport War Memorial Hospital for rehabilitation, 
following treatment at the Queen Alexandra Hospital for a fractured 
left humerus 

Between 16 October 1998 and Mr Wilson's death on 18 October 
1998 you prescribed oromorph, diamorphine, hyoscine and 
midazolam 

Diamorphine, hyoscine and midazolam were administered 
subcutaneously to Mr Wilson via syringe driver from 16 October 
1998 

b. Your prescribing to Mr Wilson of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. the prescription for diamorphine, hyoscine and midazolam was 
undated 

ii. the specific reasons for commencing subcutaneous infusion of 
opiate and sedative drugs and the subsequent increases in 
dosages were not adequately recorded in medical or nursing 
records 

iii. you knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in Mr Wilson's 
condition 

c. Your management of Mr Wilson was unprofessional in that you failed to 
pay sufficient regard to Mr Wilson's rehabilitation needs. 

Copies of information from Hampshire Constabulary may be found in the enclosed 
bundle of papers which is indexed at page 2. 

The member has directed, in accordance with the Procedure Rules, that the information 
received from Hampshire Constabulary be referred to the Preliminary Proceedings · 
Committee of the Council. That Committee will consider the information any written 
explanation provided by you, to determine whether the case should be referred to the 
Professional Conduct Committee of the Council for inquiry into a charge against you. 

Protcccin9 patients, 
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Tl lE CII:\IRI\1:\:\: Cood morning everyone. ,\lay I formally open the 
proceedings. \Ve move l)ll to the case or Dr Barton. Dr 13arton is present and is 
represented hy :\lr .Jcnkins. counsel. instructed by :VIr !an Barker of the :Vlcuical 
l_.nion. i\ls horn Hnrlick. counsel. instructed hy solicitors to the Council. 
represents the Counci I. 

Dr 13arton. may I say lirst or all. lam conscious tktt you arc currently on sick leave. 

GMC101057-0783 

8 ar1d th:tt you have recently undergone surgery. I do :tpprceiatc your being here tod~ty. 
11· :tt any· stage you !'eel you want a break. or need to take a temporary break. then 
plc;tsc dn not hesitate to s:ty sn. I do appreciate the l·;tct that you have come along. 

(Introductions rnadcl 

I!" there arc 110 l·urtllt:r poinrs. then l will ask lvls llorlick to open the procecuings this 
C rnorning. please . 

D 

E 

f 

G 

H 

. \IS IIORLICK: This case involves the inappropriate prescribing to live patients at 
the Gosport \Var :VIcmorial Hospital between February I <)<)8 anu October I <)lJS. live 
patients \vhose ages range bd\vccn 75 and<) I. and who all died at the hospital. 
Dr B~trton at the material time was a general practitioner and also a clinical assistant 
rn elderly medicine at the hospital. 

To give the Committee some idea of the history ol'thc case, the police began an 
investigation into the circumstances oCthe death ol'one of those patients. Gladys 
Richan1s. That investigation later extendcu to four other patients. The Interim 
Orders Committee has considered this matter. as you have already said. on t\VO 
occasions bcl'orc. Firstly, .June 2001. when it was considering only the maner of 
Gladys Richards and on that occasion no order vvas made. 

In February 2002, the Crown Prosecution Service decided not to proceed \vith the 
criminal proceedings. Then the Crown's papers were disclosed to the General 
Medical Council and thus the matter came before the Interim Orders Committee again 
on 21 l'vlarch this year, and again no order was made . 

The present position as I understand it is that the Crown Prosecution Service is 
reconsidering their original decision and there always remains a possibility that there 
may be proceedings in relation to one or more of these patients. There has also been a 
PPC hearing \Vhich took place at the end of August this year. The PPC referred the 
matter on to the PCC but they made no interim order with regard to registration at that 
time. 

THE CHAIR.:vL\N: Sorry? They referred to the PCC? 

~[S HORUCK: They have, yes. So, in other words, what has changed in a sense is 
the fact that the matter is now being referred on to the PCC and the possibility of 
criminal proceedings has raised its head again. Thus the matter has been referred to 
this Committee for its consideration today. 

The information in relation to these matters is set out in pages 4, 5, 6, 7 and 8. I will 
come on to facts in relation to those five patients. You will also have within your 

T.A. REED 
&CO. 



\, 

A 

GMC101057-0784 

bundle. inter alia. a report from ProCessor Ford. and I am going to re !'er to some ol' his 
conclusions \\'llilst dc:liing \\·ith each of the patients. 

\-lay I deal lirst \\·ith tile patient [\·a Page. She was admitted to the Dryad Ward 
\\"hich was llllC or the\\ ards in \vhich Or [3arton \VOrked on 27 February I I)I}S. She 
came under the c:1rc ni' Dr [3anon. She was there l'or palliative care. She had~~ 
possible carcinoma ol'the bronchus. She died on 3 1vlarch I<J<JS. She was S7 years 

8 old. She had originally been ~1dmittcd to the Queen Akxandra Hospital on() February 
I <)<JS. al'tcr her condition dcteriurated O\·cr the preceding li\ e days. 

On 7 1-ehruary I 1)<)8. she \\·as noted to ha\·e a lll\V mood. to he frightened and \-rays 
showed a potentially malignant mass superimposed on the right hilum. On 
12 February I1) 1)S a management plan \V~IS set up. \vhich was to give palliative care in 
\ iew ol· her advanced age. On I (J February 1<)1)8, there was a gradual deterioration in 

C her condition. She had no pain hut she\\ as conl.used and she \vas continued on 
antidepressants. lt was on 27 February. as I have said. that she was transi'crred to the 
ward and came under the care ol· Dr Barton. On the day that she was transi'crred. 

D 

E 

Dr Barton wrL)te in the medical notes that she was transkrred to Dryad ward. 
continuing care. Diagnosis oi'carcinoma ol'hronchus. CXR on admission. 

"Generally unwell. oiT legs. not eating. bronchoscopy not done. catheterised. 
needs help with eating and drinking; needs hoisting; Barthel - 0. Family 
seen and well aware ol-prognosis. Opiates commenced. I'm happy Cor 
nursing sta!Tto conlirm death." 

The nursing notes confirm that she had been admitted for palliative care. 

On 2S February l 998, she was noted to be not in pain. She was administered 
Thioridazine and Oramorph. She was distressed. 

On 2 March l 998, she was noted to be very distressed and Or Barton noted that 
adequate opioids to control should be administered. She had fear and pain. Therefore 
5 mg ofdiamorphinc was administered by a syTinge driver. • On 3 ~larch 1998, a rapid deterioration of her condition is noted. Diamorphine, 
Midazolam \vas commenced by syringe driver. It is this prescription which is the 
subject of criticism by Professor Ford. She died on that day, death being recorded at 
21:30. His criticism is that there was no indication that Eva Page was in pain or 
distress. and with a fraiL elderly and undef\veight patient that prescription was 
potentially very hazardous and poor practice, but he concluded that it was probably 
for palliative reasons that it had been prescribed by Or Barton. 

F 

G Or Mundy is another doctor who has made a report in this case and in relation to this 
case, he concluded that \frs Page had a clinical diagnosis ot-lung cancer. 

H 

T.A. REED 
&CO. 

THE CHAIR..\.1.-\N: Is there a page number? 

011S HORLICK: I am sorry, madam. It is page 57. 
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"There \\'~IS no documentation of any pain eXperienced. \VIlen she \\·as 
trans!Crred to Dryad ward most medic;.Jtion was stoppeJ hut she required 
sedative 111edication because o!"her distress and anxiety. No psychogeriatrie 
alh·ice was taken regarding symptom control and she \vas starteJ on opioid 
analgesia, in my vie\\', inappropriately ... 

lie CllilllllCnts: 

"The prescription liJr subcutaneous diamorphrr1e inl·usion again shO\\·ed ~~ 

ten !'old range !"rolll 20 rng to 200 m g." 

fn his conclusion is: 

"The reason !'or starting opioid therapy was not apparent in se\eral o!"the 
cases concerned." 

GMC101057-0785 

That is the conclusion overall. Can r deal seconuly \\ith Alice \Vilkic. She died on 
21 :\ugust I'JliS. She was SI. She had been ad111itted on() August I <)<)8 to the 
Daedalus \\·ard \vhere Dr Barton worked. She had been admitted to that ward Cor 
observation liJIIo\ving treatment at the Queen AlcxanJra Hospital !"or a urinary tract 
in!Cction. In I~ICt, she had been aumittcd to the Queen .-\lcxanura Hospital on 3! July 

D ll)<)S. She \vas I()LIIlU to have ;.1 !"ever. She was given intravenous antibiotics. By 
3 August the !"ever had settled anJ she was illlproving. She haLl severe dependency 
needs but on trans!'cr to the Daedalus ward it vvas noted th;.Jt her bed should be kept at 
her care home. 

The nursing notes state th;.Jt she vvas transferred to the Daedalus ward for a lour to six 
vvcck assessment and observation and then a decision would be taken about 

E placement. In other words, it was intended that she would leave Dacdalus vvard to go 
back to some tom1 of care home. 

On l 0 August it was noted that she was eating and drinking better and that she vvould 
be revievved in one month, and if there was no specific special medical or nursing 
problem she vvould be discharged. 

F The next entry in the notes is by Or Barton on 21 August. 

G 

H 

T.A. REED 
&CO. 

THE CHAIR.v1AN: Can we have a page, please·) 

MS HORLICK: Page 79. There it is noted by Or Barton: 

''Marked deterioration over last few days. Subcutaneous analgesic 
commenced yesterday. Family aware and happy.'' 

A final entry on the same day is at half past six in the evening when death is 
con finned but there had been no entry that Mrs Wilkie had been in pain on 20 August 
or in the preceding days, and no analgesic drugs had been administered to her before. 
It appears that Or Barton had prescribed a regular daily prescription of diamorphine, 
30 mg over 24 hours, and Midazolam, 20 mg over 24 hours. That had been started to 
be prescribed to i'vfrs Wilkie from 13:50 on 10 August, therefore the day before she 
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A died. They were administered to her ~1gain on 21 1\ugust. There was no indication !'or .. 
the use of those drugs. no explanation as to why. and Professor Ford notes that it was 
poor practice. potentially very ha;.ardous in a frail. elderly and underweight patient. 
and it could result in pro round respiratory depression. and her death was possibly due. 
at least in part. to respiratory depression l'rom the diamorphine. or that dianwrphinc 
led to the development ol· bronchopneumonia. 

8 Dr ,\lundy comments on this patient at page 55 n!'tlle bundle. lie said: 

.. There was no clear indication !'or an opioid analgesic to be prescribed. and no 
simple analgesics \vcrc given ami there was no documented attempt to 
establish the nature ol'hcr pain. In my view the dose of diamorphine that \Vas 
prescribed at.)() mg initially w~1s excessive and there is no e\·idcnce that the 
dnse was reviewed priur to her death. ;\gain the diamorphine prescription 

C ga\ ea tcnl()ld range l'rom 2fl mg to 200 mg in 2-+ hours." 

D 

E 

C111 lno'v turn to the matter orGiadys Richards. which was the matter originally 
ill\ estigatcd by the police. lvladam. I am looking here at page (J2. 

She had been 1)1 years old when she was admitted as an emergency to the Has!J.r 
Hospital on 21) .July Jl)()S. She li·acturcd the right neck ot· her femur. She had 
dementia. There had been a deterioration in the quality of her life over the previous 
six months. She had surgery ror the fracture on 30 .July I <)<)8 and she was then 
rclcrrcd to Dr Reid. vvho is a consultant physician in geriatrics on 3 August 1998. He 
concluded that despite dementia. she should be afforded the opportunity to rcmobilisc 
her. 

On I 0 August 1998. just prior to her transfer to the Dacdalus ward, it was noted: 

""[She) is now fully weight bearing, walking with the aid of two nurses and a 
zimmer frame. Gladys needs total care with washing and dressing eating and 
drinking. Gladys is continent, when she becomes fidgety and agitated a 
meantime she want the toilet. Occasionally incontinent at night, but usually 
wakes." 

f The follo\ving day, I 1 August, she was transferred to the Daedalus ward. On that 
date. Dr Banon had written in the medical notes. 

G 
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"Impression frail demented lady, not obviously in pain, please make 
comfonab[e. Transfers with hoist, usually continent, needs help with ,-\DL 
Banhe[ 2. I am happy for nursing staff to confirm death." 

The nursing notes recall that she is now fully w·eight bearing and •valking with the aid 
of two nurses and a Zimmer frame. However, on 12 August, the notes recorded that a 
little before midnight she had been very agitated. shaking and crying. Did not settle 
for more than a few moments. However, she did not seem to be in pain. 

It seems the following day that she had been found on the floor at 13:30. No injury 
was apparent at the time but her right hip was internally rotated, and another doctor 
had been contacted for an X-ray. 

4 
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On 1-J. ,\ugust. Dr Bartnn had no teLl that sedation and pain relic! had been a prohlc111. 
Scrc;uning \\:IS not controlled by haloperidol but very sensitive to Oramoq)h. 
Dr [3artnn had also proposed the rhetorical question. "Is this lady well enough !"or 
another surgical procedure'.>" It seems that she was, because she was readmitted to the 
llasL1r Hospital. The hip \\'aS rnan1pulatcd under scJation. and that was succcssl.ul. 
She \\'as discharged back again to the Dacdalus ward on 17 August. Again it \\'as 
1wtcd that although she had hccn given a canvas knee-immobilizing splint which must 
stay in situ l(l!· I(Hir \Vccks. she could ho,vcvcr mobilise l'ull weight bearing. But the 
nursing notes on that day· reclll·d that when she had been transl'crreJ h~1ck she had been 
\CI'Y distressed and ;1ppcarcd to be in pain. Later that day. she haLl been gi,·cn 
Oranwrph 2.5 mg in 5 n1l. :\ l'urther \:-ray \vas pcriL)f'llled which demonstrated no 
1'1·acturc. so that was not the suurcc ol.thc pain. Pain demonstrated. Dr Barton had 
also noted that on 17 .-\ugust. the day ol· transl'cr back. she had been under i. v scJation 
during the closed reduction. She remained unresponsive lor Sllllle hours and 

" ... 110\\' appears pcaccl'ul. Can continue haloperidol. only !()r Oramorph i 1· in 
severe p:1in. Sec daughter again." 

On IS .'\ugust. it was notcJ she was still in great pain. nursing a problem. 

"[suggest subcutaneous diamorphine. halopcridoi/:VIidazolam. I will sec 
daughters today. Please make comlortablc." 

The nursing notes say that she had been revieweJ by Dr Barton for pain control via 
syringe Jrivcr. lt was l'urther noted that she reacteJ to pain when being 1110'-iCO. 

On 19 August. the nursing notes rccorJcd that she was comfortable and she \vas 
apparently pain !'rec. There appear to be no notes at all for 20 August, but the next 
entry is Dr Barton 'son 21 August, where she records: 

"much more peaceful. ~eeds hyoscine for rattly chest." 

She recorded as her overall condition deteriorateJ. 

"Medic:ltion keeping her comfortable.·· 

The time of death is recorded as being 21:20 later that day. The cause of death \Vas 
recorded as bronchopneumonia. 

One can see set out on page 6-+ the dates and times of the various medication and 
opiates that were given to her during her time on the ward. 

Dr Barton 's treatment is criticised bv Professor Ford. He sa vs that even in a \VOman 
' J 

ot· :Vlrs Richard's age. there were good reasons to offer surgery for the fractured neck 
of the femur bec:.1use \Vithout iL the patient remains immobile and nearly invariably 
develops serious and usually fatal conditions. He notes that Or Reid believes that she 
had potential to benefit from rehabilitation, and that \Vould have been implicit in her 
transfer to the Gosport \tVar :Vlemorial Hospital to receive rehabilitation there. It 
seems that Dr Barton did not appreciate that that was the reason for her rehabilitation 
and one knows ti·om the papers that Dr Barton made a statement to the police. She 

5 
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A ,,·as asked ahuut her entry on initial transfer to the Daedalus waru. the entry ,,·hich 
said. ··1 a111 happy !'or nursing stalTto confirm death," when :\'lrs Richarus had been 
apparently transll:m.:d l'rom rehabilitation. Or Barton told the police that she 
appreciated there was a possibility that :vlrs Richards might die sooner rather than 
later. and regarded the ad111ission as a holding manoeunc. 

Proll:ssur Ford sets out reasons why Or Barton's appm~1ch to :VIrs Richards might well 
8 ha,·c been dilfcrcnt to Or Rcid's. He cnncluucs at the end o!'paragraph 2.18 that 

Or l1arton's e.\pcriencc in palliative care may possibly have intlucnccd her 
understanding and expectations or rehahi litating nlder patients. 

In paragraph 2.1 <).he sets out Dr Barton's explanation tor the administration ol· drugs 
to ,\lrs Richards. !le criticises some or her conclusions. fie says that screa111ing is a 
\veil-described beha,·inural disturh<mce in dementia. lt can be due to pain. but is ol'ten 

C not. He concludes that there \vas not a proper clinical examination or the reason lor 

the screaming because of' course. he says. if' the screaming had been worse on \Veight 
hearing or on nwvement. that woulu have provided supportive eviuence that 
scre:uning was i'rom pain, as opposed to Jernentia. 
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l-Ie notes that .vlrs Richards had not been prcscribcu opiates before she was trans!'crreJ 
to the Oacualus waru, he says: 

'"This makes me consiucr it probable that Or Barton prescribed ... Oramorph, 
diamorphinc, hyoscine, and Miuazolam when she first saw Mrs Richards anu 
she was not in pain." 

He saiJ: 

'"[do not consider it appropriate to administer intem1ittent doses of Oramorph 
to Mrs Richards before first prescribing paracetamol, non-steroidal anti­
inflammatory drugs or mild opiate. ... Or Banon's statement that 
diamorphine and Oramorph were appropriate analgesics at this stage following 
surgery when she had been pain free is incorrect and in my opinion would not 
be a view held by the vast majority of practising general practitioners and 
geriatricians.·· 

He also criticises the fact that there are no notes of tluid or food intake after 
Mrs Richards was readmitted to the Daedalus ward on 17 August, and between that 
and her death on the 2l st. He says that although there were no clear descriptions of 
her conscience level in the last few days, her level of alertness appears to have 
deteriorated once the subcutaneous infusion of diamorphine, haloperidol and 
Midazolam \vas commenced. It seems that she \vas not offered fluids or foods, and 
intravenous or subcutaneous tluids were not considered as an alternative. He says the 
decision to prescribe oral opiates and subcutaneous diamorphine to ivfrs Richards on 
initial admission to the Daedalus ward was, in his opinion, inappropriate anc:l placed 
Mrs Richards at significant risk of developing ad verse effects of excessive sedation 
and respiratory depression. 

The prescription of oral paracetamol and my Lady opiates would have been 
appropriate and would have had a better risk/benefit ratio. The prescription of 
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subcutaneous diamorphine. haloperidol. and ivlidazolam infusions "to he taken if 
required" was inapprnpriate e\·en i I" she was experiencing pain. lt goes on to explain 
why. l-Ie says: 

"The prescription by Dr Barton on 11 t\ugust of three sedati\'e drugs hy 
subcutaneous inli.1sion was in my opinion reckless and inappropriate and 
placed :vlrs Richards at serious risk o!' de\'eloping coma :.~nd respiratory 
depression had these been administered hy the nursing stall. lt is 
exceptionally unusual to prescribe subcutaneous inl'usion o!' these three drugs 
with powerful cf!Cct on conscious level and respiration to !'r:.~il elderly patients 
-..vith non-malignant conditions in~~ continuing care or sluw stream 
rehabilitation ward and I have not personally used. seen or heard ol'this 
practice in other care or the elderly rehabilitation or continuing c:.~rc \\·ards. 
The prescription ol.three sct.lativc drugs is potentially h~v:.~rdous in any patient 
hut particularly so in a !'rail older patient with dementia and would he expected 
to carry is high risk or producing respiratory depression or coma" 

l-Ie goes on in paragraph 2.27 to consider Dr 8arton's st:.~tcment in relation to the use 
o!' [vfidazolalll \Vhich he said \VaS inappropriate. 

Dr 8arton made a statement to the police in relation to this matter \\hich is in your 
D hunt.lk. At the ent.l ol'it. she says---
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THE CHAIRMAN: P:.~gc number. please') Is it page 153? 

~IS HORLICK: It is page !53 --thank you. mat.! am. At the end of that. at page 162. 
paragraph 38. she says: 

'"At no time was any active treatment ofMrs Richards conducted with the aim 
of hastening her demise. My primary and only purpose in administering the 
diamorphine was to relieve the pain which Mrs Richards was suffering. 
Diamorphine can in some circumstances have an incidental effect of a 
hastening a demise but in this case [do not believe that it was causing 
respiratory depression and was given throughout at a relatively moderate 
dose." 

At paragraph 39, she says similarly: 

··similarly it was not my intention to hasten Richards' death by omitting to 
provide treatment for example in the fom1 of intravenous or subcutaneous 
tluids. By the !8ch August it was clear to me that Mrs Richards was likely to 
die shortly." 

She d1d not believe that transfer to another hospital would have been in her best 
interests. 

[now turn to Mr Cunningham. Mr Cunningham was 79 years old. He had had 
Parkinson's disease since the mid-80s. By July 1998, he had Parkinson's disease, 
dementia and depression. When he was seen on 21 September 1998 in the Dolphin 
Day Hospital by Dr Lord, she recorded that he was very frail, tablets had been found 
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;\ in his mouth. he had a large necrotic sacral sore with thick black scar. His 
Parkinson's disease was no \\llrse. 

8 

TilE CII:\IR.\-'1:\N: Is this page 72'.> 

:\IS 1-IORLICK: lt is. madam. yes. He decided to transt"cr him to do Dryad \\ard ,1n 
that day. The entry hy Dr Rarton on 21 September says: 

"\fake cornl\1rtahlc. give adequate analgesia. r\111 happy l\1r nursing stalft,1 
conlinn death." 

She decided to prescribe ami administer Jiamorphine and .vfida1.0iam hy 
subcutaneous inl'usionnn the evening ol'21 September. so the even111g of' the day that 
he was admitted. Proll:ssor Ford's l)pinion ol' that. at paragraph 3.1 tl was that he 

C cunsidered the decision hy Dr Barton --

" ... to prescribe and administer diamorphine anJ ,vfida10lam by 
subcutaneous inl'usion the same evening he \Vas Jdmittcd \vas highly 
inappropriate. particularly when there was a clear instruction hy Dr Lord that 
he should be pn.:scribeJ intcm1ittent" 

D -apparently underlineJ -
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"Joses or Oramorph earlier in the day. I consider the undated prescription by 
Dr Barton or subcutaneous Jiamorphine ..... 

anJ he gives the amounts-

"to be poor practice and potentially very hazardous. In my opinion it is poor 
management to initially commence both diamorphine and ,vlidazolam in a frail 
elderly underweight patient such as Mr Cunningham. The combination could 
result in profound respiratory depression and it would have been more appropriate 
to review the response to diamorphine alone before commencing Midazolam, had 
it been appropriate to commence subcutaneous analgesia, which as I have stated 
before \Vas not the case." 

Apparently it had been prescribed and administered for pain relief and to allay anxiety 
but there was no clear recording that Mr Cunningham was in pain or, indeed, where 
the site of the pain was, if it existed. 

On 23 September, it was noted that he had been chesty overnight and deteriorated. 
Professor Ford's conclusion is: 

"The symptoms could have been due to opiate and benzodiazepine induced 
respiratory depression. The family were told that Mr Cunningham was 
dying." 

But on 24 September 1998. Or Lord reviewed him and he was apparently in pain. On 
25 September dosages were increased threefold. There was no record of 
i'vfr Cunningham receiving food or tluids since his admission to the Daedalus ward on 
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the 21 '1 despite the l~tct that Dr Lord had prescribed J high protein diet tor him when she. 
transl'crrcd him to the Dryad \Vard. He Jicd on 2(J September. a little hc!'ore midnight. 
The cause or death was n.:corJcd as bronchopneumonia with contributory causes or 
Parkinson's disease and sacral ulcer. 

Prokssor Fun! \Vas also concerned ~1bout the initial note entered by Or Garton on 
21 September. that she was happy tor nursing starr to conlirm death. because -as he 

8 says there was nu indication hy Or Lord that :VIr Cunningham was expected to die" 

Tll[ Cll:\lfVv!J\\1: I am sorry to interrupt. I am slightly confuseJ because on page 72. 
it is suggested that Dr Lord h~td made that entry. !take it you arc saying that that is 
wrong. lt is paragraph ~.2. 

\t!S f I OR LICK: I think there haJ been a l'unhcr entry by Or l.ord on the 21 '1
• saying 

C that she \vas happy tor nursing statTto confirm Jcath. lt \Vas when ;\·!r Cunnmgham 
was admillcd to the Dryad \Vard on 21 September. having seen Or LorJ in the Dolphin 
Day Hospital. !t was on that Jay that Or Barton was recording, ".c\m happy Cor nursing 
sta!Tto conlinn death." 
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THE CHt\IRJvi;\N: I am sorry. I sec they arc both rccorJcd. 

t'vlS HORLICK: Yes. !think Prot'cssor Ford's point was that there was no indication 
on the Jay that he was tirst aumitteu that there woulu be any indication of death ensuing 
in the near future. Pro!Cssor Ford notes that it is possible that Mr Cunningham died 
Crom Jrug inJuccu respiratory Jeprcssion without bronchopneumonia present. or t'rom 
the combineu ctlcct of bronchopneumonia :md Jrug inuuccd respiratory depression as J 

result of' the urugs which hall been prcscribcu to him. 

Or t'vlundy comments upon Mr Cunningham 's case at page 54. He says: 

"All the prescriptions for opioid analgesia are written in the same hand and 
l assume they are Or Barton's prescriptions ... Morphine was started without 
any attempts to control the pain with less potent drugs. There was no clear 
reason why the syringe driver needed to be started as the patient had only 
received two doses of oral morphine, the 24 hour dose requirement of 
diamorphine could not therefore be established. The dose of diamorphine 
prescribed gave a tenfold range from 20 mg to 200 mg in 24 hours which is an 
unusually large dose range in my experience." 

just in parenthesis, one which is common to Dr Barton's prescriptions in all these 
cases. 

G "The patient was reviewed by Or Barton on at least one occasion and the patient 
was noted to be in some discomfort when moved. The dose vvas therefore 
appropriately increased to 40 mg per 24 hours but there are no further comments as 
to why the dose needed to be progressively increased thereafter. In my view, 
morphine was sta11ed prematurely, the switch to a syringe driver was made without 
any clear reason and the dose was increased without any clear indication." 

H 

T.A. REED 
&CO. 

9 



GMC101057-0792 

A Lastly. might I turn to Rohcrt Wilson. I will he rcfcn·ing to notes on page 83. 

8 

:"vir \Vilson was a 75 year old man. He had been admitted to the Queen t\lcxandra 
llospitalon 22 September I 1) 1)8. He had a fracture of the kit humerus. \-lorphine had 
heen administered to him intravenously and then subcutaneously but he developed 
vomiting. T\Vl) days later. when he was given 5 mg or diamorphine he had lost 
sensation in the lcll hand. Five days later. it was noted that he had poor qu<1lity oi'li!C 
and poor prognosis. and he was not to he resuscitated. 

llowcvcr. h_v 7 October he had apparently stated that he Jid not want to go to a 
residential home and wanted to go home. Although he had previously been sleepy. 
withdra\vn and in a lo\v mood. when he was seen by Dr Lusznat. the consultant in old 
age psychiatry on S October. he was much better. He was eating and drinking well. 
and appeared brighter in mood. I lis Barthel score was 5/20. lt \vas noted that he had 
been a hca,·y drinker o\·cr the previous live years and that he had possible early 

C dcnH.:nti;l. :\l;hclnH.:r's disease or possible ,·ascular dementia. 

On 13 October it was 11otcd that he required hoth nursing and medical care. He \vas at 
risk or l~llling and that what \vould be appropriate \vould he a shon spell in long-term 
:\ HS care. 

On I . ..J. October he was translcrred to the Dryad ware!. An entry on the same Jate by 
D Dr B<lrton reads: 
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"Translcr to Dryad ward continuing care. l-1 PC l·racturc humerus, needs help 
vvith ADL ... hoisting, continent. Barthel 7. Lives with wife. Plan further 
mobi I isation." 

l think here it is recorded as being 16 November, but that must be wrong because he 
had died by then. On 16 October, the notes record that he declined overnight, and gave 
details of that. He had a possible silent myocardial infarction and Dr Barton had 
written a prescription for subcutaneous diamorphine, hyoscine and Midazolam and that 
was administered to him on 16 October. Again. this is a course of action criticised by 
Professor Ford. 

I am looking at paragraph 5.12. He says: 

"I am unable to establish when Dr Barton \\Tote the prescription .... as these are 
undated. The administration of diamorphine and hyoscine by subcutaneous 
infusion as a treatment for the diagnosis of a silent myocardial infarction was in 
my opinion inappropriate. The prescription of a single dose of intravenous 
opiate is standard treatment for a patient \vith chest pain following myocardial 
infarction is appropriate standard practice but was not indicated in Mr Wilson's 
case as he did not have pain. The prescription of an initial single dose of 
diamorphine is appropriate as a treatment for pulmonary oedema if a patient 
fails to respond to intravenous diuretics such as fn.tsemide. Mr Wilson was not 
administered intravenous fmsemide or another loop diuretic." 

He says it is an inadequate response to Mr Wilson's deterioration. 

10 
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In the lt)llm\ ing 4S lwurs. the increase of uiamorphine was from 40 mg/24 hours and 
then 110 mg:24 hours. ,-\t paragraph 5.13. Professor Ford says that that increase was not 
appropriate when the nursing anJ medical notes record no evidence that :\lr Wilson \vas 
in pain or distressed ~1t this time. 

"This was poor practice and potentially \·cry hazardous. Similarlv the addition 
ol· \-lidazolam and subsequent increase in Jose to 40 mg/24hr \vas in my 
opinion highly inappropriate and wouiJ he expected to carry a high risk or 
producing prolound depression or conscious level and respiratory urivc." 

!le notes tl1at there were nu justi lications !'or those increases in those three drugs written 
in the medical records. 

On I 7 Octnher. i\lr Wilson \vas noted to have deterioration variously described in one 
C place as rapid and another pbce as slow. hut on 18 October there hall been a further 

deterioration and his death was recorucd at 23:40 that night. 
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Dr i'vlumly again comments on this case at page 5(). He says: 

"\tlr \Vilson \vas clearly in pain !'rom his !'racturcu arm at the time of transfer to 
Dryad waru. Simple analgesia was prcscribeu but never given ... " 

anu he notes that there was an entry earlier in the episode of care that ~\lr \Vilson had 
re !·used paracctamo I. 

"No other analgesia \vas tried prior to starting morphine." 

He notes that once again. the diamorphine prescription hall a tenfold dose range as 
prescribcu. He also consiuereu that the palliative care given was appropriate. 

Professor Ford. on page 53, sets out sets out the appropriate use ot'opioid analgesics. 
He says: 

"Opioid analgesics are used to relieve moderate to severe pain and aiso can be 
used to relieve distressing breathlessness and cough. The use of pain killing 
drugs in palliative care (ie the active total care of patients whose disease is not 
responsive to curative treatment) is described in the British National Formulary 
which is the standard reference work circulated to all doctors in Great Britain." 

THE CHAIR.\IA!\: I have not intem1pted you before but. .. 

MISS DOIG: It is surely Dr Mundy? 

.\!IS HORUCK: Or Zviundy, yes. 

THE CHAfR.'vi.~'\1: I have let you go to some detail in the cases you have gone 
through, but I think you can assume that we have read the papers. I think if you could 
perhaps summarise rather than read the papers it would be helpful, and just pick out the 
points you think are particularly worth stressing. 
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i\1S HORLICK: Or :vtunJy. as I am sure you han: rcaJ. sets out the way that treatment .. 
should be given. and wh:..tt should he tried hdorc going on to a further treatment. His 
conclusion in relation to these cases can he li.)unJ :..tt p:..tgc 57: 

''The reason lor staning opioid therapy was not apparent in sever:..tl ol· the cases 
ClliKerncd. ·· 

8 They had rlllt been gi\·cn lor long enough to ascertain the appropriate Jose. Pro!l:ssor 
Ford also draws conclusions at the end ol'his report at page 5(). He makes certain 
criticisms \)r Dr Banon 's prescribing at the end ol· that repon. anJ as JetaikJ in the 
middle of it. as I have already set out. 

C. 
THE CH:\IR.vt;\(\;: !think his conclusions arc at page <)J and ()4. 

\IS IIORLICK: 'r'cs. they arc. Thank you. mada111 . .lust to bring maucrs ur ro J~ik'. 
there is a letter li·orn Dr Barton's solicrtors \vhich can be lound at page 404. from the 
\lcdical Deknce L:nion. That letter sets out in some Jctail Dr Barton's response to 
these allegations which I am sure the Committee has rc:..~J. lt is obvious th:..~t Dr Barton 
has ccascJ to proviJe mcJical care for the aJult patients in the hospiwl. anJ she h:..~s 

\·oluntarily· stoppcJ prescribing opi:..~tcs anJ benzoJiazepincs. As I saiJ at the 
hegi nn i ng. these matters ha vc been consiJcreJ be lore but the ch:..~nge in c i rcumswnces 

D is the possible reconsideration oCthc matter by the Crown Prosecution Service. and the 
fact the matter has gone to the ProCessional ConJuct Committee !'or their consiJeration. 

THE CHAIRMAN: Do you have any rccommcnJations'? 

1v!S HORLICK: No, madam. 

E THE CHA!R.v1AN: Can l just be quite clear about the sequence of events here'? You 
referred to t\\·o previous IOC hearings'? 

F 

MS HORUCK: Yes. 

THE CHAIR.viAN: Am [right. the first one, I think you said, was in June 2001, and 
only considered the case ofGiadys Richards'? 

MS HORLICK: That is right, yes. 

THE CHAIR.viAN: The second one in March this year, did it consider all five cases'? 

MS HORLICK: Yes. it did. 

G THE CHAIR\IAN: And the PPC hearing on 29 August. did they consider all five 
cases and the papers that we have today'? 

MS HORLICK: As far as I am aware, yes. 

THE CHAffi..viAN: And the referral back to the IOC now did not come from the PPC? 

H !'viS HORLICK: No, madam. 

T.A. REED 12 
&CO. 
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TilE Cl-!:\IR;\'1:\~: lt came from the President? 

\IS HORLICK: That is right. 

THE CH:\IR\IAN: :\nd you arc saying it is because the CPS have now re-opened. 
I lixgct your \vording. 

\IS HORLICK: They arc reconsidering their original decision not to pursue the 
criminal ---

THE CH.-\IRivL:\01: But \VC have no papers to give us conlirmation oCthat. or to gi\·c 
us any further... I am just trying to be clear how the situation has changed. So the 
only change has been that we have inrormation, we know not how we got it. that the 
CPS arc reconsidering. 

GMC101057-0795 

\IS HOR LICK: That is right. although. as I am sure .'vir .knkins \vill tell you. the 
dci"cnce have been in co11tact with the o!Ticer in the case who is happy with the original 
decision that was taken hy the Cro\vn Prosecution Service not to proceed with the 
criminal proceedings. But. ol'course, it is not a decision which is taken by the police. lt 
is a decision which is taken by the CrO\vn Prosecution Service. \vhether to institute or 

D Jiscontinuc proceedings. 

E 

THE CHAIRMAN: We do not know vvhy the situation has changed') 

.'v1S HORLICK: My understanding is that the f~tmilies of the patients involved w·ere 
unhappy about the Jecision which was originally taken. You will notice in your bundle 
that they have written letters directly in the very recent past to the General Medical 
Council, to make complaints about the way that their parents were treated. I think, to be 
fair to Or Barton, there has been a degree of pressure brought upon the Crown in this 
case to reconsider the matter. 

THE CHAIRMAN: That is helpful. Did you want to say anything? 

THE LEGAL ASSESSOR: Is there no additional material or evidence since the last 
f hearing of the IOC? 

G 

H 

T.A. REED 
&CO. 

:'v!S HORLICK: As far as I understand it, there is no additional material. 

THE CHAIR.V!AN: Most unusual circumstances. Does any other member wish to 
raise any points of clarification'? (No replv) I just wonder whether the Committee 
ought to have a brief in camera session before we go further. 

THE LEGAL ASSESSOR: I vvonder whether Mr Jenkins has anything to say about 
this? 

l'-'!R JEl'Jl<JNS: Can I help you. It may be, after I have made the few remarks that 
I have to say, that may assist a short in camera deliberation. 
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:VIr Barker. who sits besides me. who is the author ol'thclettcr that you sec at page -Hl+. 
setting out observations on behal r of Or Barton. two Jays ago spoke to Chief 
Superintendent \Vatts. who is the head ofCfD with the Hampshire constabulary. He is 
coordinating the police investigation into these live cases. He is an experienced police 
orlicer. He has been producing a guide for police generally. investigating cases or 
alleged medical manslaughter. He is not a police nl'licer who has no experience of 
looking at this sort or investigation. this sort 0 r case. 

Tile police originally investigated the case of t'v!rs Richards and you will sec a reference. 
I think on page 1.3 of the bundle. to a letter to the Giv!C in August 200 I. that Senior 
Treasury Counsel - that is a senior criminal barrister -\vas asked to look at the case and 
the evidence in rclatinn to ;vlrs Richards. The advice provided to the Crown 
Prosecution Service. which inlorn1cd the police decision. was that there was case to be 
prosecuted. 

Police subsequently looked into the other lour cases and the view that they took was 
that those cases raised similar issues to that ofMrs Richards. In their analysis --this 
comes from the attendance note or a telephone conversation bet \veen i'vlr Barker and 
detective Chic!" Superintendent Watts. The police analysis of those other cases was that 
it was the s~u11c. or raiscJ the same issues as those that were raised in the case or· 
Mrs Richards. and upon that basis the police took the view that there was no case to be 
raised against Or Barton. Subsequently there have been. as rny learned friend has 
suggested. concerns raised on behalf off ami I y members. relatives and the police have 
decided to send the case papers to the CPS. They have not yet gone. The 
understanding that :VIr Barker got from the conversation was that this was a case of· 
back-covering- I can use that expression- by the police. The police were perfectly 
satistieJ. They had no concerns. Because of concerns raised by family members, they 
thought, "We will get the CPS to check," and that is the basis upon which papers have 
been sent to the C PS. There is no new evidence. There arc no fresh allegations, there is 
nothing else that the police have sent on to the CPS. essentially other than the papers 
that you have seen. Those are the same papers that were seen by the earlier Committee 
this year. Nothing- nothing- in reality has changed. 

There is a lot more I would like to say if the Committee were going on to consider 
\Vhether to impose conditions or other matters, but you have suggested you might \Vant 
to deliberate shortly in camera. 

THE CHAIRMAN: First of ail, can I comment and then ask the Legal Assessor. We 
certainly have precedents where the Committee considered at this stage whether they 
wish to continue to hear further evidence. It strikes me, in view· of what we have heard, 
that this might be a case where I should deliberate with the Comminee to see if they 
wish proceed with the remainder of the full hearing, if I can put it like that. 

MR JENKf'.JS: Indeed. 

THE CHAIR.;.\tlAN: Legal Assessor, do you wish to comment? 

THE LEGAL ASSESSOR: All [was going to say is this. Do you have any comments 
on the propriety - not the power but the propriety- of this Committee to consider again 
a matter on which the Committee has already decided without any fresh evidence at all? 

14 
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In normal circumstances, you would say, if you like, it is res judicata, and I doubt 
whether that doctrine strictly applies to this Committee, but it may be something \vhich 
the Committee should take into account. 

!viR .J ENKINS: The normal circumstance in \Vhich a case might be reconsidered is if 
there is some fresh evidence or change of circumstances. lt is aJvanceJ by my learned 
friend that there is a change of circumstances because this case has been rclcrrcd by the 

8 Preliminary Proceedings Committee to the Conduct Commtttee anJ also the papers 
have now been sent to the CPS. I say those arc somewhat manufactured as a change ol· 

c ire umstances. it is not a real c hangc of circumstances. l r there \vas further e\·iJencc or 
if there was another basis o 1· concern about Or Banon 's practice, then that might alter 
matters. To the extent that the Committee may be concerned that they arc invited to 
review an earlier decision, I agree entirely with the suggestion that they should decline 
to do sn. I kno\v at least one member of your Committee today was on the Committee 

C that considered the case last time. That is Mr Winton. It seems a little strange that he 
should he invited to review the decision that the Committee he sat on then looked at. 

D 

E 

F 

G 

H 

T.A. REED 
&CO. 

lam prompted -the suggestion of back-covering is not an appropriate one. The police 
would not agree it, but that may be the cCicct of what is happening. The police were 
satislied. They conducted their own inquiry. These arc cxpcricnccJ police ot'liccrs 
who arc 1~1miliar with the concept of the gross negligence/manslaughter in a mcJical 
context. They diJ not sec the need themselves to send the case to the CPS tor ti.trthcr 
investigation. They have now done so because oC concerns raiseJ by the family, but 
there is no fresh eviJcncc to place before the CPS. 

l do not know that that answers the point. It is a response. 

THE LEGAL ASSESSOR: I think it suggests that your thoughts are rather similar to 
my thoughts. I wouiJ really advise the Committee that without fresh material it \VOuld 
be only in extreme circumstances that the matter should be reconsidered again. I do not 
see evidence that there are such extreme circumstances. It could be that if the 
Preliminary Proceedings Committee had referred it here as part of their process of 
sending it to the Professional Conduct Committee that would be a factor which this 
Committee could take into account, but that is not the situation. 

MR JE~l<lNS: The generality of the position is the same as it was before. Dr Barton 
has, as you know, retired or resigned the job she held at the Gosport War Memorial 
Hospital back in 2000. You will have seen reference to correspondence in the transcript 
last time that she resigned because she felt she was under-resourced and could not do 
the job properly. That position clearly still holds. She is not in a position where she is 
dealing with those who are tenninally ill or in the very last stages of their life. She 
continues to \Vork full time as a GP subject to other matters. She does not routinely 
prescribe benzodiazepines or opiates. 

The condition to which she agreed with the Health Authority- that she would not 
prescribe opiates or benzodiazepines- lapsed at the end of March of this year because 
there was initially a time limit put on it, and the Health Authority did not see tit to invite 
her to renew that undertaking. So as far as circumstances changing since the last 
hearing betore the IOC, 21 March 2002, I think that is the only change. I am sorry: the 
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A condition that she did not prescribe bcnzodiazcpines or opiates was liltcd hy the f-lc;Jith 
.-\uthority. 

8 

THE CH:\IR:\1;\N: ,v!s Horlick, do you want to m:.~kc any comment on the last fc\'v' 
exchanges? 

\...IS HORL!CK: iY!;Jdam, no. 

TilE CI-!AIR:V!.c\N: I think WC should go into C~lmcra. ;\sI sec it, there arc two issues 
here. One is whether there is new evidence since the last roe hearing \Vhichjustitics 
this Committee hearing the case a!.resh. The evidence is simply that we have heard th;Jt 
the CPS arc reopening. The second, I think, is simply that the PPC have referred the 
case to the Pro!cssional Conduct Committee. That is the new evidence bit. If' we 
decide that this is a full hearing ~md we arc considering matters, then it is within our 

C gi 11. and we certainly have precedent, that we can make a decision on the casei C \VC !eel 
minded to do so without hearing the Cull dclcncc suhmission. 

D 

E 

f 

,'viR .I E0iKINS: Thank you. I can tell you, i r you were to ask !or my submissions. they 
would he hrid I would be reminding you or what appears in the letter at page -+04, and 
the transcript of the evidence that Or Barton gave on the last occasion. I know you a 
familiar \vith them. 

THE CHAIRtVIAN: Thank you, Mr.lenkins. We \vill go the to camera. If it looks like 
we arc going to be taking a lunch break bel'orc we conclude, then we will let you know, 
but I am not saying that at the moment. 

PARTIES. THEN. BY DIRECTION FROM THE CHAIR. WITHDRE'vV 
AND THE COMMITTEE DELIBERATED IN CAMERA. 

PARTIES HAVING BEEN READMITTED 

THE CHAIRMAN: Before [read the detennination, [am going to ask the Legal 
Assessor to repeat the advice he gave us in camera. 

THE LEGAL ASSESSOR: I advised the Committee that in light of the fact that there 
\vas no new evidence before them it would be unfair to the doctor for the Committee to 
consider the matter any funher. 

DETER.tVfiNA TION 

G THE CHAIR.'viA0I: 

Or Banon: The Committee has carefully considered the information before it today 

and has detennined that it is not necessary for the protection of members of the 

H public, in the public interest or in your own interests that an Order under Section 41A 

T.A .. REED 16 
&CO. 
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A ol· the 1\tkdieal Act I <)83. as amemkJ. shouiJ be maJe in relation to your registr:.JtiLln 

\vhilst the matters rcl'erred to the GMC :.1rc resolved. 

The view or the Committee is that there is no new 11l:.Jterial in this CJSe since the 

8 
previous hearing or the Interim Orders Committee on 21 ,vi arch 2002. The Committee 

has reached this determination in the light ol'this anJ the Legal Assessor's :.~Jvice. 

That concludes the case lor this morning. Th:.~nk you !'or coming. [ hore it has not 
C impeded your convalescence too much. [appreciate it is stressl.ul lor you. 
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F 

G 
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T.A. REED 
&CO. 
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Fareham and Gosport fc/;fj 

fF« rE c lE 0 \1 lE fD 
1 D Ff.B 2004 

---------------

Ms Linda Quinn 
Senior Case Worker 
General Medical Council 
Fitness To Practice Directorate 
178 Great Portland Street 
LONDON 
W1W 5JE 

Dear Ms Quinn 

Primary Care Trust 

Unit 180, Fareham Reach 
1£6 Fareham Road 

Gosport 
P013 OFH 

Tel: 01329 233447 
Fax: 01329 234984 

9 February 2004 

Further to my telephone conversation with you today, I can confirm that the practice 
in which Dr Jane Barton (a local GP in the Gosport area) is based is part of a 'bed 
fund'. This fund is designed to enable local GP practices to admit their patients for 
appropriate care, supervised by the GP, paid for by the PCT as a service. 

Approximately, 18 months ago Dr Barton agreed voluntarily not to admit patients to 
the hospital nor supervise any patients. in the hospital. 

This is the current position and it has not changed over time. 

As Dr Barton is a GP her relationship with the PCT is one of providing a service for 
which payment is made, consequently she is not an employee and the issue of 
suspension in any form does not apply in this case. 

I trust this clarifies matters. Please contact myself or Ms Fiona Cameron, Director of 
Nursing and Clinical Governance should you require any further information. 

Yours sincerely 

Code A 
Alan Pickering 
Deputy Chief Executive 
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21-FEB-2002 FROM IOWP&SEH HA CE OFFICE TO 90207915354~ 

)J"!-o.t 

~· 
Isle of Wight, ·Portsmouth and 

South East Hampshire 

o!rect une ~-·c·o-cie-·A-·1 
D~rect Fax ! : 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Our Ref: PO/JD/021302jb.doc 

13 February 2002 

Private & Confidential 
Or Jane Barton 

r::~:~~~:::~J 
Dear Or Barton 

Health Authority 

Finchdean House 
Milton Road 

Portsmouth P03 6DP 

Tel: 023 9283 8340 
Fax: 023 9273 3292 

Following our meeting last night I wish to set out the basis of our agreement. I have shared this 
letter with Dr I an Reid since it relates, In part, to the G.osport War Memorial Hospital. 

• We agreed that you would cease to provide medical care both in and out of hours for adult 
patients at Gosport War Memorial Hospital. 

' . ' .. 

• \ Ve agreed· il1at you 't'fould voluntarily stop prescribing opiates and benzodiazepines with 
immediate effect. · 

• We were unable to put a timescale on these restrictions but agre~ to review the situation 
monthly~ · · 

~' . .;,.- :- - . . . . ' . 

In view ~f·th~;allticiPatkd press. interest. the Health Authority and Portsmouth HealthCare NHS Trust 
· have prepared a' draft statement which. we have attached for your perusal. 

. . ';_~: .. - -'·-·: __ --~:~:-~-_:j~:·:::--~:: ·5'_t':_:·~· . .'=':. . "\·': ~: ·.- - . . 

p f· DiPeter'Oid' :;i_,;~.~~:. 
Ac~l119 Chlef,.Ex:;;~,--.. _e .... c_.uc . .ti_,_ .. v_._f) .. ,.:::·-·-·.-·' .. ~·-·C·-'-·-· .... _._,_._,_,_., 

'1 .. u 
r) () 
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10:58 FROM IOWP&SEH HR CE OFFICE TO '30207'3153642 P.03 

Isle of Wight, Portsmouth and fi!-/;fj 
South East Hampshire 

Direct une i-·-C·-·-·
0
-·-·-d·-·-·e-·-·-·A-·-·-·-1 

Direct Fax i ! 
i.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·_! 

Our Ref: PO/JD/031502jb.doc 

15 March 2002 

Private & Confidential 
Or Jane Barton 

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

I Code AI 
' ' i i 

L.-·-·-·-·-·-·-·-·-·-·(-·-·-·-·~ 

Dear~n 

Health Authority 

Finchd4!an Hous~ 
Milton Road 

Portsmouth P03 6DP 

Tel: 023 9283 834(1 
Fax: 023 9273 3292 

I wrote to you on 13 February 2002 setting out our agreement on restrictions to your medical 
practice. At that time it was not possible to put a timescale on these restrictions, but we agreed to 
review the situation monthly. 

I understand that you are due to appear before the GMC ln the very near future. Therefore I 
propose that we continue with the current restrictions until we have the result of the GMC's 
deliberations. 

Thank you for your continued co-operation. 

Yours sincerely e :·-·-·-·-·-·-·-·-·-·-·-·-·-~ 

!code A! 
i i 
i i 
i i 
i·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Or Peter Old 

Acting Chief ;~~-C!Y~Y.~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
Emall Address: ! Code A i 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

cc: Michael Hudspith, GMC 
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Hampshire and Isle of Wight ,,,/;kj 

STRICTLY CONFIDENTIAL 

19 September 2002 

For the Attention of 

V anessa Carroll 
Conduct Section 
General Medical Council 
178 Great Portland Street 
London 
WlW 5JE 

Dear V anessa 

Dr ,lane Barton 

Health Authority 

Oakley Road 
Southampton 

S0164GX 

Tel: 023 8072 5400 
Fax: 023 8072 5466 

Direct Dial: r-·-·-·-·-·code·A·-·-·-·-·-: 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

www.hiow.nhs.uk r·-·-·-·-·-·-·-·-·-·-·-·-c;-c;·cfe·-A-·-·-·-·-·-·-·-·-·-·-·-·: 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

!R\ECCEll\fiED 
2 3 SEP 2002 

---------------

I enclose a file of correspondence, which was passed to the management of Fareham and 
Gosport Primary Care Trust by a member of staff on Monday 16th September 2002. 

I believe that the contents of the file have relevance to the ongoing enquiries at the General 
Medical Council. 

If you have any queries about this, please contact me on 023 80725539. 

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

'Code A--, 
i i 
i i 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Dr Simon Tanner 
Director of Public Health/Medical Director 

Chair: Peter Bingham 
Chief Executive: Gareth Cruddace 



Syringe driver & Pain control courses attended. 

Pain control and use of the Syringe driver 
(L. Foster) 1 hour, 10/12/90. 

Pain Management. 
(Steve King) 2 hours, 20/8/91. 

ENB 941 (Drug review- pain control, Article review- Use & Abuse of Syringe 
drivers) 1991 - 1992. 

Psychological Aspects of care & Pain control 
(E. Cole- Jubilee House) l day, 13/2/92. 

RCN Palliative care update, 
Sept 1992. 

Administration of drugs in the commuriity & community hosps. 
(Miranda Knight & Barbara Robinson) 1 day, 7/3/94. 

Palliative care group 'At a loss', 
QAH 1 day, 7/11/94. 

RCN UPDATE- ukcc Guidelines on drug administration & record keeping 
lh day' 22/2/96. 

Effective pain control & management 
QAH Elderly med. 1112 hours 27/11/98. 

Syringe drivers & drug compatibilities 

(Rhonda Cooper) 2 hours, 11/5/99. 
Update into use of Opiates 
(DR Bee Wee) 1 hour, 26/8/99. 

Palliative care issues including pain control 
1 day, 12/5/00. 
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11th January 1992 

Code A 

Dear Beverley, 

General Secretary: 
Christine Hancock 
BSc(Econ) RGN 

Patrons: 
Her Majesty the Queen 
Her Majesty Queen Elizabeth 
the Queen Mother 
Her Royal Highness 
the Princess Margaret 
Countess of Snowdon 

GMC101057-0806 

20 Cavendish Square 
London W1 M OAB 
Telephone 071 409 3333 
Fax 071 355 1379 

I have now heard from Chris West District General Manager, in his 
~letter Chris has passed the situation onto Ma>: Millett Unit General 
~Manager. I was at a meeting with Tony Horne General Manager, Community 
_ Unit who informed me that he had already spoken to Bill Hooper about 

the concerns that I had put in my letter to Chris West, Tony will be 
getting back to me in due course. I hope this is clear! 

I know that after your last meeting with Mrs Evans your concerns may be 
eleviated, I still feel that the underlying problem is still there. I 
therefore hope that you agree with allowing this to run the course. 

With best wishes for 1992. 

Yours sincerely, 

.. --·-·-·-·-·-·-·-·-·-·-·-·-·-·-i i 

!Code A! 
i i 
i i 
i.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Keith Murray 

~ranch Convenor 

25 Dysart Avenue, 
East Cosham, 
Portsmouth, 
Hants. P06 2LY 



11th January 1992 

Mrs A Tubbritt 

r-c~d;-~AJ 
!._·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-___] 

Dear Anita, 

General Secretary: 
Christine Hancock 
BSc(Econ) RGN 

Patrons: 
Her Majesty the Queen 
Her Majesty Queen Elizabeth 
the Queen Mother 
Her Royal Highness 
the Princess Margaret 
Countess of Snowdon 

GMC101057-0807 

20 Cavendish Square 
London WIM OAB 
Telephone 071 409 3333 
Fax 071 355 1379 

I have now heard from Chris West District General Manager, in his 
letter Chris has passed the situation onto Max Millett Unit General 
Manager. I was at a meeting with Tony Horne General Manager, Community 

~Unit who informed me that he had already spoken to Bill Hooper about tt 
l Jthe concerns that I had put in my letter to Chris West, Tony will be 

getting back to me in due course. I hope this is clear! 

I know that after your last meeting with Mrs Evans your concerns may be 
eleviated, I still feel that the underlying problem is still there. I 
therefore hope that you agree with allowing this to run the course. 

With best wishes for 1992. 

Yours sincerely, 

r·~~-~-~--~--~ 
i ! 
'·-·-·-·-·-·-·-·-·-·-·-·-·-·..: 

Keith Murray 

Branch Convenor 

25 Dysart Avenue, 
East Cosham, 
Portsmouth, 
Hants. P06 2LY 



10th December 1991 

Code A 

Dear Beverley, 

General Secretary: 
Christine Hancock 
BSc(Econ) RGN 

Patrons: 
Her Majesty the Queen 
Her Majesty Queen Elizabeth 
the Queen Mother 
Her Royal Highness 
the Princess Margaret 
Countess of Snowdon 

I enclose a copy of the letter I have sent Mrs Evans . 

GMC101057-0808 

20 Cavendish Square 
London W1 M OAB 
Telephone 071 409 3333 
Fax 071 355 1379 

• I think I have made it quite clear that unless you receive confirmation 
at your meeting that a policy will be drawn up which addresses all the 
concerns that you first brought to Mrs Evans attention back in July 
then a grievance will be lodged. If I hear from Chris West in the 
meantime I will naturally let you know immediately. 

I hope my letter brings a pos1t1ve response, the important thing at 
your meeting to remember is that you are ·the ones acting pro+essionally 
and correctly, try to be assertive and don't be fobbed off. I will be 
thinking of you~ 

With best wishes. 

Yours sincerely; 

·-·-·-·-·-·-·-·-·-·-·-·-·-· 

I code AI 
• L.-·-·-·-·-·-·-·-·-·-·-·-j 

.. t-::ei th Murray 

Branch Convenor 

25 Dysart Avenue, 
East Cosham, 
Portsmouth, 
Hants. P06 2LY 



lOth December 1991 

Mrs I. Evans, 
Patient Care Manager, 

General Secretary: 
Christine Hancock 
BSc(Econ) RGN 

Gosport War Memorial Hospital, 
Bury Road, 
Gosport, 
Hants., 
PD12 3PW 

Dear Mrs Evans, 

Patrons: 
Her Majesty the Queen 
Her Majesty Queen Elizabeth 
the Queen Mother 
Her Royal Highness 
the Princess Margaret 
Countess of Snowdon 

GMC101057-0809 

20 Cavendish Square 
London Wl M OAB 
Telephone 071 409 3333 
Fax 071 355 1379 

I am receipt of a copy of the letter dated 5th December 1991 you have 
sent to Mr S Barnes RCN Officer. 

MS far as I am at.'-Jare it is not the use of syringe drivers that is the • 
~ause of concern and I refer you to the minutes of the meeting that you 

produced after your meeting of the 11th July 1991 with the staff. 

I further note that you are holding a further meeting v-Ji th the staff "to 
once again re-address this problem''. As you are fully aware of the 
issues which are causing the concerns from the staff the purpose of 
this meeting has to be doubtful. I refer you to the agreement following 
our meeting on the 26th April 1991 which was that a policy would be 
drawn up to address the issue of the concerns voiced by the staff. This 
has failed to materialise. 

I would reaffirm the position as stated in my letter 14th November 1991 
and reiterated by Mr Barnes in his letter dated 22nd November 1991 the 
serious concern in the lack of a positive response to what is 
considered a perfectly reasonable request from staff who have acted 
both professionally and with remarkable restraint. Furthermore that 
some seven months h~ve passed since this issue was first drawn to your 
attention. Unless I receive a response in that a policy will be drawn up 

~hich clearly addresses all the concerns is received from the staff • 
~llowing your meeting I will be raising a grievance on behalf of the 
· staff. 

Yours sincerely, 

Kei th Murray 

Branch Convenor 

25 Dysart Avenue, 
East Cosham, · 
Portsmouth, Hants. P06 2LY 

cc Mr S Barnes, RCN Officer - Wessex 



.10th December 1991 

An i-ta Tubbri tt 

r-c~d;-AJ 
'----·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-___1 

Dear Anita, 

General Secretary: 
Christine Hancock 
BSc(Econ) RGN 

Patrons: 
Her Majesty the Queen 
Her Majesty Queen Elizabeth 
the Queen Mother 
Her Royal Highness 
the Princess Margaret 
Countess of Snowdon 

I enclose a copy of the letter I have sent Mrs Evans. 

GMC101057-0810 

20 Cavendish Square 
London WlM OAB 
Telephone 071 409 3333 
Fax 071 355 1379 

~I think I have made it quite clear that unless you receive con~irmation 
~ : at your meeting that a policy will be drawn up which addresses all the 
{_:concerns that you first brought to Mrs Evans attention back in July 

then a grievance will be lodged. If I hear from Chris West in the 
meantime I will naturally let you know immediately. 

I hope my letter brings a positive response, the important thing at 
your meeting to remember is that you are the ones acting professionally 
and correctly, try to be assertive and don't be fobbed off. I will be 
thinking of you. 

With best wishes. 

Yours sincerely, 

.--·-·-·-·-·-·-·-·-·-·-·-: 

I code A! 
i ! 

i-·-·-·-·-·-·-·-·-·-·-·J 

,t<ei th Murray 
I· . .:. 

\ ~ Branch Convenor 

25 Dysart Avenue, 
East Cosham, 
Portsmouth, 
Hants. P06 2LY 



lOth Decembe~ 1991 

M~s I Evans, 
Patient Ca~e Manage~, 

General Secretary: 
Christine Hancock 
BSc(Econ) RGN 

Gospo~t Wa~ Memo~ial Hospital, 
Bu~y Road, 
Gospo~t, 

Hants., 
P012 3PW 

Dea~ M~s Evans, 

Patrons: 
Her Majesty the Queen 
Her Majesty Queen Elizabeth 
the Queen Mother 
Her Royal Highness 
the Princess Margaret 
Countess of Snowdon 

GMC101057-0811 

20 Cavendish Square 
London W1 M OAB 
Telephone 071 409 3333 
Fax 071 355 1379 

I am ~eceipt of a copy of the lette~ dated 5th Decembe~ 1991 you have 
sent to M~ 5 Barnes RCN Office~ . 

.Qs fa~ as I am awa~e it is not the use of sy~inge d~ive~s that is the • 
~ause of conce~n and I ~efe~ you to the minutes of the meeting that you 
(J~oduced afte~ you~ meeting of the 11th July 1991 with the staff. 

I fu~the~ note that you are holding a fu~the~ meeting with the staff ''to 
once again ~e-add~ess this p~oblem''. As you a~e fully awa~e of the 
issues which a~e causing the conce~ns f~om the staff the pu~pose of 
this meeting has to be doubtful. I ~efe~ you to the ag~eement following 
ou~ meeting on the 26th Ap~il 1991 which was that a policy would be 
d~awn up to add~ess the issue of the conce~ns voiced by the staff. This 
has failed to mate~ialise. 

I would ~eaffi~m the position as stated in my lette~ 14th Novembe~ 1991 
and ~eite~ated by M~ Ba~nes in his lette~ dated 22nd Novembe~ 1991 the 
se~ious conce~n in the lack of a positive ~esponse to what is 
conside~ed a pe~fectly ~easonable ~equest f~om staff who have acted 
both p~ofessionally and with ~ema~kable ~est~aint. Fu~the~mo~e that 
some seven months have passed since this issue was fi~st d~awn to you~ 
attention. Unless I ~~ceive a ~esponse in that a policy will be d~awn up 
~ich clea~ly add~esses all the conce~ns is ~eceived f~om the staff • 
~llowing you~ meeting I will be ~aising a g~ievance on behalf of the 
r. .-taff. 

You~s since~ely, 

Keith Mu~~ay 

B~anch Convene~ 

25 Dysa~t Avenue, 
East Cosham, 
Po~tsmouth, Hants. P06 2LY 

cc Mr 5 Ba~nes, RCN Office~ - Wessex 



2nd December 1991 

Code A 

~ear Beverley, 

General Secretary: 
Christine Hancock 
BSc{Econ) RGN 

Patrons: 
Her Majesty the Queen 
Her Majesty Queen Elizabeth 
the Queen Mother 
Her Royal Highness 
the Princess Margaret 
Countess of Snowdon 

GMC101057-0812 

20 Cavendish Square 
London W1 M OAB 
Telephone 071 409 3333 
Fax 071 355 1379 

Thank you for giving me the 6pportunity to speak to you over what I 
know is a very emotive and difficult subject. 

As agreed at our meeting I have written to Chris West, District General 
Manager and enclosed a personal copy, I will keep you informed of any 
information as I receive it. I have spoken to Gerrie and also sent her 
a copy. 

I would like to take the opportunity to reinforce the fact that you 
have the support of the RCN in this subject and if I can be of any 
more help please don't hestiate in contacting me. 

With best wishes. 

Regards, 

!-·-·-·-·-·-·-·-·-·-·-·-·i 

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

t<ei th Murray 

Branch' Convenor 

25 Dysart Avenue, 
East Cosham, 
Portsmouth, 
Hants. P06 2LY 

enc. 



GMC101057-0813 

Notes of a Meeting held on Tuesday 17th December 1991 at Redclyffe Annexe for 
staff who had concerns related to the use of Diamorphine within the unit. 

PRESENT 

Mrs. Evans, Patient Care Manager ~ 
Dr. Logan, Consultant, Geriatrician 
Dr. Barton, Clinical Assistant 
Sister Hamblin 
S.N. Donne 
S.N. Barrett 
S.N. Giffin 
S.N. Tubbritt 
E.N. Wigfall 
E. N. Turnbull 

All trained staff were invited to the meeting if they were concerned with this 
~ issue, no apologies were received. ~ 

Mrs. Evans opened the meeting by thanking everyone for caning and highlighting 
the follCMing:-

1. A staff meeting was held on 11th July 1991 to establish all staff's 
concerns re: the use of Diamorphine for terminal patients at Redclyffe 
Annexe. 

2. A second meeting was held on 20th August where Steve King, Nurse Manager, 
Elderly Services Q.A.H. and Dr. Logan spoke to the staff on drug control 
of symptans . The aim of this meeting was to allay staff • s fears by 
explaining the reasons for prescribing. As no one challenged any 
statements at this meeting or raised any queries,. it was assumed the 
problem had been resolved and no further action was planned. 

3. 

A recent report from a meeting held with Gerrie Whitney, Community Tutor, 
indicated same staff still had concerns, so a further meeting was planned 
for 17th December 1991. 

Staff were invited to give details of cases they had been concerned over 
but no information was received; it was therefore decided to talk to 
staff on the general issue of symptom control and all trained staff would 
be invited to attend. ·· 

4. This issue had put a great deal of stress on everyone particularly the 
medical staff, it has the potential of being detrimental to patient care 
and relative's peace of mind and could undermine the good work being done 
in the unit if allowed to get out of hand. Everyone was therefore urged 
to take part in discussions and help reach an agreement on how to proceed 
in· future. 

5. Staff were asked to bear in mind that the subject was both' sensitive and 
emotive and to make their comments as objective as possible. 

I .. . 
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As Mrs. Evans had presented staff 1 s concerns she stated the problem as she saw 
it and invited staff to camment if they did not agree with her 
interpretation:-

1. We have an increasing number of patients requiring terminal care. 

2. Everyone agrees that our main aim with these patients is to relieve their 
symptoms and allow them a peaceful and dignified death. 

3. The prescribing of Diamorphine to patients with easily recognised severe 
pain has not been questioned. 

4. What is questioned is the appropriateness of prescribing diamorphine for 
other symptoms or less obvious pain. 

5. No one was questioning the amounts of Diarnorphine or suggesting that 
doses were inappropriate. 

All present agreed with these statements, no other Cdmments were asked to 
be considered. 

Mrs. Evans then reminded staff that at the July meeting it had been agreed 
that she neither had the authority or kna.vledge to write a policy on the 
prescribing of drugs, but she would be happy to talk to staff at the end of 
the meeting if any member of staff had concerns relating to the administration 
of drugs which was not amply covered by the District Drug Manual or U.K.C.C. 
Administration of Medicines. Dr. Logan then spoke to the staff at length on 
symptom control covering the following points:-

a. First priority was to establish cause of symptcm and. remove cause if 
possible. 

b. Where appropriate the 1 sliding scale 1 of analgesics should be used. 

c. Oral medication should be used were possible and when effective (this 
raised the issue of the availability of Hyoscine as an oral preparation). 

d. The aim of opiate usage was to prcduce canfort and tranquility at the 
smallest necessary dose - an unreceptive r:a~ is not the prime 
objective. 

e. The limited range of suitable drugs available if normal range of 
analgesics not effective. 

f. That Diamorphine had added benefits of producing a feeling of well being 
in the patient. 

g. The difficulty of accurately assessing levels of disccmfort ~th patients 
who were not able to express themselves fully or who had multiple medical 
problems. The decision to prescribe for these patients had therefore to 
be made on professional judgement based on knowledge of patients 
condition, to enable patient to be nursed comfortably. 

h. It was not acceptable for patients who are deteriorating tenninally ~._and 
require 2 hrly turning, to have pain or distress during this process. Th.ey 
require analgesia even if they are content between these times. 

I . .. 
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Following general discussion and answering of staff questions Dr. Logan stated 
he would be willing to speak to any member of staff who still had concerns 
over prescribed treatment, after speaking to Or. Barton or Sister Hamblin. 
Comments raised during discussion were:-

(a) All staff had a great respect for Dr. Barton and did not question her 
professional judgement. 

(b) The night staff present did not feel that their op1n1ons of patients 
condition were considered before prescribing of Diamorphine. 

(c) 

{d) 

That patients were not always comfortable during the day even if they 
had slept during the night. 

I 

There appeared to be a lack of communication causing some of the 
problem. e 

(e) Some staff feared that it was becoming routine to prescribe diamorphine J 

to patients that were dying regardless of their symptoms. 

All staff agreed that if they had concerns in future related to the 1 
prescribing of drugs they would approach Dr. Barton or Sister Hamblin in the 
first instance for explanation, following which if they were still concerned 
they could speak to Dr. Logan. 

Mrs. Evans stated she would also be happy for staff to talk to her if they had 
any problems they wanted advice on. 

With no further points rai?ed, Dr. Barton, Dr. Logan, Sister Hamblin and S.N. 
Barrett left the meeting to commence Ward rounds. 

Mrs. Evans spoke to the remaining nursing staff. 

Staff were asked if they felt there was any need for a policy relating to 
nursing practice on tlrisissue. No one present felt this was appropriate. 
Mrs. Evans stated she was concerned over the manner in which these concerns 
had been raised as it had made people feel very threatened and defensive and 
stressed the need to present concerns in the agreed manner in future. 
She agreed with staff that there did seem to be a communication problem within 
the unit, particularly between day and night staff which had possibly been 
rrade worse by recent events. Mrs. Evans had already met with both the Day and 
Night Sisters in an attempt to identify problem and she advised staff tq go 
ahead with planned staff meetings and offered to present staff's views from 
both Day and Night staff if they felt this would be useful. 
Mrs. Evans spoke to Sister HamblLi and S.N. Barrett the following morning to 
ask them to organise day staffs views and ask them to make every effort to 
ensure patients assessments were both objective and clearly recorded in 
nursing records. 

Mrs. Evans would arrange a further meeting with both Night Sisters and Sister 
Hamblin following the staff meeting to ensure problems have been resolved with 
information handover frcm Day to Night Staff and vice versa. 

IE/LP 31.12. 91 

• 
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5th December 1991 

' 

Due to the lack of response to my ·memo of the 7th Novenlber Dr .. Logan will be unable to 
carment on specific cases, hCMever, we have arranged a meeting for all members of staff 
at Redclyffe who have concerns on the prescribing of Diamorphine on Tuesday 17th 
December at 2 p.m. to discuss the subject in general terms. 

It is not our intention to mak~ this meeting in any way threatening to staff, our aim 
is purely to allay any concerns staff ma.y have so I hope everyone will take the 
opportunity to attend and help resolve this issue. 
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2nd December 1991 

Anita Tubbritt 
··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-', 
i ! 

i CodeAi 
i ! 
i ! 

!·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

Dear Anita, 

General Secretary: 
Christine Hancock 
BSc(Econ) RGN 

Patrons: 
Her Majesty the Queen 
Her Majesty Queen Elizabeth 
the Queen Mother 
Her Royal Highness 
the Princess Margaret 
Countess of Snowdon 

GMC101057-0817 

20 Cavendish Square 
London W1M OAB 
Telephone 071 409 3333 
Fax 071 355 1379 

Thank you for giving me the opportunity to speak to you over what I 
know is a very emotive and difficult subject. 

: ~As agreed at our meeting I have written t~ Chri s West, . D~ stri et General .-. 
(··nag er and enclosed a personal copy' I W111 keep you 1 n+ormed of any .. 
~lnformation as I receive it. I have spoken to Gerrie and also sent her 
a copy. 

I would like to take the opportunity to reinforce the fact that you 
have the support of the RCN in this subject and if I can be of any 
more help please don't hestiate in contacting me. 

With best wishes. 

Regards, 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

i Code AI 
l·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

Keith Murray 

I ·. 
f~anch Convenor 

25 Dysart Avenue, 
East Cosham, 
Portsmouth, 
Hants. P06 2LY 

enc. 

• 



~d December 1991 

Mr C West, 
District General Manager, 
District Offices, 
St. Mary's Hospital, 
Milton, 
Portsmouth, 
Hants. P03 6AD 

Dear Chri s, 

General Secretary: 
Christine Hancock 
BSc(Econ) RGN 

Patr{)ns: 
Her Majesty the Queen 
Her Majesty Queen Elizabeth 
the Queen Mother 
Her Royal Highness 
the Princess Margaret 
Countes., of Snowdon 

GMC101057-0818 

20 Cavendish Square 
London WlM OAB 
Telephone 071 409 3333 
Fax 071 ~55 1379 

I am seeking your advice on how best to resolve a problem which was 
brought to my attention in April 1991 but apparently has been present 
for the last 2 years. 

- was contacted by a staff nurse who is currently employed on night 
t.Jduty in Redclyffe Annexe, her concern was that patients within 

Redclyffe were being prescribed Diamorphine who she felt did not always 
require it, the outcome being that the patient died. The drug was always 
being administered via 'syringe drivers'. It is fair to say that this 
member of staff was speaking on behalf of a group of her colleagues. 

On my advice the staff nurse wrote to Isobel Evans, Patient Care 
Manager putting forward her requirements under the UKCC Code of 
Professional Conduct. Following this I had a meeting with Isobel Evans 
Patient Care Manager on the 26th April 1991, the outcome of this was 
that a 'policy' would be produced to specificallV address the 
prescribing and administration of controlled drugs within Redclyffe. 
In addition a meeting would be held with the staff and Isobel where 
they could voice their concerns, ~his meeting took place an the 11th 
July 1991 and the minutes circulated, as these give a clear outline of 
the concerns of the staff I have enclosed a copy for your perusal. 

~11 owing the aforesaid meeting hm study days on 'Pain Control ' were 
~ranged, as you will see from the minutes relating to the meeting of 
·.~he 11th July 1991 some of the concerns voiced by the staff were that 

diamorphine was being prescribed for patients who were not in pain. 
These study days did temporarily alleviate the ~orries of the staff. 

Regrettably the concerns of the staff have once again returned, one of 
the staff nurses who is currently on an ENB course was talking about 
this subject to Gerrie Whitney, Community Tutor, Continuing Education. 
Gerrie visited Redclyffe on the 31st October 1991 and subsequently 
wrote a report. Copies of her report were circulated to lsobel, Bill 
Hooper and Sue Frost, as I feel it is pertinent I have obtained Gerrie's 
permission to enclose a copy. 



GMC101057-0819 

~ .. . ,. " 

After receiving this report Isobel responded by sending a 'memo' (copy 
enclosed) to the trained staff at Redclyfte. As the 'concerns' had now 
apparent 1 y become "allegations" I ~-!rote to Isobel voicing my concern on 
this point, also that she had to date not produced the policy to which 
we had agreed in April 1991. I also informed her that it was my view 
that unless I heard to the contrary a grievance would have to be 
lodged. To date Isobel has not responded. 

I feel the staff have acted professionally and with remarkable 
restraint considering that it is fair to say that since highlighting 
their concerns there has been a certain amount of ostracization. 
After talking to the staff and thinking it through I now feel that a 
grievance may not completely resolve this issue. I have been told that 
it is only a small group of night staff who are 'making waves', this 
could be true as a majority of the day staff have left over the period 

.. of 2 years that this situation has been present' whether- this was a e 
~~reason for their leaving I am unsure. f ,• 

· I have various concerns, for the patients and subsequently their 
relatives, the staff in that they are working ln this environment but 
also that this could be leaked to the media. While none of the staff or 
myself have any desire whatsoever to use this means there is serious 
concern from both myself and the staff that someone could actually leak 
this and I hope you know my feelings about the media and using it as a 
means of resolving problems. On this basis alone I hope you agree with 
me in that we have to address this issue urgently. 

As I stated at the beginning I am seeking your advice on what I think 
you will now feel is a difficult problem. I must stress that none of 
the staff have shown any malice in what they have said and that their 
only concern is for the patient. 

Your comments/advice would be greatly appreciated. 

e·. Yours sincerely, 
( f 

Keith Murray 

Branch Convenor 

25 Dysart Avenue, 
East Cosham, 
Portsmouth, 
Hants. P06 2LY 

e 
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WESSI':X RECIONt\1. OFFICI·: 

SB/FFO 

22 November 1991 

Mrs I Evans 
Patient Care Manager 

(;<ent:~·al St:<:rt.'IOII)": 

( :hristint· llancod 
liSc(l-:n"'l RC:" 

Gosport War Memorial Hospital 
Bury Road 
Gosport 
Hants 
P012 3PW 

Dear Mrs Evans, 

Palrons: 
Her M:~j<:St)' Llw Qut'<"ll 
Her 1vlajesty Qmcn F.\iJ.;Iiwll\ 
the Qun:n Mothl.'r 
I kr Ro~·al llil'hnt·ss 
tht~ Prinl'<"SS !Yiitrgarel 

Counu:ss ol" Snowdon 

I refer to your memorandum to staff at Redclyffe Annexe dated 
7th November 1991 and Keith Murray's letter to you dated 14th 
November 1991. I believe it is important that I reinforce the 
RCN's position as indicated to you in Mr Murray's letter. 

This office was aware of the concerns that had been expressed 
by staff earlier this year and other discussions that had taken 
place with yourself as the Manager. It had been understood 
that the concerns raised would be addressed and the RCN had 
anticipated that clear guidance/policy would be promulgated as 
a result of the very serious professional concerns Nursing 
Staff were expressing. 

It is now a matter of serious concern that these complaints 
were not acted upon in the way that had been anticipated and 
that Management are, some months after those discussions now 
seeking formal allegations. I would reinforce Mr Murray's 
position that this is not acceptable and the RCN is not 
prepared to be drawn into what could emerge as a vindictive 
witch hunt that would divide Nursing Staff, Medical Staff and 
Management. The complaints were adequately reported to 

GMC101057-0820 

H Southgatc: Street 
Winchester S023 9EF 
Telephone 0962 86B3:~2 
Fax 0962 H:->5819 

Management earlier this year and you have received further evidence 
by way of Gerrie Whitney's report dated 31 October 1991. 
We now expect a clear policy to be agreed as a matter of urgency. 

If it is not possible for Management to achieve this, the RCN 
will need to seek further instructions from its membership to 
pursue this matter through the grievance procedure on the basis 
that Management have failed to manage this situation properly. 

Yours sincerely 

Steve Barnes 
RCN Officer - Wessex 

C.C: Keith Murray 

1\cadqto:trt<.'rs: 

~0 Cm-cn<lish Square 
I ~>ndon Wl M OAB 
Tdephone 0714D9 11:1:n 
Fax 071-355 1379 



FROM: 

Your Ref. 

My Ref. 

GMC101057-0821 

PORTSMOUTH AND SOUTH EAST HAMPSHIRE HEALTH AUTHORITY 

Mrs • I • Evans 
Patient Care Manager 
Gosport War Memorial Hospital 

IE/LP 

MEMORANDUM 
TO: See Distribution 

7th November 1991 

It has been brought to my attention that same members of the staff still have 
concer~ over the appropriatness of the prescribing of Diamorphine to certain 
patients at Redclyffe Annexe. 

I have discussed this rna.tter with Dr. Logan and Dr. Barton who like myself are 
concerned about these allegations. To establish if there is E!riY justification to 
review practice we have agreed to look at all individual cases staff have or hav~ 
had any concerns over and then meet With all staff to discuss findings .•.. ·:· ... 

I am therefore writing to all the trained staff asking for the names of any 
patients that they feel Diamorphine (or any other drug) has been prescribed 
inappropriately. 

To ensure everyones views are considered I would appreciate a reply from every 
member of staff even if it is purely to state they have no concerns, by 21st 
November. 

I am relying on your full co-operation and hope on this occasion everyone will be 
open and honest over this issue so we are able to address everyones concerns and 
hopefully resolve this issue in a constructive and professional manner. · 

i-·-·-·-·c·<;-a-e·-·-A·-·-·-·1 
. ' 
! i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

./ 

I. Evans • 
Distribution 

Every trained member of 
copy to: Night Sister 

Dr. Logan 
Dr. Barton 
Mr. Hooper 

Staff at Redclyffe Annexe 
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PORTSMOUTH AND SOUTH EAST 
HAMPSHIRE HEALTH AUTHORITY 

GOSPORT WAR MEMORIAL HOSPIT .P 
BURY ROAD, 
GOSPORT, 
HANTS. P012 3PW 

COMMUNITY HEALTH SERVICES AND SMALL HOSPITALS UNIT Gosport 524611 Ext ............................. . 

Our ref: Your ref: 
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PORTSMOUTH 
& SOUTH EAST HAMPSHIRE 
HEALTH AUTHORITY 

COMMUNITY HEALTH CARE SERVICES PORTSMOUTH CITY DIVISIONAL HEADQUARTERS 
NORTHERN PARADE CLINIC 
DOYLE AVENUE 
PORTSMOUTH 
P02 9NF 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Part smou t h !·-·----~-C?-~-~--~·-·-__j 
Our ref: Your ref: Please ask for .................................. . 

GMW/PSE 4 November 1991 

.. M!:.~_.! ____ An._i.t..~---·T.JJ.~pr it t 
i i 

!Code A! 
! l". 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Dear Anita 

Report of a Visit to Redclyffe Annexe, 31.10.91 

Herewith a copy of the above named report. I have given copies 
of the report to: 

Mrs. Susan . Frost, Principal Solent School of Health 
Studies, QAH. 

Mr. W. Hooper, General Manager (West) Gosport War Memorial 
Hospital. 

Mrs. I. Evans, Patient Care Manager, Gosport War Memorial 
Hospital. 

Those who were present at the meeting. 

I also wish to assure you of my support and help in this matter. 
Please do not hesitate to contact either Sue Frost or myself if 
you require any guidance. 

Yours sincerely 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 
i i 

I CodeA I 
i i 

~GeraraJ.]'fe-·-M-~---·~ney-·-; 

Community Tutor, Continuing Education. 

ENC. 
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Confident i.§.l 

REPORT 9£_~_VISlL.IQ __ f!J;_IlG.IJEF.I.ANNEXI;_,_.@SPOfH WAR MEMORIAL HOSPITAL 

f!,T 21. ~.~LtfOURS ON THURSDAY 31 OCTOBER 1991 

B'( 

.Q.~RARDINE __ !t_WHITNEY, COMMUNITY TUTOR. CONTINUING EDUCATION 

Puroose of Visit 

The visit was in response to a request by Staff Nurse Anita Tubbritt to 
discuss the issue of anomalies in the administration of drugs. 

Present 

..... Staff Nurse Sylvia Giffin t• \ : Staff Nurse Anita Tubbritt 

e 
·.I 

Enrolled Nurse Beverly Turnbull 
Nursing Auxiliary Agnes Howard (Does not normally work at Redcliffe Annexe) 
2 RGN's and 1 EN wished to but were unable to attend the meeting. 

Background Information 

The staff present presented the Summary of the Meeting he 1 d at Redc 1 i ffe 
Annexe on 11 July 1991 -appendix. 

Problems Identified on 31 October 1991 

1. Staff Nurse Gi ffi n reported that a female patient who was capable of 
stating when she had pain was prescribed Diamorphine via syringe driver 
when she was in no obvious pain and had not complained of pain. 

2. Staff Nurse Giffin reported that a male patient admitted from St Mary's 
General Hospital who was recovering from pneumonia, was eating, drinking· 
and communicating, was prescribed 40 mg Oiamorphine via a syringe driver 
together with Hyoscine, dose unknown, over 24 hours. The patient had 
no obvious signs of pain but had increased bronchial secretions. 

3. Staff Nurse Tubbritt reported that on one occasion a syringe driver 
"ran out" before the prescribed time of 24 hours albeit that the rate 
of delivery was set at 50 mm per 24 hours. 

4. The staff are concerned that Diamorphine is 
indiscriminately without alternative analgesia, 
tranquillisers being considered or prescribed. 

being prescribed 
night sedation or 

5. Nurse Tubbritt reported that a female patient of 92 years' awaiting 
I 

discharge had i.m. 10 mg Diamorphine at 10.40 hours on 20.9:91. and a 
further i.m. 10 mg Diamorphine at 13.00 hours on 20.9.91. administered 
for either a manual evacuation of faeces or an enema. 

• 
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There are a number of other incidents which are causing the staff 
concern but for the purposes of this report are too many to mention. 
The staff are willing to discuss these incidents: 

7. It was reported by Staff Nurse Tubbritt that: 

a) 

b) 

c) 

42 ampoules of Diamorphine 10 mg were used between 20 April 1991-
15 October 1991. 

57 ampoules of Diamorphine 30 mg were used between 15 April 1991-
15 October 1991 (24 of the 57 ampoules of Diamorphine 30 mg were 
administered to one patient, who had no obvious pain, between 9 
September 1991 and the 21 September 1991). 

8 ampoules of Diamorphine 100 mg were used between 15 April 1991-
21 September 1991 (4 of the 8 ampoules of Oiamorphine 100 mg were 
administered to the patient identified in 7b above, between 19 
September 1991 and the 21 September 1991). 

Note- This patient had previously been prescribed Oramorph 10 mg 
in 5 ml oral solution which was administered regularly commencing 
on 2 July 1991. 

The staff cannot understand why the patient was prescribed 
Oramorph and Diamorphine. 

When the staff questioned the prescription with Sister they were 
informed that the patient had pain. The staff recalled having 
asked the patient on numerous occasions if he had pain, his normal 
reply was no. 

Conclusion 

1. The staff are concerned that Oiamorphine. is being used indiscriminately 
even though they reported their concerns to their manager on 11 July 
1991 (appendix). 

2. The staff are concerned that non opioids, or weak opioids are not being 
considered prior to the use of Diamorphine. 

3. The staff have had some training, arranged by the Hospital Manager, 
namely: 

The syringe driver and pain control 

Pain control 

4. Staff Nurse Tubritt wrote to Evans the producers of Diamorphine and 
received literature and a video- Making Pain Management More Effective. 
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5. Staff Tubbritt is undertaking a literature on Pafn and Pain Control. 

Signed J-C-0-(ie--A-l ..................... . 
l._G-·"M·-·wntt-tfey-·-·-·-·-·-·-·-·T-·-·-r-·-·-·-·___i 

Community Tutor, icod•Atinuing Education 
'-·-·-·-j 

Time: 23.35 hours 

Date: 31 October 1991 

.... ) 
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SUm:nary of Meeting held at Redclyffe Annexe on 11.7- 91 

A meeting was arranged for the trained staff at Redclyffe Annexe folloring 
.concern expressed by sane, staff at the prescribed treatment for 'Tenninal 
Patients' 

Present:-
Mrs. Evans 
Sister Goldsmith 
Sister Hamblin 
S/N Giffin 
S/N Ryder 
S/N Barrett 

S/N Williams 
S/N Donne 
S/N Tl.lbbritt 
S/N Barrington 
E/N TU.rnbull 

The main area for concern was the use of Diamorphine on patients, all present 
~ to accept its use for patients with severe pain, but the majority had 
same reservations that it was always used appropriately at Redclyffe. 

The following concerns were expressed arrl discussed:-

1. Not all patients given diamorphine have pll.n. 

2. No other fonns of analgesia are considered, and the 'sliding scale • for 
analgesia is never used. 

3. The drug regime is used· indiscriminately, eachpatients individual needs 
are not considered, that oral and rectal treatment is never considered. 

4. That patients deaths are sometimes hastened unnecessarily. 

5. The use. of the syringe driver on ccmrencing diamorphine prohibits trained 
staff fran adjusting dose to suit patients needs. 

6. That too high a degree of unresponsiveness fran the patients was sought at 
times. 

7. That sedative drugs such as Thioridazine would sanetimes be 100re 
appropriate. 

8 . That diamorphine was prescribed prior to such procedures such as 
catheterization~- where dizepam would be just as effective. ts PN'''· ,.,~ ~) 

9. That not all staffs views were considered before a decision was made to 
start patients on diamorphine - it was suggested that weekly 'case 
conference' sessions could be held to decide on pa~en~s complete care. 

10. That other similar units did not use diarnoq:hine as extensively. 

Mrs. Evans acknowledged the staffs concern on this very emotive subject. She 
felt the staff had only the patients best interest at heart, but pointed out 
it was medical practice they were questioning that was not in her power to 
control. Havever, she felt that both Dr. Logan and Dr. Bartdn would Consider 
staffs views se long as they were based on proven facts rather than 
unqualified statements. Mrs. Evans also pointed out that she was not an 
expert in this field and was not therefore qualified to condemn nor condone 
their statements, she did, hcwever, ask them to consider th€ follor.-~ing in 
answer to statements made. 

I . .. 
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1. That patients suffered distress fran other symptons besides pain but also 
had the right to a peaceful and dignified death. That the majority of 
patients had canplex problems. 

2. If 1 sliding scale 1 analgesia was appropriate in these circumstances, 
p:rrticularly when pain was not the primary cause for :Patient distress. 
"That te:rminal care should not be confused with care of cancer patients. 

3. The appropriateness of oral treat:rrent at this time considering the 
patients deterioration and possibility of maintaining ability to swalloW. 
'!he range of drugs available to cover all patients needs in drugs that 
can be given rectally together with patients ability to retain and absorb 
prcduct. 

4. It was acknowledged that excessive doses or prolonged treatment may be 
detrimental to patients health but was there any proven evidence t<a; 
suggest that the Small ·amounts prescribed at Redclyffe over a relative!,., 
short period did in fact harm the patients. 

5. It could be suggested to Or. Ba.rton that drugs could be given via a 
butterfly for the first 24 hrs. to give trained staff the opportunityto 
regularise dose to suit patient. 

6. That treatment sanetimes needed. regularising as patients condition 
changed -were staff contributing signs of patients deterioration to 
effects of drug? Fev1 patients r~~L!ed a~mre until the moment of death. 

7. What was the evid~nce to suggest that thioridazine or any other similar 
drugs would be better. 

8. Again, what was the objection to diamorphine · being used in this way and 
hCVI was diazepam better. 

9. Mrs •. Evans wholly supported any sys.tem which allowed all staff to 
contribute to patients care however, she could not see that weekl~ 
meetings were appropriate in this case where immediate action needed tal' 
be taken if any action was required at all. · 

10. What was the evidence to prove that these other units care of the dying 
was superior to bllrs,before any change could be taken on this premis it 
\o.U\lld need to be established that we w::>uld be r~sing our standards to 
theirs rather ·than dropping our standards to theirs. · 

It was evident that nocm p::es:.at !"irl Slffic::i.a1t: kn::w~ tD ~ 1:tEse 
questions with authority, it was therefore decided that before any 
critisism was made on rredical practice we needed to be able to answer the 
follOVling questions. 

- What effect does Diamorphine have on patients. 

- Are all the symptons that are being attributed to DiarnoJ=Phine in fact 
due to other drugs patients are recieving, or even their medical 
condition. 

: 

- Is it appropriate to give Diamorphine for other distressing symptons 
othe,r than pain . 

- Are there more suitable regimes that we could suggest. 
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To try and find the answers to these questions Mrs. Evans ~ld invite Kevin 
Short to talk to staff on drugs and ask Steve King from Charles Ward Q.A. if 
he would be prepared to contribute to discussion. 

This would take time to arrange meanwhile staff were asked to talk to Or. 
Barton if they had any reason for CT.~-::!r.n on treatment prescribed as sre was 
willing to discuss any aspect of patient treatment with staff. 

I hope I have included evecyones views in this surrmary, as we will be using it 
to plan training needs, . please let me know if there is any point I have 
ani tted or you feel needs amending. 

IE/LP 
16.7.91 

-,.. 

• 
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Your reference: 
In reply please quote MK/2000/204 7 

GENE l\_AL 
M._E DICAL 
COUNCIL 

Please address your reply to Conduct Case Presentation SectiAr,tt~~Prc~r ,,. 111 '· 

Fax 020 7915 3696 ;!u,,fu7,,1 :1 •. , t,,,., 

27 September, 2002 

Or Simon Tanner 
Director of Public Health I Medical Director 
Hampshire and Isle of Wight Health Authority 
Oakley Road 
Southampton 
S016 4GX 

Dear Or Tanner 

I refer to your letter dated 19 September 2002 and our conversation of even date 
regarding Or Barton. 

I write to confirm that it has been decided not to refer Or Barton back to the Interim 
Orders Committee again on the basis of the information included with your letter. 

I have copied your letter and enclosures to solicitors instructed by the Council to 
prepare the case against Or Barton at the Professional Conduct Committee. 

If you wish to discuss this matter please do not hesitate to contact me on the 
number below. 

Yours sincerely 

,--c-o-de--A--1 
i i 
i i 

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

Michael Keegan 
Conduct Case Presentation Section 

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

i CodeA i 
i i 

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

178 Great Portland Street London WIW 5JE Telephone o2o H8o 76.p Fax o2o 791~ jbf! 

email gmc@gmc-uk.org www.gmc-uk.org 
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barton Page 1 of 1 

Toni smerdon i-·-·-·-·-·cocie-·A·-·-·-·-·1 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

From: 
Fiona Hawker [·-·-·-·-·-·-·-·-·-·-·-·-·code-·A·-·-·-·-·-·-·-·-·-·-·-·-1 

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

Sent: 02 Jul 2004 16:08 

To: 

Subject: barton 

Hello Louise, Toni -

1 am concious that we didn't really get a chance to say goodbye properly yesterday. lt was nice to see you 
again, and to meet you, respectively! 

1 shall be back in touch with regard to my conversation with the medical director at Portsmouth - I shall try to 
get some of his time early next week. I am out of the office on Monday (with your colleagues ihn Manchester) 
but back in the office on Tuesday. 

Regards 

e Fiona Hawker 
Partner 
Mills & Reeve 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

i CodeA ! 
! i 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·---·~ 
http://www.mil[s-re~yE),QQill 

This email is confidential and privileged. If you are not the 
intended 
recipient please accept our apologies; please do not disclose, 
copy, or distribute information in this email nor take any action 

ein reliance 
on its contents: to do so is strictly prohibited and may be 
unlawful. Please inform us that this message has gone astray before 
deleting it. Thank you for your co-operation. 

Mills & Reeve Solicitors, offices at: 

Birmingham: 54 Hagley Road, Edgbaston, Birmingham B16 BPE. 
Cambridge: Francis House, 112 Hills Road, Cambridge CB2 1PH. 
Norwich: 1 St James Court, Whitefriars, Norwich NR3 1RU. 
London: Bankside House, 107-112 Leadenhall Street, London EC3A 4AF. 

A list of Partners may be inspected at any of the above addresses. 

Visit our web site at: http://www.mills-reeve.com 

This message has been checked for viruses by the Mills & Reeve 
screening system. 
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FW: Barton Page 1 of 1 

Ton i Smerdon r·-·-·-·-·c-ode·-A-·-·-·-·-: 
L.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

From: 

Sent: 

To: 

Subject: FW: Barton 

Hello Toni-

1 understand that we are meeting tomorrow on the Barton case with Louise and Paul Philip. I also understand 
that Louise is not in so would like a quick word today if possible. I have tried to catch you by phone but without 
success. Might you be able to speak to me this afternoon? I shall be out from 2.45 until about 5.15 I am afraid. 
lt is quite important and I apologise for the rush! 

Regards 

Fiona Hawker 
Partner 

-~-i~_l_s.__~ __ f3:~~~~----·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·, 
i- i 

! CodeA ! 
i ·-·-·-·-·-·-·-·-·-·-·-; 

'-nfip-:?rwww-.·r-n·ori~rfi~v·~~·c;c;~rTi-

This email is confidential and privileged. If you are not the 
intended 
recipient please accept our apologies; please do not disclose, 
copy, or distribute information in this email nor take any action 
in reliance 
on its contents: to do so is strictly prohibited and may be 
unlawful. Please inform us that this message has gone astray before 
deleting it. Thank you for your co-operation. 

Mills & Reeve Solicitors, offices at: 

Birmingham: 54 Hagley Road, Edgbaston, Birmingham B16 BPE. 
Cambridge: Francis House, 112 Hills Road, Cambridge CB2 1PH. 
Norwich: 1 St James Court, Whitefriars, Norwich NR3 1RU. 
London: Bankside House, 107-112 Leadenhall Street, London EC3A 4AF. 

A list of Partners may be inspected at any of the above addresses. 

Visit our web site at: http://www.mills-reeve.com 

This message has been checked for viruses by the Mills & Reeve 
screening system. 

30/06/2004 



HAMPSHIRE CONSTABULARY 

RESTRICTED- For Police and Prosecution Only 
WITNESS STATEMENT 

(CJ Act 1967, s.9; MC Act 1980, ss.SA(3) (a) and SB; MC Rules 1981, r.70) 

URN 11 
Statement of: STEVEN ALEC WATTS 

Home Address: 

Post Code: 

Home Telephone No: Mobile I Pager No: 

E-Mail Address (if applicable and witness wishes to be contacted bye-mail): 

Contact Point (if different from above): 

-Address: 

Work Telephone No: 

Male 0 Female D Date and Place of Birth: Place 

Maiden name: Height: Ethnicity Code: 

State dates of witness non-availability: 

I consent to police having access to my medical record(s) in relation to this 
YesD matter 

I consent to my medical record in relation to this matter being disclosed to the 
YesD defence 

The CPS will pass information about you to the Witness Service so that they can 
offer help and support, unless you ask them not to. Tick this box to decline their 
services. 

GMC101057-0834 

MGllT 

Page 1 ofl-

NoD NtAD 

NoD NtAO 

D 

Does the person making this statement have any special needs if required to attend 
ourt and give evidence? (e.g. language difficulties, visually impaired, restricted mobility, etc.). Yes 0 NoD 

If 'Yes', please enter details. 

Does the person making this statement need additional support as a vulnerable or 
intimidated witness? If 'Yes', please enter details on Form MG2. 

Does the person making this statement give their consent to it being disclosed for the 
purposes of civil proceedings (e.g. child care proceedings)? 

Statement taken by (print name): 

Station: 

Time and place statement taken: 

Signature of witness: 

Signed: S.A.WATTS. Signature witnessed by: 

Yes D NoD 

Yes D NoD 

RESTRICTED- For Police and Prosecution Only 



HAMPSHIRE CONSTABULARY 

RESTRICTED- For Police and Prosecution Only 
WITNESS STATEMENT 

(CJ Act 1967, s.9; MC Act 1980, ss.SA(3) (a) and SB; MC Rules 1981, r.70) 

URN// 
Statement of: STEVEN ALEC WATTS 

Age if under 18: (if over 18 insert 'over 18 ') Occupation: 

GMC101057-0835 

MG11T 

Page 2 of 11 

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

-Signature: Date: 30TH September 2004. 

Tick if witness evidence is visually recorded D (supply witness details on rear) 

I am Detective Chief Superintendent Steven WATTS, Head of Hampshire Constabulary Criminal 

Investigation Department and am the senior investigating officer in respect of a police investigation named 

'Operation ROCHESTER', an investigation into the circumstances surrounding of death of 88 patients 

occurring principally during the late 1990's at Gosport War Memorial Hospital, Hampshire. 

-his investigation followed allegations that during the 1990's elderly patients at Gosport War 

Memorial Hospital received sub optimal or sub- standard care, in particular with regard to inappropriate 

drug regimes, and as a result their deaths were hastened. 

The strategic objective of the investigation is to establish the circumstances surrounding the deaths ofthose 

patients to gather evidence and with the Crown Prosecution Service (CPS), to establish whether there is any 

evidence that an individual has criminal culpability in respect of the deaths. 

During the investigation, a number of clinical experts have been consulted. 

Signed: S.A.WATTS. Signature witnessed by : 

RESTRICTED- For Police and Prosecution Only 
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HAMPSHIRE CONSTABULARY 
Page3 ofl-

RESTRICTED- For Police and Prosecution Only 
WITNESS STATEMENT 

(CJ Act 1967, s.9; MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 1981, r.70) 

URN 11 
Statement of: STEVEN ALEC WATTS 

On the 91
h November 2000 Professor Brian LIVESL Y reported on the death of a patient, Mrs. RICHARDS. 

On the l21
h February 2001 Professor FORD reported in respect ofthe deaths of five patients RICHARDS, 

-UNNINGHAM, WILKIE, WILSON and PAGE 

On the 18th October 2001 Professor MUNDY reported on the deaths of patients CUNNINGHAM, 

WILKIE, WILSON and PAGE. 

The aforementioned reports have all previously been made available to the General Medical Council. 

Between October 2001 and May 2002 the Commission for Health Improvement interviewed 59 hospital 

fJtaff in respect of the deaths, and concluded that, "a number of factors contributed to a failure of trust 

systems to ensure good quality patient care". 

Between September 2002 and May 2004 the cases of 88 patients including those named above, at the 

Gosport War Memorial Hospital were fully reviewed at my request by a team of five experts in the 

disciplines oftoxicology, general medicine, palliative care, geriatrics and nursing. 

Signed : S.A. WATTS. Signature witnessed by : 

RESTRICTED- For Police and Prosecution Only 
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RESTRICTED - For Police and Prosecution Only 
WITNESS STATEMENT 

(CJ Act 1967, s.9; MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 1981, r.70) 

URN 11 
Statement of: STEVEN ALEC WATTS 

GMC101057-0837 

MG11T 

Page 4 of 11 

All the cases examined were elderly patients (79 to 99yrs of age) theirs deaths occurring at Gosport War 

Memorial hospital between January 1996 and November 1999. A common denominator in respect of the 

patient care is that many were administered Opiates authorized by Dr Jane BAR TON prior to death. 

-he expert team was commissioned to independently and then collectively assess the patient care afforded 

to the 88 patients concerned, examining in detail patient records, and to attribute a 'score' according to their 

fmdings against agreed criteria. A further group of cases were included in this review following a report by 

Dr BAKER, commissioned by the Chief Medical Officer. That report is confidential to the CMO and may 

not be discussed further without his agreement. 

The team of experts has 'scored' the cases as follows. 

had been delivered to patients prior to their death. 

Category two - Specific concerns that these patients had received 'sub optimal' care. 

These cases are currently undergoing a separate quality assurance process by a medico legal expert to 

confirm their 'rating'. Nineteen of these cases that have been 'confirmed', have been formally released from 

police investigation and handed to the General Medical Council for their consideration. A number of cases 

Signed : S.A.W ATTS. Signature witnessed by : 

RESTRICTED- For Police and Prosecution Only 
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(CJ Act 1967, s.9; MC Act 1980, ss.5A(3) (a) and SB; MC Rules 1981, r.70) 

URN 11 
Statement of: STEVEN ALEC WATTS 
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have been identified as appropriate for further scrutiny to confirm grading, and the quality assurance process 

in respect of the remaining cases will be complete by early October 2004. 

Category three Patient care in respect of these cases has been assessed as 'negligent, that is to say 

e>utside the bounds of acceptable clinical practice'. 

The police investigation into these cases is, therefore continuing. 

The five experts commenced their analysis of patient records in February 2003. It is anticipated that their 

work will be finalized in October 2004 as will the quality assurance process by medico legal expert. 

As part of the ongoing investigative strategy, since May 2004 a further tier of medical experts, in Geriatrics 

and Palliative Care have been instructed to provide an evidential assessment of the patient care in respect of 

en the 'Category three' cases. The work of these experts is ongoing and is not likely to have been fully 

completed until the end of 2004 when if appropriate papers will be reviewed and considered by the Crown 

Prosecution Service. 

At the same time, the police investigation team continue to take statements from healthcare professionals, 

liaise with key stakeholders, provide a family liaison service, formulate and deliver strategies in respect of 

witness/suspect interviews, deal with exhibits, complete disclosure schedules, and populate the major crime 

Signed : S.A.WATTS. Signature witnessed by : 

RESTRICTED- For Police and Prosecution Only 
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URN 11 
Statement of: STEVEN ALEC WATTS 
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investigation 'Holmes' system a national police IT application used to record and analyze information 

relating to serious/complex police investigations. 

To date 330 witness statements have been taken and 349 officer's reports created. 1243 'Actions' have been 

eaised, each representing a specific piece of work to be completed arising from an issue raised within a 

document or other information source. This is a major investigation which has required a considerable input 

and commitment ofhuman and financial resources on the part of the Hampshire Constabulary. 

Whilst investigations will be fully completed in respect of all of the 'Category three' cases, a small number 

of sample cases have been selected and work is being prioritized around those with a view to forwarding 

papers to the CPS as soon as possible by way of expedition. Timescales for this action are clearly dependant 

upon completion of expert review of these cases and completion of the witness statements of key healthcare 

-rofessionals. This is necessarily a lengthy process, 

In the event that there is considered a sufficiency of evidence to forward papers to the CPS, it is estimated 

that this will be completed on an incremental basis. The first cases arriving in December 2004 or early 2005. 

I understand that the General Medical Council has a duty to provide the fullest possible evidence for 

consideration by the Interim Order Committee. I am also aware that they also have a duty to disclose the 

same information in its entirety to those appearing before the committee. 

Signed: S.A.WATTS. Signature witnessed by : 

RESTRICTED -For Police and Prosecution Only 
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URN 11 
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In my view, this situation has the potential to compromise the integrity and effectiveness of any interviews 

held under caution with health care professionals involved in this enquiry. 

Police investigative interviewing operates from seven basic principles, which are laid out in Home Office 

e=ircular 22/1992. The first of these being that 

"Officers seek to obtain accurate and reliable information from suspects, witnesses or victims in order to 

discover the truth about matters under police investigation." 

Investigative interviewing should be approached with an open mind. Information obtained from a person 

who is being interviewed should always he tested against what the interviewing officer already knows or 

what can be reasonably established. 

This investigation is currently following various lines of enquiry seeking to establish whether or not any 

criminal offence has been committed. At present it has not been established that this is the case or in fact 

whether or not any person is potentially culpable. Once an individual has been identified then decisions 

have to be made as to what they need to be interviewed about and what information it is proper to disclose 

to that person prior to their being interviewed. 

Decisions as to what the police have to disclose prior to interviews under caution are covered by various 

aspects of case law, in particular R v Argent (1997). The court commented in this case that the police have 
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no obligation to make disclosure. In R v Imran and Hussein (1997) the court agreed that it would be wrong 

for a defendant to be prevented from lying by being presented with the whole of the evidence against him 

prior to interview. 

tf. v Mason ( 1987) covers disclosing or withholding information, the process must be justifiable and 

conducted in the full knowledge of the likely consequences. These consequences could affect not only any 

subsequent interview but also potentially the whole investigation and any subsequent trial. 

Article 6 Human Rights Act deals with the right of an individual facing criminal charge to have a fair and 

public hearing 

Advance disclosure of documentation prior to interviews under caution gives any potential suspect the 

-opportunity to interfere with the interviewing of other witnesses who may have information beneficial to the 

case. 

Furthermore the suspect does not have the opportunity to respond to questioning in an uncontaminated way. 

They may well respond with answers that they think the police wish to hear. This is unfair to the individual 

concerned. 

Finally early disclosure of material can lead to a suspect fabricating a defence or alibi. 

Signed: S.A.WATTS. Signature witnessed by : 

RESTRICTED- For Police and Prosecution Only 



HAMPSHIRE CONSTABULARY 

RESTRICTED- For Police and Prosecution Only 
WITNESS STATEMENT 

(CJ Act 1967, s.9; MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 1981, r.70) 

URN 11 
Statement of: STEVEN ALEC WATTS 

GMC101057-0842 

MGllT 

Page9 ofl-

The Police have an over riding responsibility to conduct an effective and ethical investigation and a have a 

legal and moral duty to be scrupulously fair to suspects. In addition the police carry an additional 

responsibility to representing the interests of the victims of crime and society in general. Therefore to 

provide a guilty suspect with the ability to fabricate a defence around police evidence does not serve those 

evider interests. 

As the senior investigating officer I acknowledge the primacy of the public protection issues surrounding 

this case. 

I understand that there is a voluntary agreement in place between Dr BAR TON and the Fareham and 

Gosport Healthcare Trust of November 2002, the following is a quotation from an e mail message to the 

investigation from the trust in respect of that matter. 

e 'Dr BAR TON has undertaken not to prescribe benzodiazepines or opiate analgesics from the 1st October 

2002. All patients requiring ongoing therapy with such drugs are being transferred to other partners 

within the practice so that their care would not be compromised. 

Dr Barton will not accept any house visits if there is a possible need for such drugs to be prescribed. 

Problems may arise with her work for Health-call as a prescription may be required/or a 14 day supply 

of benzodiazepines for bereavement. 

Dr BAR TON also agreed to follow up all previous prescriptions for high quantities using the practice 

computer system and the patient's notes. 
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During a 13month periods from April 2003 Dr BAR TON had written a total of 20 prescriptions all for 

2mg diazepam to relatives of deceased and had not prescribed any diamorphine, morphine or other 

controlled drug. ' 

tJ have been asked by the General Medical Council to provide an update as to the current position in respect 

of four cases previously considered by interim order committee during September 2002. 

Arthur CUNNINGHAM- this has been assessed as a category three case and is being investigated 

accordingly. 

Robert WILSON - again a category three case. 

Gladys RICHARDS.- Assessed as a category two case by the clinical team, this assessment has been 

queried through the quality assurance process and is to be subject of further review by the clinical experts in 

early October 2004. 

-Alice WILKIE. - No further police action to be taken in respect of this investigation. The medical records 

available are not sufficient to enable an assessment. 

In closing it is appropriate for me to emphasize some key points; 

1. There is no admissible evidence at this time of criminal culpability in respect of any individual. 

2. The information adduced by the investigation thus far, and the findings of the experts lead me to have 

concerns that are such that, in my judgment the continuing investigation and the high level of resources 

being applied to it are justified. 
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Home Address: 

Post Code: 

Home Telephone No: Mobile I Pager No: 

E-Mail Address (if applicable and witness wishes to be contacted by e-mail): 

Contact Point (if different from above): 

eddress: 

Work Telephone No: 

Male D Female D Date and Place of Birth: Place 

Maiden name: Height: Ethnicity Code: 

State dates of witness non-availability: 

I consent to police having access to my medical record(s) in relation to this 
YesD matter 

I consent to my medical record in relation to this matter being disclosed to the 
YesD defence 

The CPS will pass information about you to the Witness Service so that they can 
offer help and support, unless you ask them not to. Tick this box to decline their 
services. 
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NoD N/AD 

NoD N/AD 

D 

jpoes the person making this statement have any special needs if required to attend 
~~rt and give evidence? (e.g. language difficulties, visually impaired, restricted mobility, etc.). Yes D No 0 
If 'Yes', please enter details. 

Does the person making this statement need additional support as a vulnerable or Yes D No D 
intimidated witness? If 'Yes', please enter details on Form MG2. 

Does the person making this statement give their consent to it being disclosed for the Yes O No D 
purposes of civil proceedings (e.g. child care proceedings)? 

Statement taken by (print name): 

Station: 

Time and place statement taken: 

Signature of witness: 
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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 in it anything which I know to be false or do not believe to be true. 

-gnature: Date: 30TH September 2004. 

Tick if witness evidence is visually recorded D (supply witness details on rear) 

I am Detective Chief Superintendent Steven WATTS, Head ofHampshire Constabulary Criminal 

Investigation Department and am the senior investigating officer in respect of a police investigation named 

'Operation ROCHESTER', an investigation into the circumstances surrounding of death of 88 patients 

occurring principally during the late 1990's at Gosport War Memorial Hospital, Hampshire. 

-is investigation followed allegations that during the 1990's elderly patients at Gosport War 

Memorial Hospital received sub optimal or sub- standard care, in particular with regard to inappropriate 

drug regimes, and as a result their deaths were hastened. 

The strategic objective of the investigation is to establish the circumstances surrounding the deaths ofthose 

patients to gather evidence and with the Crown Prosecution Service (CPS), to establish whether there is any 

evidence that an individual has criminal culpability in respect of the deaths. 

During the investigation, a number of clinical experts have been consulted. 
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On the 9th November 2000 Professor Brian LIVESL Y reported on the death of a patient, Mrs. RICHARDS. 

On the 1zth February 2001 Professor FORD reported in respect of the deaths of five patients RICHARDS, 

~INGHAM, WILKIE, WILSON and PAGE 

On the 18th October 2001 Professor MUNDY reported on the deaths of patients CUNNINGHAM, 

WILKIE, WILSON and PAGE. 

The aforementioned reports have all previously been made available to the General Medical Council. 

Between October 2001 and May 2002 the Commission for Health Improvement interviewed 59 hospital 

~affin respect of the deaths, and concluded that, "a number of factors contributed to a failure of trust 

systems to ensure good quality patient care". 

Between September 2002 and May 2004 the cases of 88 patients including those named above, at the 

Go sport War Memorial Hospital were fully reviewed at my request by a team of five experts in the 

disciplines of toxicology, general medicine, palliative care, geriatrics and nursing. 
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All the cases examined were elderly patients (79 to 99yrs of age) theirs deaths occurring at Gosport War 

Memorial hospital between January 1996 and November 1999. A common denominator in respect of the 

patient care is that many were administered Opiates authorized by Dr Jane BAR TON prior to death. 

e-e expert team was commissioned to independently and then collectively assess the patient care afforded 

to the 88 patients concerned, examining in detail patient records, and to attribute a 'score' according to their 

findings against agreed criteria. A further group of cases were included in this review following a report by 

Dr BAKER, commissioned by the Chief Medical Officer. That report is confidential to the CMO and may 

not be discussed further without his agreement. 

The team of experts has 'scored' the cases as follows. 

jategory one- There were no concerns in respect of these cases upon the basis that 'optimal care' 

bad been delivered to patients prior to their death. 

Category two- Specific concerns that these patients bad received 'sub optimal' care. 

These cases are currently undergoing a separate quality assurance process by a medico legal expert to 

confirm their 'rating'. Nineteen of these cases that have been 'confirmed', have been formally released from 

police investigation and handed to the General Medical Council for their consideration. A number of cases 
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have been identified as appropriate for further scrutiny to confirm grading, and the quality assurance process 

in respect of the remaining cases will be complete by early October 2004. 

Category three Patient care in respect of these cases has been assessed as 'negligent, that is to say 

tttside the bounds of acceptable clinical practice'. 

The police investigation into these cases is, therefore continuing. 

The five experts commenced their analysis of patient records in February 2003. It is anticipated that their 

work will be finalized in October 2004 as will the quality assurance process by medico legal expert. 

As part of the ongoing investigative strategy, since May 2004 a further tier of medical experts, in Geriatrics 

and Palliative Care have been instructed to provide an evidential assessment of the patient care in respect of 

-the 'Category three' cases. The work of these experts is ongoing and is not likely to have been fully 

completed until the end of 2004 when if appropriate papers will be reviewed and considered by the Crown 

Prosecution Service. 

At the same time, the police investigation team continue to take statements from healthcare professionals, 

liaise with key stakeholders, provide a family liaison service, formulate and deliver strategies in respect of 

witness/suspect interviews, deal with exhibits, complete disclosure schedules, and populate the major crime 
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investigation 'Holmes' system a national police IT application used to record and analyze information 

relating to serious/complex police investigations. 

To date 330 witness statements have been taken and 349 officer's reports created. 1243 'Actions' have been 

.sed, each representing a specific piece of work to be completed arising from an issue raised within a 

document or other information source. This is a major investigation which has required a considerable input 

and commitment of human and financial resources on the part of the Hampshire Constabulary. 

Whilst investigations will be fully completed in respect of all of the 'Category three' cases, a small number 

of sample cases have been selected and work is being prioritized around those with a view to forwarding 

papers to the CPS as soon as possible by way of expedition. Timescales for this action are clearly dependant 

upon completion of expert review of these cases and completion of the witness statements of key healthcare 

-ofessionals. This is necessarily a lengthy process, 

In the event that there is considered a sufficiency of evidence to forward papers to the CPS, it is estimated 

that this will be completed on an incremental basis. The first cases arriving in December 2004 or early 2005. 

I understand that the General Medical Council has a duty to provide the fullest possible evidence for 

consideration by the Interim Order Committee. I am also aware that they also have a duty to disclose the 

same information in its entirety to those appearing before the committee. 
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In my view, this situation has the potential to compromise the integrity and effectiveness of any interviews 

held under caution with health care professionals involved in this enquiry. 

Police investigative interviewing operates from seven basic principles, which are laid out in Home Office 

eircular 22/1992. The first ofthese being that 

"Officers seek to obtain accurate and reliable information from suspects, witnesses or victims in order to 

discover the truth about matters under police investigation." 

Investigative interviewing should be approached with an open mind. Information obtained from a person 

who is being interviewed should always be tested against what the interviewing officer already knows or 

what can be reasonably established • 

• This investigation is currently following various lines of enquiry seeking to establish whether or not any 

criminal offence has been committed. At present it has not been established that this is the case or in fact 

whether or not any person is potentially culpable. Once an individual has been identified then decisions 

have to be made as to what they need to be interviewed about and what information it is proper to disclose 

to that person prior to their being interviewed. 

Decisions as to what the police have to disclose prior to interviews under caution are covered by various 

aspects of case law, in particular R v Argent (1997). The court commented in this case that the police have 
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no obligation to make disclosure. In R v lmran and Hussein (1997) the court agreed that it would be wrong 

for a defendant to be prevented from lying by being presented with the whole of the evidence against him 

prior to interview . 

• v Mason (1987) covers disclosing or withholding information, the process must be justifiable and 

conducted in the full knowledge of the likely consequences. These consequences could affect not only any 

subsequent interview but also potentially the whole investigation and any subsequent trial. 

Article 6 Human Rights Act deals with the right of an individual facing criminal charge to have a fair and 

public hearing 

Advance disclosure of documentation prior to interviews under caution gives any potential suspect the 

tfpportunity to interfere with the interviewing of other witnesses who may have information beneficial to the 

case. 

Furthermore the suspect does not have the opportunity to respond to questioning in an uncontaminated way. 

They may well respond with answers that they think the police wish to hear. This is unfair to the individual 

concerned. 

Finally early disclosure of material can lead to a suspect fabricating a defence or alibi. 
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The Police have an over riding responsibility to conduct an effective and ethical investigation and a have a 

legal and moral duty to be scrupulously fair to suspects. In addition the police carry an additional 

responsibility to representing the interests of the victims of crime and society in general. Therefore to 

provide a guilty suspect with the ability to fabricate a defence around police evidence does not serve those 

eder interests. 

As the senior investigating officer I acknowledge the primacy of the public protection issues surrounding 

this case. 

I understand that there is a voluntary agreement in place between Dr BAR TON and the Fareham and 

Gosport Healthcare Trust of November 2002, the following is a quotation from an e mail message to the 

investigation from the trust in respect of that matter. 

fJi1r BARTON has undertaken not to prescribe benzodiazepines or opiate analgesics from the 1st October 

2002. All patients requiring ongoing therapy with such drugs are being transferred to other partners 

within the practice so that their care would not be compromised. 

Dr Barton will not accept any house visits if there is a possible need for such drugs to be prescribed. 

Problems may arise with her work for Health-call as a prescription may be required for a 14 day supply 

of benzodiazepines for bereavement. 

Dr BAR TON also agreed to follow up all previous prescriptions for high quantities using the practice 

computer system and the patient's notes. 
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During a 13month periods from Apri/2003 Dr BARTON had written a total of20 prescriptions allfor 

2mg diazepam to relatives of deceased and had not prescribed any diamorphine, morphine or other 

controlled drug. ' 

e.ave been asked by the General Medical Council to provide an update as to the current position in respect 

of four cases previously considered by interim order committee during September 2002. 

Arthur CUNNINGHAM - this has been assessed as a category three case and is being investigated 

according! y. 

Robert WILSON - again a category three case. 

Gladys RJCHARDS.- Assessed as a category two case by the clinical team, this assessment has been 

queried through the quality assurance process and is to be subject of further review by the clinical experts in 

early October 2004. 

-lice WILKIE. -No further police action to be taken in respect of this investigation. The medical records 

available are not sufficient to enable an assessment. 

In closing it is appropriate for me to emphasize some key points; 

1. There is no admissible evidence at this time of criminal culpability in respect of any individual. 

2. The information adduced by the investigation thus far, and the findings of the experts lead me to have 

concerns that are such that, in my judgment the continuing investigation and the high level of resources 

being applied to it are justified. 
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HARRY HADLEY 

Harry Hadley 
Date of Birth: ["-·-·-·-·-·-·code-A·-·-·-·-·-·-·! Age: 85 
Date of admission-to-oWM.H:·-·stb October 1999 
Date and time of Death: 06.50 hours on lOth October 1999 
Cause of Death: 
Post Mortem: 
Length of Stay: 5 days 

Mr Hadley's past medical history:-
CA bladder- diagnosed July 1999 

Mr Hadley was a widower and lived alone in a flat. He had a daughter who 
was his main carer and a son. She became unable to cope any longer. 
Mr Hadley was admitted to Gosport War Memorial Hospital on 5th October 
1999. Mr Hadley had a long term catheter in situ, had to wear compression 
stockings for lymphoedema. Mr Hadley was immobile and required the help 
of two nurses plus aides. It was noted that Mr Hadley's genitalia was quite 
swollen and that his sacrum was red and grazed and dressed with granuflex 
and looked likely to breakdown. 

On admission an assessment sheet was completed noting that Mr Hadley 
appears fully aware of his condition stated that he is dying but wishes it was 
sooner rather than later. It noted that he wore glasses for long distances and 
reading and that he had a small appetite and had difficulty with chewy food. 
Care plans were commenced on 5th October 1999 for hygiene, catheter care -
penis oedematous and scrotum swollen and skin excoriated, pain in pressure 
area - broken area x 2 to left buttock, cleft of buttock excoriated and heels 
discoloured and at risk, constipation, reduced appetite and help to settle at 
night. 
A nutritional screening tool was also completed on 5th October noting a score 
of 17. 
A Waterlow score of 15 was recorded on 5th October, pressure sore 
documentation noted that Mr Hadley was nursed on a Pegasus mattress and 
that dressing of duoderm was applied to buttocks. 
A Barthel ADL index also dated 5th October scored 3. 
A handling profile on 5th October noted that Mr Hadley was able to 
communicate effectively, that he had pain in the lower half of his body when 
turned, that he had 2 broken areas on his left buttock and that the cleft of his 
buttock was excoriated. It also noted that Mr Hadley needed the help of two 
nurses and nursed on a Pegasus airbed. 
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5th October 1999 
Clinical notes state CA bladder with metasteses. Has been in a little 
discomfort. For TLC. Family concerned re: change in medication. 
Summary states admitted from C3 Royal Haslar Hospital admitted there on 
22th September 1999 with acute retention of urine. 
15.00 hours seen by Dr Pennels MST discontinued for diazepam Smgs. 
19.30 hours relatives expressed concern over medication and analgesia 
control. Dr Shawcross to rewrite MST. 

6th October 1999 
Clinical notes state that Mr Hadley is fine to have MST. 

7th October 1999 
Summary states seen by Dr Pennells commenced on syringe driver 60 mgs 
diamorphine 100mg cyclonize happy for that to be increased. Daughter 
visited and explained about syringe driver and poor prognosis. 

8th October 1999 
Summary notes seen by Dr Shenton second syringe driver commenced. 

9th October 1999 
Clinical notes state agitated, restless, twitchy ++, seems unable to speak yet 
looking around. Rattly chest. 
Was on 20mg MST bd changed to syringe driver from past 48 hours with 
60mg diamorphine for past 24 hours. 
Wonder if agitation is due to rapid increase in diamorphine or hyoscine. Try 
reducing diamorphine back to 30 mgs in 24 hours (equiv to SOmg MST bd). 
PM- getting chesty and distressed increase rate from 60mm/day to 99 and 
then change to 60mg diamorphine over 24 hours when it runs out. 
Hyoscine can be given 4-5 hourly. 
Summary state seen by Dr Yeo diamorphine reduced to 30 mgs very chesty. 
21.30 hours distressed seen by Dr Chilvers syringe driver increased from 
60mm to 99mm over 24 hours. When infusion complete resume to 60mm 
with 60mg diamorphine. 
lOth October 1999 
Patient confirmed dead at 06.50 hours by SIN Pe? 
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Expert Review 

Harry Hadley 

No. BJC/22 

Date of Birth: 
!"-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

' ' 

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

Date of Death: 10 October 1999 

GMC101057-0858 

Mr Hadley was adnntted to Go sport War Memorial Hospital on 5 October 1999. 
At the time he was fully aware of his condition having been diagnosed with 
carcinoma of the bladder in July 1999. Mr Hadley was innnobile and required 
the assistance of nurses plus aides. 

Mr Hadley died on lOth October 1999. In the last five days before his death Mr 
Hadley was inexpertly treated with opioid analgesics although this did not in 
any way substantively alter the prognosis. 
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ALAN HOBDAY 

A I an Hobday ,-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·" 
Date of Birth: l_·-·-·-·-·-·-·-gg~~--~---·-·-·-·-·-.1 Age: 75 
Date of admission to GWMH: 24th July 1998 
Date and time of Death: 22.45 hours on 11th September 1998 
Cause of Death: 
Post Mortem: 
Length of Stay: 50 days 

Mr Hobday's past medical history:-
1990 - TURProstatectomy 

Mr Hobday lived with his wife in a bungalow. They had a son and daughter 
and very supportive family. Mr Hobday was a very well man prior to his 
collapse. He was allergic to penicillin. 
Mr Hobday collapsed while out eating and was taken by ambulance to St 
Mary' s Hospital and diagnosed with suffering a left CV A and right 
hemiplegia. Mr Hobday was admitted to Gosport War Memorial Hospital on 
24th July 1998. 

On admission care plans commenced on 25th July 1998 for sleep, catheter, 
shoulder pain, dysphagia, elimination, hygiene and communication. 
A lifting/handling risk calculator was taken on 24th July 1998 scoring 23. So 
a handling profile was completed on 25th July 1998 noting that Mr Hobday 
needed the assistance of 2 nurses and a hoist, that his skin was intact and that 
he was to be nursed on a Pegasus biwave plus mattress. 
A nutritional assessment plan was completed on 4th September 1998 with a 
score of 12 recorded. 
An assessment sheet was completed noting that Mr Hobday was unable to 
communicate, 
A Waterlow score of 25 was recorded on 24th July 1998. 
A Barthel ADL index wad recorded weekly starting on 24th July 1998 scoring 
0 and the last one recorded on 9th September 1998 also scoring 0. 

24th July 1998 
Clinical notes admitted to Daedulus ward. Barthel 0 needs all help with ADL. 
In view of poor prognosis please make comfortable. Happy for nursing staff 
to confirm death. 

25th July 1998 
Contact record- wife and daughter seen aware of condition and prognosis and 
recovery will be limited. 
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30th July 1998 
Clinical notes state catheterised. Pulling out SIC fluids does not want NG 
feed. Prognosis poor. Wife and daughter seen they feel he has settled and 
improved from a week ago. Poor swallow, aspiration and possible chest 
infection. Diamorphinelhaloperidol PM if distressed. 

31st July 1998 
Clinical notes seen by SLT continue with puree diet and thickened fluids. 

3rd August 1998 
Clinical notes remains poorly. 

6th August 1998 
Contact record- found on floor in lounge. No injury apparent. Accident form 
completed. 

12th August 1998 
Clinical notes has made some progress. Family seem realistic about future. 
Contact record- discussion with wife and daughter definite improvement 
made with physical condition. Discussed future care they seem realistic about 
his capabilities. 

16th August 1998 
Contact record - found on floor in day room. Put back to bed. Accident form 
completed. Wife informed. 

17th August 1998 
Clinical notes very agitated at times. Suggest SIC haloperidol. 

20th August 1998 
Clinical notes seen by dietician continue on puree diet and thickened fluids. 
Slow progress can push himself out of chair. 

22nd August 1998 
Contact record- found on floor in day room. No apparent injury. Hoisted 
into bed. Accident form completed. 

7th September 1998 
Contact record- twitching (facial) complaining of not feeling well. Dr Barton 
and wife informed. 
Seen by Dr Barton commence diamorphine 20mgs via syringe driver. Wife 
and daughter seem to understand may deteriorate. 

9th September 1998 
Contact record- diamorphine increased 40mgs became very restless and 
appeared in discomfort. 

lOth September 1998 
Clinical notes extended stroke on 6th September 1998 with facial seizures 
affecting right side of face. Now on syringe driver secretions +++but seems 
comfortable. He's dying, family aware. 
Contact record - seen by Dr Lord coughing and bubbling chest. Move to 
continuing care bed. 

11th September 1998 
Contact record- syringe driver renewed at 9.45 diamorphine 40mgs. 
Clinical notes condition deteriorated rapidly. 
Pronounced dead at 22.45 hours by SIN Roberts relatives present. 
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Expert Review 

Alan Hobday 

No. BJC/26 

Date of Birth: 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

1 CodeA l 
l·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Date of Death: 11 September 1998 

GMC101057-0861 

' Mr Hobday had suffered a stroke in July 1998 and was admitted to hospital. 

' 

He was transferred to Gosport War Memorial Hospital on 24 July 1998 for 
further rehabilitation.AHI 

On the clinical notes it would appear that he extended his stroke on 6 September 
1998 and thereafter developed focal seizures with increased pain in his arm. 

Diamorphine was started via a syringe driver and Mr Hobday died on 11 
September 1998. 

The expert report confirmed that although higher doses of opiates were used 
than may have been necessary, Mr Hobday's cause of death was due to his 
stroke. 
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Eva Page 

EVA PAGE 

Date of Birth: [:~:~:~:~:~:~:~:~:~9.~:~~:~:~:~:~:~:~:~:~:~:! Age: 88 
Date of admission to GWMH: 27th February 1998 
Date and time of Death: 21.30 hours on 3rd March 1998 
Cause of Death: 
Post Mortem: Cremation 
Length of Stay: 5 days 

Mrs Page's past medical history:­
Confusion 
1995 -Atrial fibrillation 
CCF 
1995 -LVF 
1997 -TIA 
1995 -Digoxin Toxicity 

Mrs Page was widowed and lived at Chesterholm Lodge Residential Home. 
She had a son. 
Mrs Page was admitted to Queen Alexander Hospital as an emergency 
suffering with anorexia, decreasing mobility, sleeping a lot and becoming 
dehydrated. She was transferred to Gosport War Memorial Hospital on 27th 
February 1998 for palliative care. 

On admission a Barthel ADL index score was recorded of 2. Care plans 
commenced on the day of admission for settle at night, constipation, catheter 
care and personal hygiene. 
An handling profile which noted Mrs Page can make her wishes known, she 
had pain on movement, dry paper thin skin, to be nursed on Pegasus biwave 
mattress, she had a catheter insitu for retention of urine and needs help of 2 
nurses and a hoist was completed on 28th February 1999. A Waterlow score of 
27 recorded also on 28th February 1999. 

27th February 1999 
Admitted from Queen Alexander Hospital for palliative care. It was noted that 
Mrs Page was withdrawn and anxious. That she would call out frequently and 
needed reassurance. Also noted was that Mrs Page was on a normal diet and 
fluids was incontinent of faeces had a catheter for retention of urine and 
needed help with all hygiene needs. 
The transfer form noted that Mrs Page has bio? to red sacrum, an old facial 
wound from 15th February 1998 after fall (scabs on nose) and swelling inner 
left eye. 
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Summary- admitted from Charles Ward for palliative care. 
Clinical notes- opiates commenced. Happy for nursing staff to confirm 
death. 

28th February 1999 
Summary- very distressed, calling for help and saying she is afraid. 
Oramorph 2.5mgs given with no relief. Thioridazine given with no effect 
Clinical notes -jerks a lot agitated. Not in pain. 

2nd March 1999 
Summary- commenced fentanyl25mgs this am. Very distressed. Seen by Dr 
Barton to have diamorphine Smgs IM given at 8.10. Seen by Dr Lord 
diamorphine Smgs IM given for syringe driver with diamorphine. 
Clinical notes -no improvement. Quieter PM SIC diamorphine. Fentanyl 
patch started today. 
Agitated and calling out even when staff present. 
Ct fentanyl patches. Son seen concerned about deterioration today. Explained 
agitation and drowsiness was probably due in part to diamorphine accepts 
mother is dying and agrees continue present plan. 

3rd March 1999 
Summary -rapid deterioration this AM. Neck and left side rigid. Syringe 
driver commenced at 10.50 with diamorophine 20mgs and midazolan 20mgs. 
Son stayed all day aware of poor prognosis. 
Condition deteriorated died 21.30 for cremation. 
Clinical notes -Died peacefully verified by SN Dorrington. Son informed for 
cremation. 
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Expert Review 

Eva Page 

No. BJC/35 
~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
I -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Date of Birth: ! Code A ! 
i.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Date of Death: 3 March 1998 

GMC101057-0864 

Mrs Page was transferred to Gosport War Memorial Hospital on 27 February 
1998 for palliative care having been treated at Queen Alexander Hospital as an 
emergency suffering with anorexia, decreasing mobility and dehydration. 

On admission to Gosport War Memorial it was apparent that Mrs Page was 
dying of carcinoma of the lung. She was confused and agitated to begin with 
and a trial of tranquillisers did not produce any improvement. She was treated 
with Diamorphine and a Fentanyl patch mainly for sedation although the expert 
questioned whether this was appropriate in view of the lack of pain complained 
of. The experts agree that the cause of death was natural. 
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GWENDOLINE PARR 

Gwendoline Parr 
Date of Birth: f."~.·~--~--~--~--~--~--~~~~~--~-~--~--~--~--~--~-·J Age: 87 
Date of admission to GWMH: 31st December 1998 
Date and time of Death: 13.10 hours on 29th January 1999 
Cause of Death: 
Post Mortem: 
Length of Stay: 30 days 

Mrs Parr's past medical history:­
Dementia. 
June 1991- Heart block- pacemaker 
Cholecystectomy 
Appendicetomy 
Basal cell carcinoma left cheek 
1998 - Fracture neck of femur- dynamic hip screw 
1998- Repair umbilical hernia 
Insulin dependent diabetic (diet controlled) 

Mrs Parr lived alone and had a daughter and a son. Her daughter was her 
main carer until she was diagnosed with cancer and became unwell. Mrs Parr 
was admitted to Gosport War Memorial Hospital on 31st December 1998 for 
gentle rehabilitation after being admitted to Haslar following a fall where she 
sustained a fracture neck of femur and underwent surgery for dynamic hip 
screw on 14th December 1998. During her stay at Haslar Mrs Parr developed 
acute abdominal pain and on 24th December 1998 underwent an umbilical 
hernia repair. 

On admission to Gosport War Memorial Hospital care plans commenced for 
hygiene, settle at night, catheter care, constipation. 
A lifting/handling risk calculator was completed on 31st December 1998 and 
17th January 1999 both scoring 10. A handling profile was completed on 1st 
January 1999 noting that Mrs Parr needed the help of 2 nurses and a hoist, she 
had dry skin but intact and was to be nursed on a biwave mattress. 
A mouth assessment form was completed. 
A Barthel ADL index was completed weekly from 31st December 1998 to 
24th January 1999 ranging from 2 at the start and then 1 at the end. 
A weekly Waterlow score was taken from 31st December 1998 to 11th 
January 1999 scoring from 25 to 32. 
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31st December 1998 
Admitted To Gosport War Memorial Hospital from Haslar following fall on 
11th December 1998 and dynamic hip screw surgery on 14th December 1998. 
Mrs Parr developed acute abdominal pain on 24th December 1998 and later 
the same day underwent an umbilical hernia repair. Mrs Parr also had been 
catheterised. She was admitted for gentle rehabilitation. Transfer letter noted 
that Mrs Parr needed help with personal care, encouragement to mobilise and 
her skin was in tact. 
Clinical notes- for gentle rehabilitation probably needs long term care either 
at Dryad Ward or Nursing Home. Left buttock ulcer. 

4th January 1999 
Summary- right leg remains externally rotated and shortened. Seen by Dr 
Barton. X-rays taken. 

5th January 1999 
Summary- seen by Dr Lord to have left knee X-rayed. 

6th January 1999 
Summary- found sitting on floor in lounge at 21.30 no injuries, not distressed. 

18th January 1999 
Summary- grand-daughter aware of poor prognosis. Deterioration. 
Frusemide given and 850 mls urine passed. 

23rd January 1999 
Summary- general deterioration. Oramorph 5mgs given at 15.00 with little 
effect. Daughter Margaret very ill, for terminal cancer care. Family will try 
and bring Margaret in to see Mrs Parr. 

24th"January 1999 
Summary- remains poorly. 

25th January 1999 
Summary- syringe driver commenced 19.45 hours diamorphine 20mgs. 
Fentanyl commenced at 8.40 25mgs removed at 19.00. 

27th January 1999 
Summary- condition remains ill and deteriorating. Comfortable at present. 
Dose in syringe driver. 21.35 syringe driver reprimed with 20mgs 
diamorphine. 

28th January 1999 
Summary- syringe driver recharged 20.20 diamorphine 20mgs. 

29th January 1999 
Remains very poorly. Happy for nursing staff to confirm death. 
Summary- died peacefully at 13.10 hours. Verified by SN Shaw and Sister 
Hamblin. 
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Expert Review 

Gwendoline Parr 

No. BJC/36 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Date of Birth: i Code A . 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Date of Death: 29 January 1999 

\ Mrs Parr had been admitted to the Royal Haslar Hospital in December 1998 
following a fall where she sustained a fractured neck of femur. She underwent 
surgery for a dynamic hip screw on 14 December 1998. During her stay at the 
Royal Haslar Mrs Parr developed acute abdominal pain and underwent 
umbilical hernia repair on 24 December 1998. She was admitted to Gosport 
War Memorial Hospital on 31 December 1998 for rehabilitation. 

The family note in the officer's report that they visited Mrs Parr daily at the 
Hospital and stated that "she was very chirpy and stated that she would soon be 
walking and going home". 

Mrs Parr was noted to have deteriorated by 23 January 1999 and was 
\ commenced on Oramorph and thereafter remained poorly. 

Mrs Parr died on 29 January 1999. 

Dr Naysmith notes that Mrs Parr was deteriorating before the opioids were 
started but that the first dose of Diamorphine given would have been high even 
for a lady with normal renal function. This contrasted with Dr Femer who 
records the treatment as being optimal with the drugs being given in 

· "proportional doses". 
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Edna Purnell 

EDNA PURNELL 

Date of Birth: r--·-·-·-·-·-c-oCie·-A·-·-·-·-·-·1 Age: 90 
Date of admissioii-"io-·awMH::·-·-flth November 1998 
Date and time of Death: 11.30 hours on 3rd December 1998 
Cause of Death: 
Post Mortem: 
Length of Stay: 23 days 

Mrs Pumell's past medical history:­
Dementia 
TIA 
Vaginal wall prolapse 

Mrs Pumelllived at Addenbrooke Residential Home. She had a son. Mrs 
Pumell was admitted to Royal Haslar Hospital after sustaining a fracture neck 
of femur. She underwent surgery on 261h October 1998 of a dynamic hip 
screw and was then admitted to Gosport War Memorial Hospital on 11 111 

November 1998 for rehabilitation. On admission it was noted that Mrs Pumell 
had problem dependant oedema affecting her lower limbs and left upper limb. 
She was also suffering from bronchopneumonia, severe dementia and had 
been catheterised. 

On admission care plans commenced for hygiene, confusion, urine and bowel 
incontinence, settle at night, graze on right elbow and both heels have pressure 
sores. 
A handling profile was completed on admi~sion noting that Mrs Pumell was 
slow to communicate, was in pain, had dry papery and broken skin, was to be 
nursed on a Pegasus air mattress, had a catheter in situ and needed the help 
with transfers using a hoist. 
A mouth assessment was completed on 11th November 1998. 
A Waterlow score of 24 was recorded on 11th November 1998 and 23rd 
November 1999. 
A Barthel ADL index was recorded on 11th November 1998 scoring 2 and on 
23rd November 1998 scoring 1. 

11th November 1998 
Transfer letter notes Mrs Purnell is catheterised, has bilateral pressure sores on 
her heels, is eating well but has poor fluid intake. She is to be admitted for 
rehabilitation but this could be difficult due to her mental state and pressure 
sores. She is to be admitted for one month initially and unless there is any 
improvement then she may need to be admitted to a Nursing Home for 
continuing care. 
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Clinical notes- transfer from Haslar with senile dementia, pressure sore on 
heels and oedema of leg. Family aware of poor prognosis. 
Summary- admitted from E3 Haslar. 
12th November 1998 
Clinical notes- In pain despite co-codamol and oramorph. 
Summary- complaining of a great deal of pain. Oramorph 5mg given at 
14.10 and to be given on regular basis for 24148 hours. 

13th November 1998 
Summary- oramorph 10mgs given at 10.25. 

14th November 1998 
Summary- son concerned very sedated. He is aware of poor condition and 
that opiates may be needed to control pain . 

17th November 1998 
Clinical notes - son seen very angry feels his mother is not being cared for 
adequately and accusing nursing staff of murdering his mother by giving her 
oramorph. Has been verbally abusive to nursing staff and doctor. On 
examination Mrs Pumell was semi-conscious and appears to be in distress 
when moved. Son not happy for any analgesia. 
Need to keep comfortable and pain free. Discussion with Dr Lord for ll... SIC 
fluid over 24 hours. Dr Reid coming in to assess situation. 
Review by Dr Reid- son has left ward indicating he will complain about his 
mothers condition. Need to be relieved of pain (despite sons wishes). Nursing 
staff report choking on food and fluids. Son trying to push food and fluids 
into mother which she tries to push out with her tongue. (Police should be 
called if happens again and also if nursing staff are being intimidated.) 
Summary- son angry and abusive physically grabbing nurse. Police 
contacted and incident form completed. Oramorph lOmgs given with good 
effect. 

18th November 1998 
Clincial notes -less well, drowsy. Prognosis poor tried to inform son. 
Summary- Cheyne stroke respirations feeding inappropriate at present. 

20th November 1998 
Clinical notes - comfortable - oramorph. Happy for nursing staff to 
confirm death. 
Summary- sleepy had been in pain and distress. 15mgs oramorph given. 

23rd November 1998 
Clinical notes- groaning in pain. Heels thickened skin bilatually, sacrum red 
but intact on Pegasus airwave mattress and cushions for cot sides. SIC fluid in 
progress. Hospital manager has had a called from sons solicitors requesting 
that he visit at 2.00pm. 
Use oramorph/diamorphine to keep comfortable if more than 1 injection of 
diamorphine is required for syringe driver. Feel she is dying- keep free of 
pain and distress. 
Son did not arrive- solicitor informed of condition. 
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Summary- agitated. Oramorph 10mgs given at 23.40 repositioned 2-3 
hourly. Seen by Dr Lord boarded for diamorphine if have more that 1 
injection syringe driver to commence. 

24th November 1998 
Summary- deteriorating syringe driver commenced 20mgs diamorphine. 

25th November 1998 
Summary- syringe driver recharged 20mgs. 

26th November 1998 
Summary- syringe driver recharged 20mgs. Son visited PM. 

28th November 1998 
Clinical notes - further deterioration. 
Summary- syringe driver recharged 20mgs. 

29th December 1998 
Summary- syringe driver recharged 20mgs. 

1st December 1998 
Clinical notes -remains comfortable. 

3rd December 1998 
Clinical notes- died 11.30 hours verified by RGN Shaw and Burke. 

4th Decem her 1998 
Clinical notes - coroners office confirm diagnosis of bronchopneumonia and 
senile dementia. Certificate issued. 
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Expert Review 

Edna Purnell 

No. BJC/37 
!·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Date of Birth: i Code A ! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Date of Death: 3 December 1998 

' Mrs Pumelllived at Addenbroke Residential Home at the time of her admission 
to the Royal Haslar Hospital to undergo surgery for a fractured neck of femur. 

' 

Following the operation on 26 October 1998 and the insertion of a dynamic hip 
screw, she was admitted to Gosport War Memorial Hospital for rehabilitation 
on 11 November 1998. 

At Gosport War Memorial Hospital Dr Naysmith noted there was a readiness to 
move quickly from a single dose of Co-codamol to Oramorph in doses of 5 to 
1 Omgs which was given twice most days. Mrs Pumell became very drowsy on 
Oramorph and from that point her renal functions seem to have diminished. 

The syringe driver was started with 20mgs of Diamorphine which was three 
times the dose Mrs Pumell was receiving orally. At this point she appeared 
comfortable although semi conscious. 

The experts have considered this case to be a natural death albeit that the 
treatment was sub optimal and that the dose of opioids was markedly escalated 
in her final few days. 

Dr Lawson notes that in his opinion Mrs Pumell would have died in any event 
without opiates being used. The medical records make note of the concerns 
expressed by Mrs Pumell' s son as to the treatment that was being provided to 
his mother. 
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DAPHNE TAYLOR 

6.50 BJ C/47 Daphne Taylor:·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-
Date of Birth: l_·-·-·-·-·-·-·-g9..~~--~---·-·-·-·-·-J Age: 70 
Date of admission to GWMH: 3rd October 1996 
Date and time of Death: 01.25 hours on 20th October 1996 
Cause of Death: 
Post Mortem: Cremation 
Length of Stay: 18 days 

Mrs Taylor's past medical history:­
Hypertension 
Vertigo of central origin 
Bilateral visual impairment due to ischaemic retionpathy 

Mrs Taylor lived with her husband they had a daughter and a son. Mrs Taylor 
was a retired sub post office manager. Mrs Taylor was admitted to the Royal 
Haslar Hospital on 291

h September 1996 after suffering a stroke. She was 
transferred to the Gosport War Memorial Hospital on 3rd October 1996 for 
rehabilitation. 

On admission care plans commenced for sleep, pain right ann left leg, PEG 
feed, bowels, catheter, personal hygiene, immobile, at risk of developing 
pressur~ sores, has scratches on left leg and mouth care . 
An assessment form was completed noting that Mrs Taylor wore a hearing aid 
in her left ear, wears glasses and is blind in left eye, unable to walk, is PEG 
fed and has been catheterised. 
A Barthel ADL index was completed with a score of 0 recorded. 
A Waterlow score of 20 was recorded. 

3rd October 1996 
Transfer fonn- admitted for rehabilitation after CVA, catheterized, drowsy, 
PEG fed, understands, but has no speech. 
Summary- admitted from A5 Haslar to Daedulus ward with left CVA right 
hemiplegia. NBM swallowing reflex absent. Seen by Dr Barton medications 
boarded, chesty and rattly. 

7th October 1996 
Summary- Seen by Dr Barton appears to be in pain, boarded for Fentanyl 
patches 25mgs every three days. MRSA swab. 
Seen by Dr Lord to be referred to dietician and Speech and Language therapy, 
seen husband not to be transfused. 
Clinical notes- poor prognosis aim to maintain BP. 
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9th October 1996 
Summary- in a great deal of pain boarded for 50mgs Fentanyl patches. 
Clinical notes -condition deteriorated. Nursing staff may confirm death. 
Would not use antibiotics but make comfortable. 

lOth October 1996 
Summary- Fentanyl patch renewed as patch applied on 9th fell off. 
Authorised by Dr Barton. 

11th October 1996 
Summary- more settled. :MRSA negative. 

17th October 1996 
Summary- Left arm elbow still very painful on movement. Dr Barton seen 
X-ray from Haslar has requested repeat X-ray. 

18th October 1996 
Summary- AM very unsettled night appeared distressed and in pain. Syringe 
driver set up with 40mgs diamorphine and midazolam 20mgs over 24 hours. 
Fentanyl patch removed appears more comfortable. 
PM appears more peaceful and relaxed, no pain, rousable on turning. 
Family seen by Dr Barton and informed of poor prognosis. Feed to continue. 
Clinical notes - condition deteriorated last night SIC analgesia commenced. 

19th October 1996 
Summary- condition deteriorating, chesty very bubbly. Diamorphine 40mgs 
via syringe driver. Husband contacted still wishes feeding to continue. 

20th October 1996 
Summary- 01.25 hours died peacefully for cremation. Verifed by SSN 
Tubbritt and SIN Nelson. 
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Expert Review 

Daphne Taylor 

No. BJC/47 
r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

Date of Birth: J Code A J 

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

Date of Death: 20 October 1996 

GMC101057-0874 

Mrs Taylor was admitted to the Royal Haslar Hospital on 29 September 1996 
after suffering a cerebrovascular accident. She was transferred to the Gosport 
War Memorial Hospital on 3 October 1996 for rehabilitation. 

On 7 October 1996 Mrs Taylor was felt to be in pain and was prescribed 
Fentanyl patches. 

Mrs Taylor was noted to be in a great deal of pain and the strength of the 
Fentanyl patches were increased. 

On 18 October, following a very unsettled night when Mrs Taylor appeared 
to be distressed and in pain, a syringe driver was set up with 40mgs of 
Diamorphine and 20mgs of Midazolam over twenty-four hours. 

Although Mrs Taylor had a severe stroke which left her unable to swallow or 
speak, she was being tube fed. However, she was prescribed rapidly 
escalating doses of opioids without there appearing to be a comprehensive 
assessment made for her pain. 

The experts note that she had an irrecoverable cerebrovascular and would 
have died soon in any event. 
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VICTOR ABBATT 
Victor Abbatt 

Date of Birth: r·-·-·-·-·-c-o.cie--A·-·-·-·-·1 Age: 77 
Date of Admis,~i-on._to._GWMJ{ 29th May 1990 
Date and time of Death: 00.05hours on 30th May 1990 
Cause of Death: 
PostMortem: Cremation 
Length of Stay: 1 day 

Mr Abbatt was married and had a son and daughter. He had had recent bouts 
of chest infections, confusion and poor mobility. It was noted that he was a 
heavy smoker. 
Mr Abbatt was admitted to the Gosport War Memorial Hospital on 29th May 
1990 as an emergency, requested by Dr Barton. His wife could no longer cope 
with him at home. 
On admission Mr Abbatt was assessed and his medication was boarded. 
The foot of his bed was elevated because his ankle and foot were oedematous. 
During the night Mr Abbatt became very confused and incontinent of urine. 
He was given Temazepam 10 mgms at 22.15 hours. 
Mr Abbatt died at 00.05 hours on 30th May 1990, his son and daughter were 
informed and his death certified by Dr A? and SIN Bro?. 
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Expert Review 

Victor Abbatt 

No. BJC/01A 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

Date of Birth: J Code A ! 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-; 

Date of Death: 30 May 1990 

Mr Abbatt was admitted to the Gosport War Memorial Hospital on 29 May 
1990 as an emergency. Dr Barton requested this as his wife could no longer 
cope with him at home. 

On admission he was diagnosed as having a chest infection with mild heart 
failure. He was noted to be cyanosed by the nursing staff when they put him to 
bed at 21.20 on the day of admission. He was then administered 1 Omgs 
Temazepam apparently which had been written up for him. VAI 

The experts criticised the use of a small dose of Temazepam in a patient who is 
cyanosed. They note, though, that Mr Abbatt was already very unwell. 
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DENNIS AMEY 

Dennis Amey 
Date of Birth: L~:~:~:~:~:~:~:~.~~~~:~~:~:~:~:~:~:J Age: 62 
Date of Admission to GWMH: 14th November 1990 
Date and time of Death: 16.30 hours on 20th December 1990 
Cause of Death: 
Post Mortem: 
Length of Stay: 38 days 

Mr Amey past medical history shows that he suffered from:­
Parkinson' s disease 

Prior to his admission to the Gosport War Memorial Hospital Mr Amey lived 
at home with his wife. He was admitted on 7th November 1990 for terminal 
care, he suffered from Parkinson's disease. 
Mrs Amey requested that her husband was admitted. 
Mr Amey had problems with his catheter, he was incontinent and was having 
spasms and was in pain. 
He needed help with feeding and had difficulty with swallowing. He was 
noted to be irritable by the duty doctor. 
He was nursed on a Pegasus mattress and had red sores. 
It was noted in the clinical notes that he had pus discharging from his penis 
and had gangrenous areas around his scrotum and that he needed pain relief. 

On 19th December 1990 Mr Amey was written up for Diamorphine to be 
administered using a syringe driver. The dosage was 120mgs over a 24 
hours period. 
On 20th December 1990 Mr Amey died at 16.30 hours. 
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Expert Review 

Dennis Amey 

No. BJC/02 

Date 0 f 8 i rt h : r-·-·-·-·-·-·-·-·-·-·-·-c-o-cfe-·A-·-·-·-·-·-·-·-·-·-·-·-·1 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Date of Death: 20 December 1990 

Mr Amey was admitted to Gosport War Memorial Hospital on 14 November 
1990 following a request from Mrs Amey. Mr Amey at that time had problems 
with his catheter, he was incontinent and was having spasms. Mr Amey had 
very severe Parkinson's disease. He was admitted for terminal care.DAI 

Mr Amey was started on Morphine elixir on 11 December 1990 and by the time 
of his death on 19 December 1990 he was on 120mgs of Diamorphine 
subcutaneously per twenty-four hours. Dr Lawson notes that Mr Amey was 

. very unwell and in pain. 

The experts have determined that this dose of Morphine was high and possibly 
sub optimal but without additional documentary evidence cannot be clear as to 
whether the doses of Diamorphine was escalated only in response to 
uncontrolled pain. 
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CHARLES BATTY 
Charles Batty 

Date of Birth: [·.~--~--~--~--~--~--~-~~-~~--~~--~--~--~--~--~--~--~·.] Age: 80 
Date of Admission to GWMH: September 1990 
Date and time of Death: 10.55 hrs on 2nd January 1994 
Cause of Death: 
Post Mortem: Cremation 
Length of Stay: 3 years 3 months 

Mr Batty's past medical history states that she suffered from:-
1969 - Menieres 
1973- Partial gastrectscomy 
1975- Gastrectomy 
1976- Cervical spondylosis 
1981- Epilepsy 
1984- Prostatectomy benign 
1989 - Colostomy - CA descending colon 

Parkinson's Disease 
History of depression. 

Mr Batty lived at home with his wife. They had a daughter. Mrs Batty had 
CVS disease and felt that she was unable to cope. Mr Batty was admitted to 
the Gosport War Memorial Hospital in September 1990 for Geriatric long stay 
and for physio and investigation for his Parkinson's disease. It was noted that 
as his Parkinson's worsened he was unsteady on his feet and needed a stick 
and the help of a nurse. 

Care Plans for sleep, colostomy, catheter, noting urinary tract infection and 
retention and mobility noting problem right foot, personal hygiene, epilespy 
and agitated were completed dated 14th November 1993. 
A care plan for commenced on 27th September 1993 for red sacrum. 

20th December 1993 
Seen by Dr Lord - no change. 

28th December 1993 
Complaining of generalised pain. Seen by Dr Barton. Oramorph 10mg 6 
hourly. 

30th December 1993 
Nightmare end of last week disturbed and agitated. Quick and complete 
recovery. 
Appears in pain Oramorph increased lOmg 4 hourly and 20mg nocte. ? 
whether pain is being controlled, difficulty taking oral medication. Discussed 
with Carol/Rhonda happy to put syringe driver. 
11.30 hours syringe driver commenced Diamorphine 40mgs. 
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CHARLES BATTY 

31st December 1993 
General condition deteriorates. Nursed on side left buttock very red. 
Red/blackened area noticed. Syringe driver satisfactory. Assisted when 
patient turned. Twitching at times. 

1st January 1994 
Unchanged. Nursed on side. Skin marking also on right heel. 

2nd January 1994 
Mr Batty died at 10.55 hours. Next of kin informed. For cremation. 
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Expert Review 

Charles Batty 

No. BJC/06A 

Date of Birth: 
;·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

! CodeA ! 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Date of Death: 2 January 1994 

GMC101057-0881 

Mr Batty was admitted to Gosport War Memorial Hospital in September 1990 
for long stay care. He had a previous history of Parkinson's disease, epilepsy 
and Menieres. 

He was treated with Coproxamol regularly for a period of years for pain 
although its origin was not clear. 

In December 1993 he was complaining of generalised pain and started on 
Oramorph. Dr Lawson notes that Mr Batty went from little analgesia to 
Oramorph 60mgs in twenty-four hours. The dose was gradually increased and 
when he had difficulty swallowing it was changed to a syringe driver. It was 
difficult to assess his pain because of his dementia but it is not clear on the face 
of the notes whether his condition was deteriorating prior to starting opiate 
treatment. 

The experts review has determined that the treatment was sub optimal due to the 
high doses, especially Midazolam. Cause of death was felt to be unclear by the 
expert team. 
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DENNIS BRICKWOOD 

Dennis Brickwood 
Date of Birth: [~~~~~~~~~~~~~~~(!.-~-~~A~~~~~~~~~~~~~~J Age: 80 
Date of Admission to GWMH: 3rd February 1998 
Date and time of Death: 21.15 hrs on 12th June 1998 
Cause of Death: 
Post Mortem: Cremation 
Length of Stay: 19 weeks 

Mr Brickwood's past medical history:-
Masangio-proliferative glomerulonephritis due to chronic renal failure 

Fracture neck of femur 
CA prostate 

Myeloma diagnosed on bone marrow 
Spinal osteoporosis 
Artrial fibrillation 

Prior to his admission to hospital in February 1998, Mr Brickwood lived at 
home with his wife. He fell and sustained a fractured neck of femur. Mr 
Brickwood had been his wife's main carer as she had also had hip 
replacements and was not mobile. It was hoped that he would be discharged 
home with a complete care package or go into residential care. He had 
deteriorating vision and had cataracts in both eyes. Mr and Mrs Brickwood 
had a son. 
It was noted in Mr Brickwood's notes that he was allergic to morphine and 
was on warfarin. 
Prior to his admission Mr Brickwood had a history of falls. He was a very 
alert man but slow at times. 
He was admitted to Gosport War Memorial Hospital from Queen Alexander 
for rehabilitation following an operation where a dynamic hip screw was 
inserted. 

A Waterlow score of 25 was recorded on 22nd April 1998 going down to 17. 
A Barthel ADL index was completed noting 11 on 18th April 1998 going up 
to 17 later. The aim was to rehabilitate Mr Brickwood with a view to him 
going home with a complete care package. 
A nutritional assessment of 3 was recorded on admission. 
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15th January 1998 
Admitted to Hospital after fall where he sustained a fracture to the neck of 
femur on the right side. 

20th January 1998 
Operation dynamic hip screw. 

3rd February 1998 
Transfer to Gosport War Memorial Hospital for rehabilitation. He was nursed 
in a side room because he tested positive for :MRSA. He was nursed on a 
Pegasus biwave mattress and needed the help of two nurses for transfers. 

March 1998 
OT assessment. 

5th March 1998 
Clinical notes state GP contact by nursing staff. Gets drowsy with small 
amount of morphine. Need to be cautious previously been on MST. 

6th April 1998 
Unsuccessful home visit. 

14th May 1998 
Sore heels noted. Skin intact. 

24th May 1998 
Complained of excessive chest pain. Impression musculoskeletal pain. 

4th June 1998 
No improvement. Chesty very rattly. For morphine. Family happy with 
care and syringe driver discussed. 

5th June 1998 
Higher dose of orarnorph given. 

9th June 1998 
Changed oramorph to MST. Complaining of chest pain. 

lOth June 1998 
Taking MST/orarnorph. For syringe driver is pain not adequately controlled . 

11th June 1998 
Painful back- swallow and appetite poor. Seen by Dr Knapman syringe driver 
commenced. Family informed. 

12th June 1998 
Deteriorating pronounced dead by SIN Giffin at 21.15 hours. Relatives 
present. 

15th June 1998 
Death certified. For cremation 
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GMC101057-0884 

Expert Review 

Dennis Brickwood 

No. BJC/068 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Date of Birth: ! CodeA 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

Date of Death: 12 June 1998 

Mr Brickwood was admitted to hospital on 15 January 1998 after a fall where 
he sustained a fracture to his neck of femur. 

On 3 February 1998 he was transferred to Gosport War Memorial Hospital for 
rehabilitation. His medical history included carcinoma of the prostate, 
osteoporosis and myoma. 

He was assessed in March 1998 with a view to being discharged home but, 
following a trial visit on 6 April1998, this was not considered a possibility . 

In May 1998 he developed musculoskeletal chest pain together with a chest 
infection. 

The infection did not respond to antibiotics despite a change in treatment. oat 

Opioids were started when Mr Brickwood's condition was failing on the second 
antibiotic tried. 

The experts note that the Morphine/Diamorphine was escalated and a large 
amount of Hyoscine and Midazolam added to the syringe driver although it was 
not felt death was accelerated as a result of this treatment. 
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Charles Hall 

CHARLES HALL 

Date of Birth: r-·-·-·-·-·-·-·-co-de--A·-·-·-·-·-·-·-·i Age: 89 
Date of admission.to.GWMH':-·-stli"July 1993 
Date and time of Death: 11.25 hours on 6th August 1993 
Cause of Death: 
Post Mortem: 
Length of Stay: 32 days 

Mr Hall's past medical history:­
Peripheral vascular disease 
Non insulin dependent diabetic 
Iron deficiency anemia 

Mr Hall was married and lived with his wife in their own home. They had a 
daughter and received good help form their neighbours. Mrs Hall was finding 
it increasingly difficult to cope. 
Mr Hall was admitted to the Royal Haslar Hospital where he underwent a 
sigmoid colectomy and colostomy following diverticullitis and a gangerous 
gall bladder. He was transferred from Haslar Hospital to Gosport War 
Memorial Hospital on 5th July 1993 for nursing care and assessment. 

Care plan were commenced on 5th July 1993 for a blackened area to left heel, 
7th July 1993 right elbow red and flaky, sacrum red and dry, lOth July 1993 
sacrum slightly red, 14th July 1993 hygiene, poor mobility, vomiting, urinary 
incontinence, settle at night and colostomy. 
An assessment of daily living was completed noting that Mr Hall had some 
shortness of breath on exertion, needed a diabetic diet, colostomy satisfactory, 
mobilises short distances with Zimmer frame. 
A Waterlow score of 21 was recorded on 5th July 1993 and one of 22 was 
recorded on 29th July 1993. 

5th July 1993 
Admitted to Sultan ward from Haslar for nursing care and assessment. 
Sigmoid colectomy and colostomy five weeks ago following diverticullitis and 
gangerenous gall bladder. Readmitted to Haslar one week ago wife could not 
cope, appetite down, colostomy working ok. 
Nursing report- admitted from Haslar refer to Social Worker. 
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lOth July 1993 
Clinical notes state vomited x 3 brown fluid. 
Nursing report - vomited x3 complaining of pain in abdomen. Fainted at 
lunchtime when stood up. 
15.10 hours fall getting off commode. Accident form completed. 

13th July 1993 
Clinical notes state waiting physio and OT assessments. Abdomen soft. 

14th July 1993 
Clinical notes state Mr Hall was in renal failure. 

15th July 1993 
Clinical notes discussion with wife re poor prognosis . 
Nursing report- seen by Dr Waiters who has spoken with wife and patient re 
poor prognosis. Boarded for diamorphine 2.5mg-5mgs IM 4 hourly. 

19th July 1993 
Clinical notes state slightly better- pain at night from left foot. Morphine 5-
lOmg 4 hourly as required. 
Nursing report- seen by Dr Waiters boarded for orarnorph 5-10mgs 4 hourly 
for neck pain. 

22nd July 1993 
Clinical notes state low R and diet. Continues to vomit. Sleeping better. 

23rd July 1993 
Nursing report- seen by physio wound treatment to heel discussed. 

28th July 1993 
Clinical notes state has necrotic heel - gradually improving. 
Nursing report- referred to Dr Lord for long term care. 

29th July 1993 
Nursing report- seen by Dr Lord to be transferred to Daedulus ward. 
Transferred to Daedulus Ward. 
Clinical notes state seen by Dr Lord, Daedulus ward- renal failure much 
better. Diuretics stopped. Heel ulcer- black, sacrum red and vulnerable, 
confused. Suggestoral fluids and orarnorph. 

2nd August 1993 
Clinical notes state black heel- 2" diameter, offensive, surrounding heel very 
red. Barthel 5. Encouraged fluids and oramorph if required. 
Nursing report, seen by Dr Lord dressing to heel changed. 

5th August 1993 
Clinical notes state further deterioration needs analgesia and chat with wife. 
Nursing report- condition deteriorating. Commenced on oramorph patient 
comfortable and appears pain free. Turned 2 hourly day and night. 

6th August 1993 
Nursing report- visited by wife at 10.30 hours fully aware of poor prognosis. 
Died peacefully 11.25hours certified by Sister Jones. Daughter contacted and 
Dr Barton informed. 
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Expert Review 

Charles Hall 

No. BJC/23 

Date of Birth: 
.--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-
i i 

! CodeA ! 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Date of Death: 6 August 1993 

\ Mr Hall was admitted to Gosport War Memorial Hospital on 5 July 1993 after 
he had undergone a sigmoid colectomy and colostomy following diverticulitis 
and a gangrenous gall bladder. 

' 

On admission, in addition to the rehabilitation issues following his abdominal 
surgery, he was suffering pain in his left foot which was associated with 
vascular disease. 

He was started in August on oral Morphine which was converted to 
Diamorphine via a syringe driver on 5 August 1993. 

The experts note that although he undoubtedly had severe underlying disease 
the acceleration from one dose of Oramorph to 40mgs of Diamorphine was sub 
optimal treatment. 
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CATHERINE LEE 

Catherine Lee 
Date of Birth: f·-·-·-·-·coCie-A·-·-·-·-·1 Age: 92 
Date of admission-·to-·GW~J:ff:' 14th April1998 
Date and time of Death: 14.45 hours on 27th May 1998 
Cause of Death: 
PostMortem: Cremation 
Length of Stay: 44 days 

MrsLee's past medical history:-
1998 Fracture neck of femur 
1998 TIA 
lliD 
Glaucoma 
Rectal prolapse 

Mrs Lee lived at Addenbrookes Residential Home. She had a daughter and 
grand-daughter. It was noted that she had poor mobility and was confused at 
times. Mrs Lee sustained a fractured neck of femur at Addenbrookes on 2nd 
April1998 and was admitted to Haslar Hospital for surgery to correct the 
fracture. She was then admitted to Gosport War Memorial Hospital on 14th 
April 1998 for continuing care. 

On admission a Waterlow score of 30 was recorded with another score of 29 
recorded on 8th May 1998 
A nutritional assessment plan was completed on 15th April1998 with a score 
of4. 
Barthel ADL index was recorded on 14th April1998 scoring 0, another on 25th 
April1998 scoring 1 and another one on 9th May 1998 scoring 4 
A handling profile was completed on 16th April 1998 noting that Mrs Lee 
needed the assistance of 2 and a hoist for transfers. 
A mouth assessment was comJ?leted on 15th April 1998. 
Care plans commenced on 14 April1998 for MRSA screening, 15th April 
1998 for sleep, 16th April1998 for hygiene, nutrition, constipation and on 26th 
April 1998 for small laceration right elbow. 
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14th April1998 
Clinical notes - transferred to Dryad Ward from Haslar for continuing care. 
Barthel 0. Make comfortable, happy for nursing staff to confirm death. 
It was noted that Mrs Lee has sustained a right fracture neck of femur and had 
undergone surgery of canulating screws on 3rd April 1998. It noted that Mrs 
Lee had poor mobiltiy needed the assistance of 2 nurses, was confused at 
times, needed full assistance with eating and drinkng due to poor eye sight and 
that she had a poor appetite. She needed all care for hygiene and dressing and 
her pressure area were intact and that she needed nursing on a pressure 
relieving mattress . 
Summary- Cold on arrival on Dryad Ward, been sick in ambulance. Settle on 
ward and given 2.5ml oramorph. Nursed on Pegusus airwave mattress. 

15th April1998 
Summary- oramorph 5mgs 4 hourly. 

17th Apri11998 
Summary- restless, confused. Oramorph 5mg 4 hourly. 

18th April1998 
Summary- oramorph 5mgs 4 hourly. 

23rd April1998 
Clinical notes - MRSA negative. Bottom slightly sore. Start gentle 
mobilisation will not be suitable for Addenbrookes. Seen by Dr Banks has 
severe dementia. 

24th April1998 
Summary - fell while attempting to get up from commode. Sustained skin flat 
to right elbow. Accident form completed. Daughter informed. 

27th April1998 
Clinical notes -gentle rehabilitation here for next 4-6 weeks probably for 
Nursing home on discharge. 
Pleased with progress agree Nursing Home would be best option. 

11th May 1998 
Pain in left chest. 

15th May 1998 
Summary- seen by Dr Barton re pain oramorph increased to lOmgs 4 hourly 
(20 mgs nocte ). 

18th May 1998 
Clinical notes - increasingly uncomfortable when I called much better on 
oramorph. 

20th May 1998 
Summary- visited by daughter. For cremation. 

21st May 1998 
Clinical notes -further deterioration uncomfortable and restless. Needs SIC 
analgesia. Happy for nursing staff to confirm death. 
Summary- restless, agitated. Seen by Dr Barton. Syringe driver commenced 
diamorphine 20mgs at 09.40. Fentanyl patch 25mgs removed at 13.30. 
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22nd May 1998 
Summary- grimacing when turned. Syringe driver renewed at 09.30 
diamorphine 20mgs and midazolam 40mgs. Continues to mark, position 
changed every couple of hours. 
23rd May 1998 
Summary- syringe driver recharged at 7.35. 20mgs diamorphine 40mgs 
midazolam. Position changed every 2 hours. 
25th May 1998 
Summary- further deterioration. Syringe driver renewed at 07.00 in some 
distress when being turned. Syringe driver renewed at 14.55 diamorphine 
40mgs. 
26th May 1998 
Clinical notes- died peacefully at 14.45. 
Death verified by SR Hamblin and SN Barrett. 
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STANLEY CARBY 

Stanley Carby . ,--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 
Date of Btrth: l.-·-·-·-·-·-·-·-·g·~-~~-~---·-·-·-·-·-·-·-1 Age: 65 
Date of Admission to GWMH: 26th April 1999 
Date and time of Death: 13.00 hrs on 27th April1999 
Cause of Death: 
Post Mortem: 
Length of Stay: 1 day 

Mr Carby' s past medical history states that he suffered from:­
Left hemiplegia secondary to CV A 
Angina 
Obese 
Hypertension 
Cardiac failure 
Non insulin dependent diabetic (tablet controlled) 
Prostatic hypertrophy depression. 

Mr Carby was married and lived at home with his wife. They had five 
children. Mr Carby was more or less housebound and had been for sometime. 
Mr Carby was transferred to Daedalus Ward after suffering a CV A. He had 
undergone a CT scan which showed a right parietal infarct and an old infarct. 
His speech was slurred and he transferred using a hoist. He was eating and 
drinking with assistance. 
A handling evaluation was completed noting a pressure relieving mattress was 
in place and his skin intact. It was noted that Mr Carby needed 2 nurses and a 
hoist for transfers. 
On 26th April 1999 a Barthel ADL index was completed and scored 1, a 
Waterlow score of 23 was recorded noting Mr Carby to be at very high risk of 
developing pressure sores. A nutritional assessment was also completed with 
a score of 15 recorded. 
Numerous care plans were started on 26th April 1999 including personal 
hygiene, constipation due to mobility, swallowing, left shoulder pain, pressure 
sore noting Waterlow score, air mattress pressure relieving cushion and no 
pressure noted but unable to move to observe all areas, dysplasia, incontinent 
catheter insitu and assistance to sleep. 

26th April 1999 
Admitted to Gosport War Memorial Hospital. Daedalus ward for 
rehabilitation. 
Clinical notes state more than happy for nursing staff to confirm death. 
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27th April 1999 
Contact record states Mr Carby is very agitated when family left, unable to get 
to swallow. Referred to speech and language therapist. 
Breath very shallow - colour poor. 
Dr Barton contacted and will attend. Seen by Dr Barton and family spoken to. 
Cyanosed and clammy. Wife thinks he will not survive. 
Dr said "I will make him comfortable". 
Subcutaneous analgesia commenced. 

Clinical notes state further deterioration this AM. Further extension of CV A. 
Wife and daughter with him and aware. I will make more comfortable . 
Mr Carby died at 13.00 hours. Family present. 
Death confirmed by SIN Joyce and SIN Neville. 
Family distraught and distressed. 
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Expert Review 

Stanley Carby 

No. BJC/07 
.-·-·-·-·-·-·-·-·-·-·-· 
I -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Date of Birth: I Code A l 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-J 

Date of Death: 27 April 1999 

GMC101057-0893 

Mr Carby was admitted to Gosport War Memorial Hospital on 26 April 1999 
for rehabilitation. He was transferred from the Royal Haslar Hospital where he 
had been admitted in April 1999 suffering a stroke. The stroke affected the left 
hand side of his body, this required Mr Carby to have assistance with eating and 
drinking. 

On 27 April 1999 Mr Carby suddenly deteriorated becoming cyanosed 
dyspnoeic. This clinically appeared to be an extension of his previous stroke. 

A syringe driver was set up with a high dose of Diamorphine and Midazolam. 
Mr Carby died forty-five minutes later. All the experts agree that he would not 
have received enough of either drug to have influenced his survival. Dr 
Naysmith noted that he may well have received less than normal since he had 

' low blood pressure and was peripherally cyanosed. 

The cause of death was shown as cerebral vascular accident and was certified by 
Dr Barton. Mr Carby was cremated. 

The large dose of Diamorphine makes the care sub optimal but it had no effect 
on Mr Carby's prognosis. 

2860619 V1 



--

W ALTER CLISSOLD 

Waiter Clissold 
Date of Birth: ["-·-·-·-·-·-·-coCie-A·-·-·-·-·-·-·-1 Age: 90 
Date of Admis~i~~-to·-oWMH:·-·-3rd August 1999 
Date of Death: 23.55 hours on 8th September 1999 
Cause of Death: 
Post Mortem: 
Length of Stay: 37 days 

Mr Clissold's past medical history: 
1987- CA bladder/bowel 
1992- MI 
1999 - Cystoscopy 
1999 - Prostatectomy 

Hypertension 
CCFheart 
CRFIGdneys 
COPD pulmonary. 

Mr Clissold was living independently at home. He had a home help and his 
neighbour would do the shopping for him. Mr Clissold had slightly impaired 
hearing but managed quite well. Mr Clissold had no family and his neighbour 
was noted as his next of kin. He was admitted to Haslar Hospital on 21st June 
1999 with shortness of breath and underwent a transurethural resection of 
prostate and bladder biopsy. He was transferred to the Gosport War Memorial 
Hospital on 3rd August 1999 for rehabilitation. 

On admission a handling profile was completed noting Mr Clissold needed the 
help of 1 to 2 nurses and a hoist for transfers. It also noted that he was nursed 
on a biwave plus mattress to prevent pressure damage. 
A mouth assessment was undertaken as well as care plans for constipation, 
long term urinary catheter, hygiene and to settle at night. 
A Waterlow score of 19-23 was recorded between August and September. As 
well as a Barthel ADL index for the same period with a score of between 6-3. 
A nutritional assessment was completed in August with a score of 18 
recorded. 
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3rd August 1999 
Admitted to Gosport War Memorial Hospital from Haslar Hospital for 
rehabilitation. Pressure area were noted to be intact and that Mr Clissold had 
CA bladder he was in renal failure and that his mobilisation was not good. 

16th August 1999 
Not in pain. Reluctant to do much. 

27th August 1999 
Abdominal pain noted. 

1st September 1999 
Small sacral sore. 2 nurses and a hoist to transfer. 

6th September 1999 
Small split sacrum. Going downhill. Abdominal pain. Fentanyl given more 
comfortable. 

8th September 1999 
Anxious- will have to have syringe driver. Syringe driver satisfactory 20mgs 
diamorphine. 
17.30 hours- very rigid, very bubbly, deteriorated. Syringe driver 
recharged with 50 mgs diamorphine. 
23.55 hours- died. Verified SIN Collins. 
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Expert Review 

Waiter Clissold 

No. BJC/12 
r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

Date of Birth: I Code A I 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Date of Death: 8 September 1999 

Mr Clissold was admitted to Gosport War Memorial on 3 August 1999 
following a resection of his prostate and a bladder biopsy at the Royal Haslar 
Hospital. 

Although the original intention was that Mr Clissold would be transferred home 
with support, his condition deteriorated. 

This case is made more difficult to analyse in the absence of a drug chart but it 
would appear that Mr Clissold's analgesia was advanced from Paracetamol to 
Fentanyl. 

By 6 September 1999 Mr Clissold was deteriorating. In the absence of a drug 
chart it is not possible to draw any conclusions as to whether this was related to 
his medication. On the day of Mr Clissold's death, on 8 September 1999, a 
syringe driver was set up containing 50mgs of Diamorphine and 20mgs of 
Midazolam. The Midazolam was doubled later that day. 

Mr Clissold deteriorated rapidly and died and Dr Nay smith raised concerns that 
the drugs administered via the syringe driver accelerated Mr Clissold's albeit 
inevitable death. Dr Naysmith was the only expert that rated this case as 
negligent. In the absence of the drug chart, it is not possible to draw firm 
conclusions as to any liabilities in this case and no further investigation is 
advised. 

2880619v1 
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IN THE PROFESSIONAL CONDUCT COMMITTEE OF 
THE GENERAL MEDICAL COUNCIL 

and 

IN THE MATTER OF DR 

To: 

REQUEST FOR DOCUME['.ITATION PURSUANT TO SECTION 35A(l) OF THE 
MEDICAL ACT 1983 (AS AME:\DEO) 

GMC101057-0942 

I, PAUL PHI LIP, Director of Fitness to Practise Directorate, General Medical Council ('GMC'), 

178 Great Portland Street, London, WIW 5JE say that: 

1. I am an authorised person for the purposes ofSection 35A(l) ofthe Medical Act 1983 (as 

amended by the Medical Act Amendment Order 2000). 

2. I request that you make available to the GMC's solicitors, <name of Solicitors>, the 

following documents: 

3. 

a. <Description of document> 

b. <Description of document> 

c. <Description of document> 

This documentation is relevant to the discharge by the GMC of its functions in relation to 

professional conduct and disclosure ofthis documentation is required accordingly. 

4. I confirm that <name of Solicitors> will reimburse your reasonable costs incurre.d in 

providing the information requested. 

We ask that the documents requested be provided to Field Fisher Waterhouse within 14 days. 

SIGNED: .................................... . 

Paul Philip 

Director of Fitness to Practise 

GENERAL MEDICAL COUNCIL 

DATED: .......................... . 
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OPERATION ROCHESTER. 

Issue. Disclosure of Material to the General Medical Council. 

Situation Report. 
7th January 2005. 

Operation ROCH.ESTER is an investigation into the circumstances of a number of 
deaths of elderly patients at the Gosport War Memorial Hospital between 1988 and 
2000. 

Police investigation first commenced during 1998 following the death of patient 
Gladys RICHARDS on the 21st August 1998.1t was alleged that prescription of 
Opiates by Dr J ane BAR TON hastened Mrs RI CHARDS death. 

Papers were forwarded to the Crown Prosecution Service who concluded that upon 
the basis of those papers that there was not a sufficiency of evidence to prosecute. 

Following an upheld complaint that the matter had not been fully investigated the 
investigation was passed to Det Chief Inspector BURT on 29th September 1999. 

The services of a medical expert Professor LIV$EY were commissioned. In 
November 2000 he concluded that Dr Jane BARTON prescribed drugs Diamorphine, 
Haloperidol, Midazopam and Hyoscine in a manner as to cause her death. He added 
that as a result of being given these drugs Mrs RICHARDS death occurred earlier 
than it would have done from natural causes . 

In August 2001 the Crown Prosecution Service following advice from Trea.sury 
Counsel David PERRY concluded that there was no reliable evidence that Gladys 
RICHARDS was unlawfully killed, that Bronchopneumonia as a cause of death could 
not be contradicted and that Dr BAR TONS decisions could find support amongst a 
reasonable body of medical opinion. 

During July 2001 following media reporting of the investigation, four further families 
reported serious concerns regarding the deaths of their family members at Gosport 
War memorial Hospital. 

EsaPAGE Died 3.3.1998. 
Brian CUNNINGHAMDied 26.9.1998. 
Robert WILSONDied 18.10.1998. 
Alice WILKIE Died 21.8.1998. 

1 
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The senior Investigation officer (Det Supt JAMES) decided to investigate these deaths 
and employed the services of 2 further medical experts Dr MUNDY and Professor 
FORD to review the appropriateness of care afforded to those patients and Gladys 
RICHARDS prior to death. 

Professor FORD reported an' inappropriate and reckless prescription of Opiate and 
sedative drugs.' 

Professor MUNDY reported that 'Morphine had been started prematurely, that 
Diamorphine was excessive, and that no analgesia had been tried prior to morphine, 
there was no documentation of pain experienced by patients'. 

Between October 2001 and May 2002 the Commission for Health Improvement 
interviewed 59 staff at Gosport War Memorial Hospital reporting that 'had adequate 
checking mechanisms existed in the trust the level of prescribing would have been 
questioned, and that a number of factors contributed towards the failure of trust 
systems to ensure good quality patient care'. 

During May 2002 the Crown Prosecution Service having reviewed the evidence in 
respect of patients RICHARDS, CUNNINGHAM, Wll.,SON,Wll.JGE and PAGE, 
determined that there was not a sufficiency of evidence to prosecute Dr BAR TON in 
respect of the deaths of those patients. 

In September 2002 a third police investigation into deaths at Gosport War Memorial 
Hospital commenced under the leadership of Detective Chief Superintendent 
WATTS. A total of 90 deaths were reviewed following complaints from family 
members of deceased, and information received on behalf of the Chief Medical 
officer. 

These cases were reviewed by a panel of medical experts (key clinical team) in 
toxicology, palliative care, geriatrics, nursing and general medicine . 

Category 1. 17 cases were assessed as having received optimal care, death being by 
natural causes. 

Category 2. 60 cases were assessed as having received sub- optimal care, but not 
extending to negligent care. 

Category 3. 13 cases were assessed as having received negligent care (that is to say 
outside the bounds of acceptable clinical practice. (In four of these cases death was by 
natural causes). 

Of the 13 cases, 9 were assessed as 'negligent care cause of death unclear'. These 
cases are being actively investigated. 4 of those cases assessed as 'most negligent' are 
being subject to a fast-track investigation with a view to placing papers before the 
Crown Prosecution Service by the end of September 2004. 

2 
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The findings of the key clinical team have been independently reviewed by a legal­
medica lawyer Mathew LOHN. On 20th July 2004 Mr LOHN reported concern in 
respect of the categorisation of 7 of the category 2 cases. He is available to discuss 
those concerns from 2nd August 2004. 

General Medical Council Disclosure. 

Following the Crown Prosecution service decision not to prosecute, Detective 
Superintendent JAMBS raised issues of Dr BAR TONS professional conduct with the 
GMC Fitness to practice Directorate on 6th February 2002. 

GMC101057-0945 

In his immediate reply Michael HUDSPITH wrote that as the statutory body 
responsible for regulating the medical profession, the GMC was concerned to learn of 
any doctor who had been the subject of a criminal investigation. Whilst 
acknowledging the decision not to prosecute Dr BAR TON the GMC needed to satisfy 
themselves that there were no matters relating to the professional conduct of 
performance of Dr BAR TON which warranted formal action under the GMC 's 
fitness to practice procedures. 

Mr HUDSPITH requested a case summary, witness statements, copies of expert 
reports and copies of relevant medical records. 

Mr HUDSPITH made mention of section 35A of the Medical Act 1983 (Amendment) 
Order 2000 which in broad terms gave the GMC the right to demand disclosure of 
information when considered necessary for the purpose of assisting the GMC to carry 
out a statutory regulatory role. 

Mention was made of W oolgar v Chief Constable of Sussex Police 2000 where it was 
stated "Obviously in each case a balance has to be struck between competing public 
interests and at least arguably in some cases the reasonableness of the police view 
may be open to challenge. If they refuse to disclose the regulatory body may, if aware 
of the existence of information make an appropriate application to the court". 

On the 14th February 2002 the Hampshire Constabulary through Detective 
Superintendent JAMBS handed to the GMC statements of Professors LIVESJ..Y, 
FORD, and MUNDY, patient notes in respect of patients RICHARDS, 
CUNNINGHAM, WILKIE, WILSON, and PAGE, and supporting documentation. An 
offer was made to make any other material available if so required. 

On 21st March 2002 the GMC's Interim Orders Committee considered the case of Dr 
BAR TON including submissions from counsel instructed by the GMC and from Dr 
BAR TONS legal representatives. The IOC considered that it was not necessary for 
the protection of members of the public and in the public interests or in Dr 
BAR TONS own interests to make an order affecting her registration. 

On the 12th September 2002 the GMC' s Preliminary Proceedings Committee decided 
that upon the basis of the full disclosure of information provided about Dr BAR TON 
that a charge should be formulated against Dr BAR TON and that an enquiry into the 
charge should be heard by the Councils Professional Conduct Committee. 

3 
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Following the decision of 12th September 2002 the president of the GMC referred Dr 
BAR TONS case back to the Interim Orders Committee. 

On the 19th September 2002 the IOC considered Dr BARTONS case and decided not 
to make an order affecting her registration. 

On the 23rd September 2002 the Investigation under Detective Chief Superintendent 
WATTS commenced. 

On 30th September 2003 DCS WATTS met withLinda QUINN ofthe GMC 
presenting an overview of the Police Investigation. 

On 2nd October 2003 Mrs QUINN requested a detailed written summary of the 
evidence of the case, including reports compiled by experts in order that a decision 
could be made whether or not to further refer to the IOC. 

On the 3rd October 2003 DCS WATTS responded that further work was required to 
validate the findings of the clinical team in respect of the deaths of 62 patients, but 
that in a significant number of those cases the experts had taken the view that there 
was negligent care and that the causation of death was unclear. 

DCS WATTS added that his primary concern was the safety of the public, and that a 
balance needed to be struck between conducting the investigation in the appropriate 
fashion and realistically assessing the risk to the public. 

DCS WATTS pointed out that information disclosed to the GMC would also be 
revealed in totality to DR BARTON and that this could prejudice the police 
investigation particularly interviews with Dr BAR TON. 

On the 7th January 2004 Mrs QUINN responded that as there was no new evidence, 
the matter would not be referred back to the IOC. 

On the 27th February 2004 a further meeting was held between Hampshire Police and 
the GMC. 

During a detailed exchange in respect of the Police Investigation under agreed 
confidentiality DCS WATTS explained that it was unlikely that the investigation 
would be concluded by the end of 2004, but that he would be happy to explain the 
investigation to anybody, and wondered whether the GMC could utilise this 
information. 

On 2nd July 2004 DCS' s WATTS offer to appear before a GMC IOC hearing was 
communicated by Chief Constable KERNAGHAN to the Chief Executive of the 
GMC Mr FIND LAY SCOTT, along with a further summary of the police 
investigation and proposed timescales. 

The investigation was further summarised to Louise POVEY of the GMC Fitness to 
Practice Directorate during a meeting of 6th July 2004. 

4 
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During that meeting it was agreed that consideration would be given regarding 
disclosure of the Category 2 cases (sub-optimal care) to the GMC once the validation 
work had been completed by Mathew LOHN, and following consultation with the 
CPS. It may also be possible to use the key clinical team to give evidence to the GMC 
in respect of the category 2 cases. 

DCS WATTS again offered to appear as a witness before any GMC hearing. 

During a meeting with the Crown Prosecution Service the same day Mr Robert 
DRYBOROUGH -SMITH and Paul CLOSE, it was agreed that a written proposal in 
respect of disclosure to the GMC would be made for CPS consideration, but that 
ultimately it was a decision for the police investigation having regard to the 
competing interests. 

CPS advised that in respect of the ongoing category 3 cases that release of such 
information before being heard in a criminal arena could amount to an abuse of 
process. 

Disclosure Options for consideration Friday 23rd July 2004. 

1. Do not disclosure any information to the GMC prior to a decision being taken 
in respect of a criminal prosecution upon the basis that such disclosure could 
be taken as an abuse of process and could prejudice police investigation and 
the course of justice. 

2. Consider partial/incremental disclosure of information to the GMC including 
category 2 cases that will not/unlikely to form part of any prosecution case, 
but will be treated as unused material. This disclosure will enable the GMC to 
place fresh evidence of sub optimal treatment of patients to the IOC. 
Consideration needs to be made of the likely impact of a high profile GMC 
hearing upon the right of Dr BAR TON to receive a fair trial should there be a 
criminal prosecution. 

NB . 

Dr BAR TON since October 2002 has been voluntary subject to the following 
conditions :-

Not to prescribe Benzodiazepines or opiate analgesics from 1.10.2002. All patients 
requiring ongoing therapy with such drugs are being transferred to other partners 
within the practice so that there care would not be compromised. 

Dr BAR TON will not accept any house visits if there is a possible need for such drugs 
to be prescribed. 

Since April 2003 Dr BAR TON has written 20 prescriptions for Diazepam to relatives 
of deceased, and has not prescribed any Diamorphine, Morphine or other controlled 
drug. 

5 
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On 12th August 2004 Head of London division for the CPS Mr Robert Drybrough­
Smith advised in respect of the police proposal to disclose material to the GMC 
relating to the 60 or so cases assessed as sub-optimal care cases, he having discussed 
the issue with Louise POVEY of the GMC. 

GMC101057-0948 

Mrs POVEY had commented that her advice to the GMC would be that the material 
under consideration would be used to base an investigation for submission to the 
interim orders committee. The committee would sit in private and it would be her 
advice that no further disciplinary proceedings which would be public should follow 
until the police investigation and any trial had been completed. Mr RDS main concern 
was that there should be no adverse publicity in the period immediately before or 
during the criminal proceedings in the event of them commencing. 

Mr RDS asked that should any decision be contemplated to the contrary then 
advanced notice should be given to the police so that representations could be made 
regarding postponement. 

Any statements taken in the course of a GMC investigation should be disclosed to the 
police and advanced notice should be given to police in respect of interviewing 
potential witnesses. 

Necessary permissions should be obtained from family members before their 
statements or records were disclosed. 

Subject to the aforementioned conditions RDS did not consider that there were 
substantial reasons preventing the disclosure of category 2 cases to the GMC. 

On 17th August 2004 SIO WATTS agreed disclosure subject to notifications being 
made to key stakeholders and 19 category 2 cases were identified as ready for 
immediate disclosure. 

On 26th August 2004 Louise POVEY (special projects GMC) confirmed that the 
GMC would review the content of the material to be disclosed and if appropriate 
make application to the Interim Orders Committee . 

Mrs POVEY added that in general terms the GMC would not proceed to a public 
inquiry at the Professional Conduct Committee in relation to matters subject to 
investigation until the conclusion of that investigation or criminal trial. She added that 
however the GMC had statutory duties and that any agreement to delay was subject to 
the police keeping the GMC informed as to the progress of the investigation and 
prosecution within a reasonable time ... (she cited an example of proceeding should the 
police investigation be held in abeyance for an indefinite period or subject to 
unreasonable delay. 

On lOth September 2004 the police disclosed 19 category 2 cases to the GMC along 
with relevant officer's reports, the observations of the multi-disciplinary medical 
review team and the quality assurance analysis summary completed by an 
independent legallmedico lawyer. 

6 
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On the 171
h September 2004 GMC caseworker Mr Paul HYLTON commented that 14 

of the 19 cases disclosed would form evidence towards the Interim Order Committee. 

On 30th September 2004 the SIO Det Chief Supt WATTS supplied a statement of 
evidence to the GMC outlining the conduct of the investigation. 
On the 7th October 2004 Dr BAR TON appeared before an Interim Order Committee, 
who determined that it was not satisfied that it was necessary to make an order against 
Dr BAR TON, in the interests of protection of the public or Dr BAR TON herself. 

On 16th December 2004 disclosure of a further 28 category 2 cases was made to the 
GMC. 

David WILLIAMS 
Det Supt 7227. 
71

h January 2005 . 
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ADVOCACY TRAINING 
(25th March 2003) 

Advocacy is an argument. 

The purpose of advocacy is to -

• Convey information 

• Persuade the tribunal to adopt your argument 

METHOD 

• Preparation, preparation, preparation - the advocate's response to the 

estate agent's motto. 

• Organisation of material - know how and where to find the documents. 

• Clear and lucid presentation. 

0 

• Pace of speech - there are people taking notes, trying to find a page or a O 
volume of documents. 

• The speech must be appropriate to the proceedings - legal Latin tends to 

depress scholars. 

• Modulate your voice - if you drone, you drone alone. 

• No emotive language or emotional outbursts. 

• Appropriate demeanour- you are a professional within a formal forum. 

• Polite- even in the face of what seems to be crassness. 

• Answer questions put to you directly and honestly. 

1 
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KNOW YOUR TRIBUNAL 

• Who will you be appearing before? 

• Mode of address (to Committee; Chairman; opponent and unrepresented 

respondent). 

• What is the order of speaking and what rights do you have to speak at 

various times? (Know the Rules). 

• Have the Rules been complied with? Take nothing for granted! 

AT HEARING 

• Aim to arrive very early and arrive early. 

• Check that the witnesses are present and have a copy of their witness 

statement. 

• Speak to your opponent 

- what will be admitted? 

- what are the issues? 

- have they got the same bundle as you? 

- are there any objections to the evidence? 

2 
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CASE PREPARATION 

• If the case is one where there are allegations (e.g. Registration or 

Conduct Committee) then remove the document containing the 

allegations and study it carefully. This is what you have to prove - it is 

your starting point, your destination and the map or chart to get to your 

destination. 

• READ the case papers thoroughly and carefully. 

• Set out the ISSUES in the case. 

• What is the EVIDENCE to prove those issues? 

• Identify the facts that SUPPORT your case and the facts that either, do 

not support the case, or those that CONTRADICT it. This will help you 

to clarify what facts you wish to elicit from the witnesses. 

• Note down the points for and against your case. The points for can be 

used for cross-examination and a final speech. The points against might 

precipitate you seeking further evidence or altering your case in some 

way and will also need to be dealt with in your final speech. 

• Compose the questions that you deem necessary to elicit the facts you 

need to prove the case and to undermine the points against your case. 

OPENING 

• The purpose of an opemng IS to provide the tribunal with a fair 

introduction to the case. The introduction is to the facts or evidence that 

you anticipate will be given and an introduction to the documents that 

you intend to produce. 

3 
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• If the tribunal has not seen any papers in advance of the hearing it is 

important that this is recognised by the length and pace of the opening. 

• An opening differs in style and content from a final speech. A final 

speech is the opportunity to bring the facts together and comment on 

them in relation to the case you are advancing. As stated above, an 

opening is mote in the way of a guided tour with few comments, if any . .. 

EXAMINATION-IN-CHIEF 

• No leading questions i.e. one that suggests the answer. 

• Short and simple questions dealing with one point at a time. 

• One question leading to another i.e. ''piggy-backing". 

• Elicit relevant and admissible evidence only. 

• Control the witness. 

CROSS-EXAMINATION 

• It is not a repeat of examination-in-chief. 

• The purpose of cross-examination is to undermine the evidence against 

your case and to elicit evidence that bolsters your own case. 

• Ask simple leading questions. 

• Only ask necessary questions. Do not give the witness an opportunity to 

destroy a point that you did not need to raise. 

• Questions can be asked firmly but do not quarrel with the witness. 

• Put your case to the witness so that he/she has an opportunity of dealing 

with it. 

4 
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FINAL SPEECH 

• Check the Rules to ensure you have a right to make a speech. 

• Remind the tribunal of the relevant law e.g. burden/standard of proof. 

• Go through the allegations one by one and summarise the evidence in 

relation to each. Now is the opportunity to comment on the inferences 

you are inviting the tribunal to draw from the evidence and to comment 

on any evidence the other side have called. 

• A void histrionics. 

• Do not interrupt your opponent's final speech. If you think he/she has 

made an error on the facts then if it is a mistake against his/her interests 

you should politely correct the position at the conclusion of the speech. If 

the error is too much in his/her favour you should consider carefully how 

significant the point is and whether it is absolutely necessary to correct 

the position. If the point is, in reality, trivial, you will be perceived as 

seeking to make a further speech and as taking an unfair advantage. 

LEGAL ASSESSOR 

• Make a checklist of points that you expect the legal assessor to deal with. 

If he/she does not deal with a particular point then you should, 

respectfully, raise it for consideration. 

• If you are asked your view on a question of law that you feel you need to 

look up and think about then do not be afraid to ask for a short (15 

minutes or so) adjournment. 

5 
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CONCLUSION 

The highs and lows, the victories and the failures, provide the adrenalin of 

advocacy. In the shortest and most ordinary case you may not always 

experience such a feeling but the satisfaction of presenting a case efficiently, 

courteously and fairly has its own reward. To achieve that goal is to achieve 

all that any civilised system of justice can ask of you. 

Ian M. Stem, 

Queen Elizabeth Building, 

Temple, 

London, 

EC4Y9BS. 

6th March 2003. 
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Privy Council Appeals 

Procedure Note 

Background 

Section 40 Medical Act 1983 ("MA 1983") provides that certain decisions made by the 
Professional Conduct Committee can be appealed to the Judicial Committee of the 
Privy Council. 

The following decisions of the Professional Conduct Committee ("the PCC") can be 
appealed to the Privy Council under Section 40 MA 1983: 

1. Section 40(1 )(a)- a decision of the PCC under Section 36 giving a 
direction of erasure, for suspension or for conditional registration or 
varying the conditions imposed by a direction for conditional registration; 

This includes any direction imposed at a resumed hearing. 

2. Section 40(1 )(d)- a decision of the PCC under section 41 (6) giving a 
direction that the right to make further applications under that section 
shall be suspended indefinitely 

When a doctor applies for restoration and this is refused by the PCC, the 
PCC may, if it is the doctor's second or subsequent application for 
restoration, direct that his right to apply for restoration be suspended 
indefinitely. Section 40(1 )(d) provides that this decision may be appealed 
to the Privy Council (but not the original decision to apply for restoration). 

Any decision made by the PCC which is not listed above, including a finding of serious 
professional misconduct, the imposition of a reprimand, or a decision to refuse an 
application for restoration, is subject to review by way of judicial review proceedings in 
the Administrative Court. 

New Rules - 1 April 2003 

With effect from 1 April2003, appeals from decisions of the PCC will be to the High 
Court by virtue of Section 30 of the NHS Reform and Health Care Professions Act 
2002. Guidance on procedure is awaited from the Courts and Lord Chancellor's 
Department. 

Time Limits/procedure 

Petition of Appeal 

A doctor has 28 days from the date of service of the formal notification of the 
determination of the PCC to appeal. (Rule 2 Judicial Committee (Medical 
Rules) Order 1980) 



e· 

GMC101057-0957 

Appearance/Notice of appearance 

The GMC has 21 days from the receipt of the petition of appeal to enter an 
appearance with the Privy Council. (Rule 3 of the Judicial Committee (Medical 
Rules) Order 1980) 

To enter an appearance, the form at Annex A should be completed and sent 
with the original transcript of the evidence given at PCC plus 7 copies of the 
transcript to the Privy Council Office. 

A notice of the entry of appearance and 3 copies of the transcript should be 
sent to the other side. 

The relevant committee officer/section should be notified once an appearance 
has been entered. 

Respondent's Case 

The GMC has 28 days from entering an appearance and lodging the transcript 
with the Privy Council Office to lodge the Respondent's case. Counsel who did 
the PCC hearing will normally draft (this) 

The solicitor will need to send Counsel a full brief including the transcripts, any 
exhibits and other documents presented to the PCC. 

Once the draft case is received from Counsel it should be copied to the 
appropriate Committee officer for their comments. As soon as all comments are 
received and the draft case is finalised, 7 copies should be lodged with the 
Privy Council Office and 3 copies exchanged with the other side. 

Skeleton Arguments/Authorities 

0 

A total of 8 sets of authorities are required, at least 2 of which must be lodged 8 
before the end of the second week before the hearing. 

If skeleton arguments are lodged, 8 copies will be required. 

The timetable for the lodging of authorities and skeleton arguments is not set 
out in the rules but the above details are given in a Practice Direction issued on 
21 September 2000. Presumably, the timetable will need to be worked out 
based on the date set for hearing or in discussions with Counsel. 

Date of hearing 

Once a date of hearing is received from the Privy Council Office, Counsel's clerks 
should be notified and Counsel booked for the hearing. The date should be entered in 
your diary and the appropriate committee officer notified. 
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Hearing 

The Solicitor should attend the hearing with Counsel and make a full note of the 
hearing. The appropriate caseworker may also attend. 

Post hearing 

After the hearing, notify the appropriate committee officer of the result and any follow 
up action. 

Obtain a copy of the ratified judgement for the file and Precedent folder 

Caseworker/Appropriate Committee Officer Procedure 

This is the procedure that caseworkers will follow in Privy Council appeals. 

1. Letter of appeal or telephone call from a doctor wishing to appeal but no 
petition of appeal received. 

a. Caseworker will write to the doctor and include the following information 

i. A reminder that an appeal notice was sent to him with the formal 
notification following the PCC decision, 

ii. that in order to comply with the rules, he should arrange for his 
petition to be issued at the Privy Council and serve it on the Privy 
Council before the end of the appeal period. 

iii. the telephone number of the Privy Council so that they can advise 
him further. 

NB: As a result of secure scanning of the post at the Privy Council delays can e 
occur at the end of the appeal period. Therefore the Caseworker will telephone 
the Privy Council to confirm whether the doctor has appealed before taking 
further action in case. 

2. Petition of Appeal received 

NB: petitions of appeal received prior to 28 February 2003 will continue to be 
dealt with by the outside Solicitors for the GMC. The In-House Legal Team will 
deal with petitions of appeal received on or after 1 March 2003. 

Upon receipt of the petition of appeal, the caseworker will carry out the 
following actions: 

a. Send a note round on PCC Decisions confirming 

i. That the doctor has appealed 
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ii. The doctors current registration status (an immediate suspension, 
an IOC order that was not revoked by the Privy Council, full 
registration) 

iii. The name of the Committee Section contact for the appeal. 

iv. The number of the Privy Council appeal. 

b. Send formal notification to the doctor (an Assistant Registrar letter) 
confirming receipt of the appeal and his/her current registration status. 
(send copies to the doctors defence team, CCPS and to the external 
solicitors for the GMC or the In House Legal Team as appropriate) .. 

c. Send an email to the NHSE gmc-info@doh.gsi.gov.uk confirming that the 
doctor has appealed and confirmation of his current registration status. 

d. Send a letter to the external solicitors to the Council or the In-House 
Legal Team, including the petition and any other accompanying 
documentation, a copy of the formal notification sent to the doctor and 
confirmation that the transcripts and exhibits will be sent within 7 days. 

e. Obtain copies of the exhibits and the transcript of the complete PCC 
hearing. Upon receipt send to the external solicitors for the GMC or the 
In House Legal Team. (This should be done within seven days, or any 
delay should be notified to the external solicitors to the GMC or the In 
House Legal Team). 

f. Enter the appeal on the Appeals Log saved at 
E/Committee/Appeals/Appeal. 

g. Send a letter to the PCC members who sat on the Committee advising 
them of the appeal and advising them that they will be informed of the 
result of the appeal when it is determined, which may take many months. 

3. Deadline for lodgement of the Record 

a. The Caseworker will contact the external solicitors for the GMC or the In 
House Legal Team, to confirm the date that the original transcript and 
copies were lodged with the Privy Council. 

4. Deadline for lodgement of the Case 

a. The caseworker will contact the external solicitors to the GMC or the In 
House Legal Team, to confirm when the Respondent's Case will be sent 
to the caseworker for comments. 

b. The caseworker will provide comments and also invite comments from 
the caseworker in CCPS in writing. The caseworker will also request that 
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6. 

a copy of the skeleton argument be copied to them and to the 
Caseworker in CCPS. 

Petition for Want of Prosecution 

GMC101057-0960 

The doctor may not comply with the rules of the Privy Council, for example, 
he/she may not lodge the case within the 28 day deadline. lt is usual to agree 
to short extension periods if asked to by the Registrar of the Privy Council. 

However, in the event of an unreasonable extension period, the caseworker 
may instruct the external solicitors to the Council or the In House Legal Team, 
to issue a petition for want of prosecution. Any delay should be brought to the 
attention of CCPS. There will be a hearing at the Privy Council. The caseworker 
will instruct the external solicitors to the Council or the In House Legal Team in 
respect of the costs. 

Withdrawal of an Appeal 

If the caseworker is informed that a doctor wishes to withdraw an appeal, all 
steps. in relation to this will be referred to the external solicitors to the Council or 
the In House Legal Team. 

7. Exchanging of Skeleton Arguments for the Appeal 

8. 

The instructions for an appeal will usually be given by CCPS. The only 
exception to this is where the decision deals with a Committee issue. If the 
skeleton arguments identify a problem with the advice given by the Legal 
Assessor or a complaint about a member of the Committee, the instructions for 
the appeal will be dealt with by Committee Section. 

The Case is set down for a Date 

The caseworker may attend the appeal hearing. 

9. The Day after the Appeal 

The caseworker will telephone the external solicitor to the Council or the In 
house solicitor to confirm how the appeal went In the event that the appeal has 
been lost, the caseworker will inform the Committee Manager. 

10. Judgement 

After the appeal has been heard, the caseworker will; 
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a. Check the Privy Council website every week to obtain an advance copy 
of the judgement. 

b. Send a copy of the Advance Judgement to the Appeals Team. 

c. Telephone the Privy Council to ask when the appeal is likely to be 
ratified. (Note that any appeal heard in July may not be ratified until the 
new term in October, although usually the appeal is ratified within 
weeks.) 

d. Write to the employers to advise the result of the appeal and confirming 
that the decision will become effective following ratification by Her 
Majesty. This will usually be a matter of weeks. 

Occasionally, the appeal will be ratified before the judgement is issued. In this 
case, the caseworker will obtain written confirmation of the ratification from the 
Privy Council. This will confirm the result of the appeal. 

11. Confirmation that the Appeal has been ratified 

The caseworker will obtain this in writing from the Privy Council which will 
confirm the date of ratification. 

12. Post Appeal Follow Up 

a. Appeal is Dismissed or Withdrawn 

i. The caseworker will send formal notification of dismissal of appeal 
to doctor and confirm directions of PCC. (Copy to the doctors 
solicitors, the external solicitors to the Council or the In House 
Legal Team, and to CCPS) 

ii. The caseworker will send formal notification of the decision to the 
NHSE on gmc-info@doh.gsi.gov.uk. 

iii. The caseworker will send formal notification of the decision to the 
Employer. 

iv. The caseworker will send a notification to 'PCC Decisions' 
confirming the result of the appeal and the date of the effect of the 
direction of the Committee. If the case is to be resumed, inform 
the Resumed Cases Team and send them a copy of your appeal 
file. 

v. The caseworker will Update IRS (if Manchester). 

vi. The caseworker will send a copy of all follow up documentation to 
CCPS including a reminder to update FPD. 
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vii. The caseworker will update appeals log and turn blue indicating 
that the appeal has been closed. 

viii. If any correspondence about costs is received this will be sent to 
CCPS. 

ix. The caseworker will send a copy of the Appeal Judgement to the 
Committee Members of the Original PCC Committee. 

b. Appeal is Quashed or Remitted back to the PCC 

i. The caseworker will carry out follow up work as above recording 
the result of the appeal including confirmation of the date of the 
new PCC hearing if relevant. 

ii. The caseworker will inform CCPS and ensure case is relisted if 
remitted. 

iii. The caseworker will inform the Appeals Tea m and send them a 
copy of the final judgement. 

The Appeals Team will carry out the follow up as set out below: 

a. Send the appeal judgement to Distribution List which will include the 
members of the original PCC. 

b. Update the Committee Appeal Folders in each PCC room and the 
electronic index saved in Committee/Appeals. 

c. Update the PCC Minutes and Folio Views. 
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IN THE PRIVY COUNCIL 

Appeal No. of 2003 

Between 

(APPELLANT) 

And 

THE GENERAL MEDICAL COUNCIL 

From the decision of the General Medical Council 

We hereby enter appearance on behalf of the General Medical Council the 
Respondent in the above appeal. 

GMC101057-0963 

Signed: 
Solicitor for the Respondent G) 

General Medical Council 
Fitness to Practise 
178 Great Portland Street 
London, W1W 5JE 
REF 
NAME 
TEL 
DATE 
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Memorandum To Peter Steel 
Toni Smerdon 

From Juliet Oliver 
~-·-·-·-·-·-·-·cocfe._.A: _____________ i 
i.. •• ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-~-' 

Date 1 April 2003 

Cc Paul Philip 
Louise Povey 

Re: Agents in relation to Appeals in Scotland and Northern Ireland 

1. Further to paragraph 2ii of my memo of 31 March 2003 regarding the new 
appeal procedure, it will be necessary for the GMC legal team to instruct 
agents to act on its behalf in relation to appeals against GMC decisions which 
lie in the Court of Sessions in Scotland or the High Court of Justice in 
Northern Ireland. 

2. I discussed the matter briefly with Paul Philip, and he suggested that I 
investigate the firms we have used in these jurisdictions in the past. 

3. I understand from Adam Elliot in the Committee Section that all previous IOC 
appeals out of the jurisdiction have been dealt with by Field Fisher 
Waterhouse (FFW). Louise Povey has kindly canvassed opinion from FFW 
regarding the agents they have used in the past and I detail below the 
information provided to her, and any further relevant information I have been 
able to glean from the firms' websites. 

4. Scotland 

a) Anderson Strathern, WS 
48 Castle Street, Edinburgh, EH2 3LX 
Tel: 0131 220 2345 

In addition to its Edinburgh office, this firm has two further East Coast 
branches, near Edinburgh, as follows: 

14, Court Street, Haddington EH41 3JA 
Tel: 01620 82 21 27 

163 Lanark Road West, Currie EH14 5NZ 
Tel: 0131 449 2833 

The work provided to date by this firm has been described as "OK". 
The website indicates that there is a specific Health Sector Unit which 
advises on health sector issues generally and deals with both claimant 
and defendant clinical negligence claims (the firm was rated in the 
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2001 editions of Chambers and the Legal 500 as the 'market leader' 
and 'No. 1' for their claimant clinical negligence work). 

The firm has 27 partners and the contact for health work is Robert 
Carr, a partner in the Dispute Resolution Department, who is 
'accredited by the Law Society' as a specialist in medical negligence 
and is described as a specialist in health service law, public sector 
work and clinical negligence. 

b) Harper Macleod 

This firm is represented in Glasgow and Edinburgh with the following 
offices: 

The Ca'd'oro, 45 Gordon Street, Glasgow G1 3PE 
Tel: 0141 221 8888 

14-18 Cadogan Street, Glasgow G2 6QN 
Tel: 0845 878 4630 

93 George Street, Edinburgh EH2 3ES 
Tel: 0131 240 1265 

lt has 19 partners including, and is affiliated to FFW: Both firms are 
members of the European Legal Alliance, an incorporation of five firms 
operating under a single brand identity. 

The contact at Harper Macleod is Paul McMahon (direct dial: 0141 227 
9408, email: paul.mcmahon@harpermacleod.co.uk), the Practice 
Group Leader for medical work. 

c) Murray Beith Murray, WS 
39 Castle Street, Edinburgh EH2 3BH 
Tel: 0131 225 1200 

This firm has been used before but described as slow. They have a 
general litigation department, but do not appear from their website to 
specialise in healthcare or medical work (their core business is 
advertised as private client work). As a result I would suggest that we 
avoid using this firm in favour of Anderson Strathern and Harper 
Macleod above. 

5. Northern Ireland 

Cleaver Fulton Ran kin 
50 Bedford Street, Belfast BT2 7FG 
Tel: 02890 243 141 

This firm has 15 partners. We have previously used Karen Blair. She is a 
partner and although she is noted on the website for her experience in 
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5. 

environmental law, licensing and public law (there is no specific medical or 
healthcare team), I understand that reports of her work are good. 

Firms to be avoided as they are used by the defence 

a) Shepherd and Wedderburn 
20 Castle Terrace, Edinburgh EH1 2ET 
Tel: 0131 228 9900 

155 St Vincent Street, Glasgow G2 5NR 
Tel: 0141 566 9900 

Bucklersbury House, 83 Cannon Street, London EC4N 8SW 
T el 020 7763 3200 

The website for this 46 partner firm states that its medical negligence 
practice is exclusively on the defence side, and it represents the BMA, 
MODUS and MPS in Scotland. lt also advertises itself as acting for 
doctors and dentists in disciplinary and GMC proceedings. 

b) Simpson and Marwick 
Albany House, 58 Albany Street, Edinburgh EH1 3QR 
Tel: 0131 557 1545 

91 West George Street, Glasgow G2 1 PB 
Tel: 0141 248 2666 

1 Garden Place, Aberdeen AB10 1 UT 
Tel: 01224 624 924 

15 South Tay Street, Dundee DD1 1 NU 
Tel: 01382 200 373 

The website was under re-construction and so no further information 
was available about this firm. 

6. If I am able to assist any further in relation to this matter, please do not 
hesitate to let me know. 

Kind regards. 

Juliet Oliver 
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Smerdon Code A 

From: Rachel Birks r-·-·-·c-oiie_A_·-·-·: 
'·-·-·-·-·-·-·-·-·-·-·-·-·-' 

Sent: 
To: 

04 Apr 2003 11 :08 ·-·-·-·-·-·-·-·-·-·-·-·-·~ ·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 
Peter Steel r-·-·-·code·A·-·-·-i Toni Smerdon ! Code A i Angela Pollard i Code~---·-.! 
Anthony o~orc~-d-;-A-1; Nicola MorrissT~~-~~~-~~~~~~J Juliet Oliver '·-·-·-·-·-·-·-·-·-

Cc: Carolyn Ma1rs l.-·-·-·-·-·-·-·-·-·-·-·_i 
Subject: W:Drive General Advices 

I have discussed with IT and this appears to be the best way to deal with the general advice file. 

Saving new advices 

I have reorganised theW: Drive General Advices 2003 folder. There are now the following sub folders within it: 
Briefings 
Case summaries 
Confidentiality 
Data protection 
Disclosure 
Double jeopardy 
Patient consent 
Public interest 
Resurrection 
Vexatious Litigants 

More sub folders can be added as and when. To add a sub folder: 
Go to my computer 
Click on W: Drive 
click on file 
click on new 
click on folder 

All new advices should be saved within a sub folder. When saving an advice which covers more than one topic save 
the advice in whichever sub folders are relevant. As there are a number of us creating advices now all new advices 
should be saved as: date, initials, person whom advice is to. 
e.g. an advice by me created on 3 April 2003 to Neil Jinks should be saved as : 0403-RB-Jinks 

Previous advices 

I will attempt at some point to move previous advices into the sub folders but this may take some time. 

Searching for a key word within the advice file 

The best search mechanism is: 
Right click on the start button 
Click on explore 
Click on tools 
Click on find 
Click on files or folders 
On the look in box scroll to W: Drive 
Then put your key word in the containing text box 

Hyperlinks 

If you are referring to another document such as a previous advice you can create a hyperlink to take the reader to 
that document by: 
Highlight relevant text 
Click on insert on the toolbar 
Click on hyperlink 
Click on browse if you want to link to another word document which has been saved and then scroll though to find the 
document. 
If you want to link to an internet site click on browse and then on the search the web icon. If you want to link to a web 
page you need to actually go to the page, highlight the web page address from the address box, go back to the edit 
hyperlink box and then press control v to paste the address into the box. 
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Bookmarks 

~;e not able to put bookmarks within our documents for the purposes of searching across theW: Drive although 
tm'f should not be necessary if we search using the process set out above. 

Rachel Birks 
extension L~~_;ji.~J 
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Aide Memoire (Draft) 
The New Screening Test 

" ..... if be is satisfied from the material available in relation to the case that it is properly 
arguable that the practitioner's conduct constitutes serious professional misconduct." 

Rule 6(3) 

The Screeners when applying the new test should consider the questions set out below. These 

are designed to facilitate the correct approach to the screening process. 

The Medical Screener should first ask:-

1. "It is properly arguable that the alleged misconduct is capable of constituting 

serious professional misconduct." 

In answering this question:-

It should be assumed the allegation is true; 

n An assessment should be made of the allegation's seriousness not creditability; 

111 The argument does not need to be likely to prevail before the PCC; 

IV The issue is properly arguable if a claim can reasonably be made that the 

practitioner's behaviour fell seriously short of the standards of conduct 

expected among doctors. 

If the answer to 1. above is 'yes' the Medical Screen er should consider .... 

2. "Is it properly arguable from the material available in relation to the case that the 

practitioner has committed serious professional misconduct." 

In considering this question the Screener must remember that:-

(i) This question addresses the factual allegations; 

(ii) It identifies possibilities not probabilities; 
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3. 

(iii) It is based on the identification of a possibility less than any real or realistic 

prospect of the allegation being sustained; 

(iv) Properly arguable means reasonably arguable. An allegation is not properly 

arguable if it is absurd, frivolous, vexatious or repeats an earlier allegation 

(whether made by the same or different complainants); 

(v) Conflicts of evidence should not normally be resolved; 

(vi) Implausible accounts unsupported by other evidence can legitimately be 

rejected. 

If the Medical Screener is satisfied that the answers to both 1. and 3. are yes the case 

must be referred to the PPC. 

4. If the Medical Screener is in doubt he should err on the side of caution and refer the 

case to the PPC. 

5. If the Medical Screener's answer to 1 or 3 is no the case must be referred to a Lay 

Screen er. 

6. The Lay Screener should follow the above approach in formulating their advice. 

Field Fisher W aterhouse 

26 November 2002 
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~UIIJIUt.:lduun oy me Hcgistrar: 
to det~rmin-a whether enq~iry is a complaint 

Completed by tho Offi<:o 
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COUNCIL 
ft..•~>t.l•"':':....,..,..,. 

,.,..J,":t .~ \ ""'" 

FPO enquirt reference I I I I I I I I I r I Dale I I I I I I I 
p 0 M M T T 

r Dl's n.:ame ................................................ .. 

1.1 Is the enquiry about a dcctor? 

1.2 Has the doctor been charged or convicted? 

1.3 Is the offence a minor motoring offence not involving drugs or alcohol? 

.J, 

Yes 0 -7 01.2 

No 0 -7 OI.9J 

Y~s 0 -7 OI.J 

No 0 -7 01.-1 

Yes· 0 -7 OI.9J 

No 0 -} Section J 

1.4 Is the enquiry only about the following? 

If multiple options apply, only tick the box for the main option 

a. Concerning fees charg~d for private tre3tmentlservicc 0 
b. Delay of less than six months in providing a single medical report 0 
c. The doctor's profession is incidental to the matter, e .. g. a dispute 

between neighbours. one of whom happens to be a doctor 0 
d. Objections to the contents of medical reports or records where there 

is no suggestion that the doctor acted unreasonably 0 
e. Irrational/ incoherent enquir; 0 
f. Patently frivolous/trivial non-clinical matters. e.g. doctor a f.ew 

minutes late for a routine appointment . ·~- . 0 
, 0 • •• • ..... 1"''• .. 

g. Doctor fa1led to take up a post following a verbal agreement to do so, 
but gave lvto weeks' notice or more 0 

h. A complaint from a third party where it is clear that the principal party 
does not want to pursue the matter, and no other reason· for proceeding 0 

i. A doctor's immigration status 

0 
j. The level or quality of service provided by a heaHhcare organisation 

where there is no suggestion that the doctor is directly responsible 0 

k. Removal from a GP list where there is no suggestion that the doctor's 
decision was unfair or contravened GMC guidelines 

I. Practice or Departmental disputes where there is no suggestion that 
patients are being put at risk 

m. Failures in local complaints handling procedures 

n. Corresponde0ce is a copy letter which does not specifically re.quest 
GMC action 

Rel>:~se 5, Ver~ion 2- 20 August 200 I 

0 

0 

0 

If any tick:; 

hero qo to 

01.9J 

Section 1 
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• • .... -.- , .. <,;, c I;) 11u reascn to suspec: that the 

dcctor is an immediate threat to patients 

GMC101057-0978 

0 f o.u .. 

No. none of these 0 o t s -7 .. 

1.5 Is the enquiry from a person acting in a public capacity (or on their behal0? . . 
Yes ) 0 ~ Section 2 

"· No 0 ~ 01.6 

1.6 Is the enquiry about any of the following? 
If mu/tip/a options apply tick the box far the main option 

a. a doctor working in the NHS 
b. access lo health records 
c. [In England. Wales or Northern lrelanqj compulsort admission under the 

Me0tal Health Act and/or treatment received thereafter 
d. (In Scotland! care or treatment given to those suffering from a mental 

disorder 

e. none of these 

1. 7 Is there any reason to believe that ttie' enquirer has already referred this 
matter to the appropriate complaints' handling body and exhausted that 
body's procedures before writing to the GMC? 

Yes 

No 

1.8 [NOTE. before the caseworker proceeds to seek consent etc. from the 
enquirer. where necessary, under tile following section. lJe or she should 
consider whether this case should be referred to screeners under //Je initiJI 
screening procedures for treatment-related cases using SOF section BJ 

Is the enquirer willing to: 

0 
o. 

11 .my ticks 

here go to 

01.7 

0 -+ OI.S 

0 -) 01.8 

0-+ 01.9 

a. ldenti~Jthe doctor(s)? Yes 0 -1- or.Bb 

No 0 -+ OI.9J 

b. Allo•1: the GMC to disclose this to the doctor(s)? 

c. Make a sworn statement? 

Yes 

No 

Yes 

No 

If any answers are unknown, request further information from t~e .enquirer 
before completing this section and progressing to Section 2. Th1s can 
include requesting information for medical screening.· 

1.9a Is there any other'reason ~thy the enquiry should be seen by the 
Medical Screener? 

0 -7 ar.Bc 

0 -+ 01.9J 

0 -7 Sec/ion 2 

0 -+ 01.9iJ 

Yes 0 -7. Ot.9b 

No 0 -7 01.10 

P.~I~J~e 5, Ver~ion 2-20 Augu:;t 200 I Section I 
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( 
····················································································································· I ....................................................................................... : ............................ . 
····················································································································· 

1.10 Declaration and certificate to close enquiry .J, 

. I 

Completed by Caseworker 

I certify that I have processed this case in accordance with the instructions approved by 
the Screeners and that tht! information on this form matches that on the FPD system. 

Signature ············································ Date ........................................ .. 

.Name ....................................................................................................... . 

Completed by Casework Manager 

I have examined this case. I certify that in my opinion there are no grounds to seek information 
about the doctor's fitness to practise from a source other than the complainant. I am sati~fied 
that this case may be closed. 

Signature ........................ .................... Date ......................................... . 

Name ...................................................................................................... .. 

I 

Soeening d~d~ion form Relo:a~e 5, Ver3ion 2-20 Augu~t 2001 Section 1 

. .. , 
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CHIXX 
COMMISSION FOR HEALTH IMPROVEMENT 

Finsbury Tower 

103-105 Bunhill Row 

London EC1Y 8TG 

Telephone: 020 7448 9200 

Fax: 020 7448 9222 

Text phone: 020 7448 9292 

www.chi.nhs.uk 

Report order line: 0870 6oo 5-522 
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Police Headquarters, Romsey Road, 
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R'ELEA.SE . .. . ~ . ·. . . . . :· 

GOSPORT WAR MEMORIAL HOSPITAL­
POLICE WELCOME REPORT 

Hampshire Constabulary welcomes the Commission for Health Improvement's 
report, which has concentrated on the policies and procedures at Gosport War 
Memorial Hospital. 

The police investigation was carried out to identify and focus on any potential 
criminal activity. The Crown Prosecution Service has consistently advised that 
there are no grounds for prosecution. 

The Commission's report hopefully reassures concerned relatives that this 
matter has been examined, and key recommendations made. 

The constabulary continues to actively review this complex investigation in the 
context of complaints against police made by relatives, and will act accordingly 
on any findings from that process. 

This case concentrates on issues of major significance, and has potential 
ramifications for many agencies. 

It must be seen against the backdrop of care for the elderly being provided with 
transparency and accountability to best health practice and the law. 

RH030702 

Hampshire Constabulary Media Servi~:es 
Police Headquaner&, Romsey Road, 
Winchester S022 SOB 

T: 01962 871619 F: 01962 871194 
madiasarviees@ hampshlre.pollce.uk 

www.hampshire.police.uk 
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--Our Reference: HM/FPD/2002/1608 

12 July 2002 

Commission for Health Improvement 
Finsbury Tower 
103-105 Bunhill Row 
London 
EC1Y 8TG 

Dear Sir/Madam 

Gosport War Memorial Hospital 

GMC101057-0984 

GENER.._AL 
M_EDICAL 
COUNCIL 
Protecting patients. 

guiJing Joctors 

Thank you for your letter, the contents have been noted. Your enquiry is being 
considered and we shall write again as soon as p0ssible. 

Your case has been allocated the following reference number 2002/1608. lt would 
be very helpful if you could quote this reference number whenever you write or 
speak to us. 

,·-·-·-Y.QUf$._ __ ~to.g_~r~l_y ______ , 

i Code A i 
~ ! 
1~-o·d~-~~-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ , ______ !;:,tephen Kelly 

Fitness to Practise 
r-·-·-·-·-·c·od_e_A_·-·-·-·-~ 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

178 Great Portland Street London\\'!\\' 5JE Telephone o2o 75So 7b+2 Fax o2o 791 ~ 36+1 

email <Tmc'a omc-uk.ora \\"\\·w.<Tmc-uk.or£ 
.:::- ~~ ~ .:::- ._ 



Your reference: 

Our reference: 2002/1608 

21 August 2002 

First Class Post 

Or RI Reid 
Medical Director 

f.~ .... 

Queen Alexandra Hospital 
Southwick Hill Road 
Cosh am 
Portsmouth P06 3L Y 

Dear Or Reid 

Portsmouth Healthcare NHS Trust (CHI Report) 

GMC101057-0985 

GENER._AL 
M_EDICAL 
COUNCIL 
Prorccr i n,g pat icnts. 
guidin,g docrers 

I write further to our previous correspondence and telephone conversations 
concerning the Gosport War Memorial Hospital. 

This letter concerns the recently published report by the Commission for Health 
Improvement (CHI) into the Gosport War Memorial Hospital. I appreciate that 
Portsmo.uth Healthcare NHS Trust, as was, no longer exists and has been replaced 
by a number of smaller Trusts. I apologise therefore ifmy letter is incorrectly directed 
to you and should be grateful if you would forward it to the appropriate person/office. 

We have now reviewed the CHI report and noted it's findings and recommendations. 
At paragraph 2.8 of the report it is mentioned that the Trust received 1 0 complaints 
concerning patients treated on Daedalus, Dryad and Sultan Wards at Gosport War 
Memorial Hospital since 1998. 

You are aware that in the wake of the investigation by Hampshire Constabulary the 
GMC was contacted directly by a number of relatives of patients who died at 
Gosport. These are listed below: 

Complainant Deceased relative 

Mr C R S Farthing Arthur Cunningham 

Mrs G McKenzie Gladys Richards 

Mr I Wilson Robert Wilson 

Mr 8 Page Eva Page 

Mrs M Jackson Alice Wilkie 

Mr M Bulbeck Dulcie Middleton 



• Mrs A Reeves 

Mrs R Carby 

Mr M Wilson 

E~sie Devine 

Stanley Carby 

Edna Purnell 
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I should imagine that our list relates fairly closely to the 10 complaints received by 
the Trust. However, I should be grateful if you would provide me with brief details of 
any further complaints received by the Trust not listed above. 

Thank you in advance for your assistance. 

Yours sincerely 

~--c-titie---A--1 
l·-·-·-y·-·-·MrcnaelHiTdspnn·-·-·-·-·-·-·-.1 

Fitness to Practise Directorate 
-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· I -·-·-·-·-·-·-·-·-j 
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Protecting patients, 

guiding doctors 2 
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Mr M Hudspith 
Fitness to Practise Directorate 
General Medical Council 
178 Great Portland Street 
London 
W1W 5JE 

Dear Mr Hudspith 

Thank you for your letter of 21st August 2002. 

GMC101057-0987 

East Hampshire fi!/;fj 
Primary Care Trust 

Department of Medicine for Elderly People 
Queen Alexandra Hospital 

Cos ham 
Portsmouth 

Hants 
P06 3LY 

Tel: 023 9228 6000 Fax: i--C·--------------------------------~ 

Direct Line: i ode A! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Ref: RIRI~mp 

29 August 2002 

I enclose a list of the names associated with the ten complaints which were referred to in the 

CHI report. 

A very brief resume of the issues raised in respect of the complaints about which you have 
no knowledge is included. If you would like further detail of these I would suggest that you 
contact Fiona Cameron, Operational Director, Fareham & Gosport Primary Care Trust, Unit 
180 Fareham Reach, 166 Fareham Road, Gosport, Hants, P013 OFH, tel: r-·---·-·cocfe_A _________ i 

'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

I shall be on holiday from 2"d - 22"d September. Could I suggest if you have any queries in 
the meantime or any information about Dr Barton, that you contact lan Piper the Chief 
Executive of Fareham & Gosport Primary Care Trust at the above address (or alternatively 
Fiona Cameron, the Operational Director). 

1\Qah-svr--farm\Eiderly\Management\Medical Director\Dr Reid\Letters\2002\Mr M Hudspith - GMC re CHI Report. doe 
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House, Hulbert Road, Waterlooville, Hants, P07 7GP, tel: r-·-·-·-·-C-ode-·A-·-·-·-·-! East Hampshire 
Primary Care Trust is now Dr Lord's employer and I am effeictlvely ___ the-·Medical Director (for 
secondary care services) for East Hampshire PCT and Fareham & Gosport PCT. 

Yours sincerely 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· I -·-·-i 
i i 

i Code A i 
i i 
i i 

'"·-·-·-·or-ran·ReiCI·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 
Medical Director 

cc: lan Piper 

Enc 

Fiona Cameron 
Tony Horne 

1\Qah-svr-farm\Eiderly\Management\Medical Diractor\Or Reid\Letters\2002\Mr M Hudspith -"GMC re{;HI Report.doc 
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•• 
Farthing re Cunningham Oct. '98 Dryad On GMC list. 

Wilson re Purnell Nov. '98 D_ry_ad On GMC list. 

Lack/McKenzie re Richards Aug. '98 Daedalus On GMC list. 

Reeves re Devine Jan. '00 Dryad On GMC list. 

Riply re Ripley Jul. '00 Sultan Communication with 
relatives/management of pain. 

Batson re Gilbertson Jun. '00 Dryad Management of pressure 
areas/pain relief/use of 
morphine/lack of info. and 
involvement in care/nutrition and 
fluid intake. 

Paddon-Hall re Hall May '01 Sultan Nurses dress code and attitudes 
of staff. 

Slaj1111aker re Saffin Dec. '99 Daedalus Management of leg ulcers. 

Windsor re Windsor Aug. '00 Sultan Delay in transfer/management of 
food and fluids and 
communication with family. 
Family met with Dr Knapman and 
Fiona Cameron. 

Dungworth re Madgewick Dec.'01 Dolphin Management of venflon site. IRP 
Day request turned down, for external 
Hospital review of medical notes by Dr 

Graham Dewhurst. Family have 
already met Dr Mike Bacon and 
Fiona Cameron. 

1\Qah-svr..farm\Eiderly\Management\Medical Oirector\Dr Reid\letters\2002\Mr M Hudspith- GMC re CHI Report. doe 



Your reference: RIR/cmp 

Our reference: 2002/1-608 

3 September 2002 

Fiona Cameron (Operational Director) 
Fareham and Gosport Primary Care Trust 
Unit 180 Fareham Reach 
166 Fareham Road 
Gosport 
P013 OFH 

Dear Ms Cameron 

Gosport War Memorial Hospital 

GMC101057-0990 

I am to you at the suggestion of Or I an Reid who I understand is -currently on annual 
leave. I enclose copies of my letter of 21 August 2002 to Dr'Reid and his 
subsequent response of 29 August 2002 for your information. The contents should 
be self explanatory. 

Of the 10 complaints listed in Dr Re id's resume only the complaint of Mrs Batson 
would appear to raise issues which may warrant further consideration by the GMC. 
In order to assist us in deciding whether or not this is the case, I should be grateful if 
your would provide me with full details of this particular complaint, including the 
names of those doctors complained about. 

Thank you in advance for your assistance. 

Yours sincerely 

Michael Hudspith 
Fitness to Practise Directorate 

.. -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-
i i 
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Your ref: RIR!cmp 

3 September 2002 

Or lan Reid 
Department of Medicine for Elderly People 
Queen Alexandra Hospital 
Cos ham 
Portsmouth 
Hants 
P06 3LY 

Dear Or Reid 

GMC101057-0991 

GENERAL 
M_EDICAL 
COUNCIL 
Pmccccing pucicnts. 
_qui,/ing doccor.> 

Thank you for your letter dated 29 August 2002, the content of which is rec-eiving 
attention and we shall write again in due course. 

;-·---Y.~.~-r-~--~-~I!~~!.~I_Y.: _________________ _ 
; 

I code AI 
1-·-·Tf@}ias-wcfocr·-·-·-·-·-·-__j 

Fitness to Practise Directorate 

[_-_-_-_-_---~-~-~~-_-!_-_-_-_-_-_-_] 

q8 Great Portland ~trcd London \\'1\\. )jE Tdc·phone o2o 71~0 7h.p Fax o2o 7911 3h.p 

crn..1il grnc'~~ gn1c-uk.org \\'\\"\\·.grnc-uk.org 
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Fareham and Gosport rA!/:kj 
Primary Care Trust 

Mr Michael Hudspith 
Fitness to Practise Directorate 
General Medical Council 
178 Great Portland Street 
London 
W1W 5JE 

FC/MT 

30 September 2002 

Dear Mr Hudspith 

Re: Gosport War Memorial Hospital 

Unit 180, Fareham Reach 
166 Fareham Road 

Gosport 
P013 OFH 

Tel: 01329 233447 
Fax: 01329 234984 

Thank you for your letter of 3 September. In response I am enclosing Mrs Batson's 
original complaint and Portsmouth HealthCare Trust's final response to the complaint. Dr 
lan Reid was the consultant in charge of this case and Dr Jane Barton the clinical assistant 
working with him. 

I hope this information is helpful. However, if there is anything further you require, please 
do not hesitate to contact me. 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Yours sincerely 

Code A 
Fiona Cameron ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-
Operational Director 

Enc. 



' •• I 

GMC101057-0993 

Off(!) 
~-· . 

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

I Code AI 
! i 
! i 
! i 
! i 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

2 June 2000 

Dear Mr Millett, 

Would you please take this document as a formal complaint about the 
treatment that was metered out to my mother Mrs Velma Gilbertson whilst she was a patient 
at the Gosport War Memorial Hospital last November/December? My complaint is directed 
towards Dryad Ward and no other. The week she spent in Mulberry Ward was splendid, the 
care here was second to none and I am most grateful for their excellent efforts on Mum's 
behalf. Every day Mum was washed, dressed and taken into the main ward where she 
enjoyed the inter-activity and banter enjoyed by most members of a ward when that patient is 
so obviously on the road to recovery after a very long journey. She had two, much longed for 
baths and had her hair washed and set The con~ therefore was so much greater when she 
was transferred to the floor below. > 

"•'?-.} 

·~;.. 

For ease and clarity I have taken the liberty of merely listing the problems, which we as a 
family encountered, my brother Michael is also· in agreement to the sending of this letter: -

1. In opposition to advice given by every other medical person we had encountered, 
(Mum having been in Queen Alexander Hospital since the beginning of September), it was 
decided by Dryad Ward to confine Mum to bed the reason stated was that this was the best 
way to begin the healing process of the pressure sores that she had developed. In fairness a 
proper mattress was provided but that was all. Why does this ward offer different pressure 
sore advice to every other, outside; (including the District Nurses) medical practitioner who 
without exception says confining the patient to bed is the last thing a pressure sore needs to 
heal it? 

2. Pain Relief. Mother was indeed in a great deal Qf pain and discomfort with both her 
back and her legs; she has suffered from Osteo-Arthritis for many years. At the first of many 
meetings with the medical team, it was mentioned that Oral Morphine might be the best form 
of pain control. In truth my initial horror at the suggestion of the administration ofanyfonn 
of this strong medication was only assuaged by Dr Barton who advised me that Morphine 
was not only an excellent pain reliever but; enhanced healing, stimulated the appetite and was 
a most efficient mood enhancer. Whilst subsequent medical folk have agreed with the pain 
killing effect, they have without exception shown great surprise at any mention of this drug 
being either a healer or an appetite stimulant. Having regard to the suggestion of their being 
any mood enhancing, they have suggested the opposite in that it is a drug that will by its very 
nature~ make the patient. very drowsy. Wot!-ld you please try to explain this differ-enc~ in 
advice? · 

3. As stated in 1 above, Mum's pain was great and folloWing another meeting this time 
with Dr Reid, my brother and the ev<?r present, note taking, Sister Hamlin, it was decided to 
proceed with the prescribing of Oral-Morphine. The anti-inflammatory drugs Mum had been 
having were withdrawn. Day after day, night after night f.ol.md Mum sitting bolt upright in 
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remember being reduced to tears at that stage as I had arranged Mum's tr 
improve her health not to watch her die. 

I believe that Dryad Ward practices a regime that is totally out.o ate and needs serious· 
modernisation. To exclude a family that has so· obviously pu ts of time and effort into the 
well being of their beloved parent seems somewhat arrog o say the least The frustration 
that we all felt during this most s~essful time cannot b to be explained and it is with little 
surprise that tempers were frayed on more than one . asion. To be told repeatedly that, 
(even about the simplest oftasks)"We don't dot · gs like that on this ward", can only lead to 
conflict and that was what we experienced ev day of Mum's hospitalisation. 

I have been in contact with C.A.B and A Concern who have both urged me to write this 
letter to you. I have written this withi e timescale laid down and I write in the hope that 
drawing attention to our problems·. n at this late stage may help other families who feel that 
the system has let them down. I ve not as has been suggested to me sent a copy of this to 

· the local MP.· I would wish t eat from your office in the first instance. · 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

·1 Code AI 
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L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Daphne Batson. 

·•. 
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bed, to say that she looked very uncomfortab~e would be an under statement to top all others. 
Obviously the staff was reluctant to move Mum, because of her suffering. Why then did it 
take a week and a day for the Morphine to arrive onto the ward and the administration ~gin? 

4. My brother and I have always been encouraged by all other Hospital Wards to offer as 
much mental help by way of visits and support, and practical help, by way of assisting with 
dressings, eating and washing. Imagine then our total ~hock when we encounter-ed the regime 
practiced by Dryad Ward. As next of kin we did not expect to be asked to leave the room 
every time a dressing was changed or Mum was washed. Arguably the Ward may say t}J.at it 
was not a mans place to be there at th~se times but my brother and I have personally and 
intimately cared for Mum over a long period of time and especially since the loss of Dad over 
three years ago. The Ward was aware of this. My brother and I were removed from the room 
at all times and the last straw was when, following the most stressful and acrimonious period. 
Dr Reid came to Mum's room on the evening we were scheduled for yet another meeting to 
discuss our feelings of frustration and helplessness regarding Mum's treatment, my brother 
and I were asked to leave the room and the door was actually closed with us·left outside 
feeling humiliated and staggered at the total lack common courtesy shown by this 'senior 
practitioner. He was accompanied as always by another member of staff, Sister Hamblin on 
this occasion , because never in the weeks Mum was in this ward did staff ever attend alone, 
always in twos, which gave the impression, rightly or wrongly that there was a need for a 
chaperone· or another member of staff as witness at all times. I can only speak for myself on 
this occasion when I say that I have never before encountered such total insensitivity towards 
and disregard for, feelings and consider this action to be the height of rudeness and bad · 
manners and especially so, coming from professional people such as these. One would never 
have thought we were MU111's next of kin. 
Why were we so totally excluded from any input regarding our Mother's well being it was as 
though our love and regard for Mum was not even part of the equation? Surely this Dickens -
ion approach to hospitalisation is sho9king in the light of todays political correctness. 

5. I was sitting with Mum. one evening when I asked one of the senior nurses who was at 
that time attending to the drugs trolley, what medication mum was on and yet again on this · 
ward I felt thoroughly rejected when I was given the answer that this information could not 
be- given, as it would contravene the patient's charter. ·The drugs record file was quite 
literally slami:ned shut. I asked what Mum's blood sugars were, same answer, I asked what 
levels of insulin Mum was on and yet again this information was not forthcoming. I had 
taken in for Mum some Kamillosan (a herbal lip salve) for her dry lips and some Bonjella to 
help the discomfiture of a gum ulcer. When I looked for these two items in Mum's drawer, 
they had been taken away; I was told by th~ same senior nurse that all medication was to be 
kept in the drugs cupboard. The items were returned on req1,1est and I was told that they were 
not to be used and that I should take them home. 
Why this totally unsympathetic and dictatorial approach? We were encouraged by all other 
local Hospitals as I have said before, to hav~ total input and interest in our Mother's 
treatment and improvement. Again why the total reverse system at Gosport? 

6. Having regard now to Mum's food· and liquid intake. MUm. is a-diabetic and has been 
at great efforts over these past few years to ensure.that blood sugar levels were kept to within· 
an acceptable level this you will agree is done by monitoring the food intake level. We are 
therefore quite familiar with what is and is not correct. There were no food or drink charts 

* . 
. 
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kept despite our advising the ward that Mother's appetite was poor. In an effort·to tempt 
Mum to eat more I took in diabetic milk puddings, low sugar drinks, various fruits and was 
told that under no drcumstances was I to take in any "titbits", their word not mine. I asked 
that a Dietician could be called to advise us, told her all the 'things that I had been bringing in 
and asked why was it now the wrong thing to give diabetics to eat. Of course she was totally 
shocked at the suggestion the these foods were not.appropriate and gave me another copy of 
the booklet to leave on the ward, a copy of which we have at home and have always worked 
too. Dr Ravenjanni had obviously I suggest assumed that it was these.foods that had caused 
the blood sugars to rise, if that was the case, for that must have been the reason to stop home 
prepared food. I brought in other savoury diabetic foods because the hospital food did not 
look appetising, though I realise that mass catering is difficult. Because as previously stated 
as a family we were not made aware of Mum's progress I can draw the conclusion that, as 
Mum was catheterised a U.T.I may have caused the blood sugar levels to rise. We were 
never given a reason for the food from home restriction!· 

7. Whilst I am touching on the subject of the catheter, I will mention the two occasions 
when I noticed the very dark colour of the urine therein. I twice drew this to the attention of 
the nurse and the comment was made that, here I quote that nurse "Well she's not drinking 
very much" my response was to ask why the staff were not actively encouraging Mum to 
drink more. A shrug of the shoulders was the reply I received 
Why was the liquid intake not monitored to avoid possible kidney problems? Q.A had 
monitored both food and drink throughput continually. 

To conclude this very lengthy and I most truly hope, not too rambling letter of complaint 
I must add that the few weeks that Mum was in Dryad Ward saw her total de-cline. Having 
watched Queen Alexander pull out all the stops to provide everything that Mum could need 
be it daily physiotherapy, lots of chat and encouragement from all the staff (even though this 
was a very busy surgical ward, there was always a moment for Mum) they re- kindled the 
sp!ll'k of hope in Mum, we had to watch, through the total lack ofboth mental a physical 
stimulation, the extinguishing once again, of that spark. Apart from being washed and 
nightdress changed at least three times a day,' ( I know this is a fact because I took them home 
to wash each day) and the administration of the medication, the social input and effort on 
Mum's behalf seemed minimal. When my brother first met Dr Reid at the beginning of this 
awful period in all our lives, Dr Reid expressed grave doubts as to his ability to re-habilitate 
Mum and with that idea in mind I honestly believe that no effort was made to even try. 

On·the 21 51 December last year and with the help ofDr Reid, I had Mum brought 
home to live with us. She remains a poorly lady and indeed progress has been slow but With 
the help ofFareham District Nurses who attend every othet day, a wonderful, supportive and 
understanding G.P and the total family support she has always enjoyed we look forward to 
even better days to come. 

I believe that both Dr Barton and Dr Reid assumed that Mum had cancer and with 
only scant evidence from one out of three biopsy tests assumed that Mum was tenninally ill. 
They to my knowledge made no attempt at further diagnostic tests and at the initial meeting 
with me and in the presence ofthe.note taking Sister Hamlin, Dr Barton suggested that, in her 
words, ".We had had Mum for a further five or six years following a mastectomy what more 
did we want". To say that I was shocked would be another under statement; I seem to 

· .. 
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remember being reduced to tears at that stage as I had arranged Mum's transfer to Gosport to 
improve her health not to watch her die. · 

I be Heve that Dryad Ward practices a regime that is totally out. of <late and needs -serious· 
modernisation. To exclude a family that has so· obviously put lots oftime and effort into the 
well being of their beloved parent seems somewhat arrogant to say the least. The frustration 
that we all felt during this most stressful time caimot begin to be explained and it is with little 
surprise that tempers were frayed on more than one oc~asion. To be told repeatedly that,. 
(even about the simplest of tasks)"We don't do things like that on this ward''. can only lead to 
conflict and that was what we experienced every day of Mum's hospitalisation. 

I have been in contact with C.A.B and Age Concern who have both urged me to write this 
letter to you. I have written this within the timescale laid down and I write in the hope that 
drawing attention to our problems even at this late stage may help other families who feel that 
the system has let them down. I have not as has been suggested to me sent a copy of this to 

·the local MP. I would wish to heat from your office in the first instance. 

1 am. yours most sincerely, 
~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-/Code---A I 
L_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

. . 
Daphne Batson. 
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· Dear Mrs. Batson, 

Thank you for writing to me. I was sorry to hear of your concerns ·about the care provided for 
your mother, Mrs. Velma Gilbertson, on Dryad Ward. It is very helpful that your concerns are 
listed so clearly. 

We will be conducting an investigation and I will write to you in more detail on its 
completion. We would u8ually aim to respond in full to complaints within four weeks, but 
some investigations take ~onger. I am aware that a number of key members of staff are on 
holi_d3.y over the next few weeks so it is likely to take more than a month in this case. Our · 
investigating officer, Mrs. Sue Frogley, will contact you soon and we will keep you informed 
of progress. · 

The enclosed leaflet explains how the NHS complaints procedure works, including future 
options open to you. 

~·· Yours sincerely, 

Max Millett 
Chief Executive 
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Mrs. D. Batson, 
.--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· MMILHIYJM 
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22 August 2000 
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Dear Mrs. Batson, 

Further to my earlier letters I am now able to respond in detail to your complaint about the care 
provided for your mother, Mrs. Velma Gilbertson, on Dryad ward. We are sorry that it has taken so 
long to conclude our investigation - thank you for your patience. As you know, our investigating 
officer, Mrs. Sue Frogley, spoke with those concerned with your complaint, and reviewed medical and 
nursing records. Following this Mrs. Lesley Humphrey (Quality Manager) and Mrs. Fiona Cameron 
(General Manager for Gosport and Fareham) reviewed the investigation report, drawing conclusions 
and making recommendations. 

Our investigation highlights the differing expectations of you and your family from the clinical staff. 
It also very powerfully highlights a breakdown in the relationship and trust between yourselves and 
the clinical team. I am very sorry for the distress caused by this and I will return later to this issue. 

First, I would like to respond to your specific questions in the order that they were posed. 

1. Why did Dryad ward offer different pressure sore advice to other areas? 

Mrs. Gilbertson had developed two extensive sacral sores prior to her admission to Dryad ward. 
A pressure sore assessment completed on the day of admission registered that she was at high 
risk. A score of 20 or over is considered very high risk and Mrs. Gilbertson scored 2 7. The best 
treatment for, and indeed prevention of, pressure sores is to relieve the pressure. We cannot 
comment on what you have been told by others, however bed rest with a pressure -relieving 
mattress was the appropriate care at this stage - as confirmed by our wound care guidelines {a 
copy of two ofthe guide appendices is enclosed). 

2. Dr. Barton's advice that morphine enhances healing, stimulates the appetite and is an efficient 
mood enhancer 

We have checked with our pharmacy advisory service; morphine can cause a state of euphoria 
and thus enhance a person's mood. There is, however, no identified link between morphine and 
wound healing or stimulation of appetite. We are sorry that you were given the impression that 
morphine had these properties. 
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/continued - page 2 

It would be fair to say that relieving someone's pain arid enhancing their mood might improve 
their general feeling of well-being; with a positive effect on their appetite and healing, etc. 
Conversely, however, morphine can cause nausea and vomiting in some people, and indeed 
drowsiness. I am sorry that you were left with a false impression of the potential effects of 
morphine and for the distress this has subsequently caused :You. 

3. Why did it take a week and a day for ~e morphine to arrive and administration begin? 

It is very clear that pain was a major problem for your mother, and that managing her pain 
proved to be very difficult, for a mu:nber of reasons. As you state in your letter, you were 
originally horrified at the thought ofmprphine being used, as was your brother, 
Mr. Gilbertson. The staff were acutely aware ofthi~ and did not want to cause you any upset. 

On. 8th Decem be~; 1999· Dr.. Rei4 saw your mother .. He suggested ~o her that her. pain killmg 
medication (analgesics) could be changed (i.e. that morphine could be used) but she was 
reluctant for this to happen and requested that she stayed on her current medication. 

That same day Dr. Reid saw your brother, Mr. Gilbertson. They agreed that it was essential to 
get your mother's pain·under control if she were to get back on her feet. They also agreed thatif 
other analgesics proved to be inadequate we would try to persuade your mother to have 
morphine. 

Your mother's regular pain killing medication at this time consisted of: Tramadol (which is in 
the same group of medications- opiates- as morphine, but has fewer ofthe.opiate side effects); 
paracetamol; and ibuprofen (a non-steroidal anti-inflammatory medication). The ibuprofen was 
stopped on 1Oth December because of concern that it might be affecting the functioning of your 
mother's kidneys. When the ibuprofen was stopped a TENS (Trans Electric Nerve Stimulation) 
machine was introduced, initially with good effect. This machine works by interrupting the pain 
signals to the brain. 

Despite all these efforts however Mrs. Gilbertson remained in pain, particularly on moving. 
Oral morphine was commenced on 14th December, 1999, six days after Dr. Reid's conversation 
with Mr. Gilbertson. 

From our investigation it seems there was no delay in the morphine arriving or being given; in 
fact, morphin~ is routinely kept on the ward. The staff were of the impression that they were 
following the wishes of Mrs. Gilbertson, and your brother and yourself, by continuing with other 
analgesics before resorting to morphine. 

I understand that morphine made little significant difference to Mrs. Gilbertson's pain. By the 
16th December, 1999 Mrs. Gilbertson's condition had begun to deteriorate and it was recognised 
that the morphine might be contributing to this. At your request, the administration of morphine 
was stopped, and only subsequently given with your explicit agreement, or on request from your 
mother. · 
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The whole issue of pain and pain relief seems to have created a great deal of tension between 
yourselves and the staff. Sometimes pain is difficult to control, and although distressed by her 
pain it seems that Mrs. Gilbertson was reluctant to accept stronger pain killers. I am very sorry 
that we were unable to satisfactorily control your mother's pain, and for the distress this caused 
her and yourselves. On reflection, it seems possible, that the tension between you and your 
family and the clinical staff may have clouded the issue of what would clinically have been in 
your mother's best interests. 

4. Why were you excluded from any input to your mother's well-being? 

I think perhaps there are two elements to this question: your influence on and your involvement 
in Mrs. Gilbertson's care. From our records it is clear that you and your brother had many 
meetings with the clinical staff, sometimes more than one a day, to discuss your mother's care . 

. The staff felt that they did their best to accol.ll.Qiodate yqur wis];les, allowing you to influence 
care, whilst being mindful of what they felt was clinicaliy in Mrs. Gilbertson' s best intere~s. 

With regard to your .involvement in your mother's care, and you being asked to leave the room 
whilst care was provided, it seems that the staff took an unfortunately rigid line. So long as 
Mrs. Gilbertson agreed, there was no reason why you should not have helped, or indeed 
provided, some care. (I understand that you did assist with washing.) There is also no reason 
why you should have been asked to leave the room whilst dressings were changed. I would like 
to apologise for the rigidity of the nursing approach, and for the distress this caused you. 

Dr. Reid remembers the visit you describe. He asked you to leave so that he could talk 
COJ:lfidentially to Mrs. Gilbertson about her wishes and how she was feeling. The patient's 
wishes are always paramount and they have a right to confidentiality which the doctor must 
respect. Relatives are regularly asked to leave the room so that the doctor can talk privately to 
the patient. Dr. Reid meant no disrespect to you, nor was he deliberately trying to exclude you. 
He is sorry that you felt insulted, and he denies showing any discourtesy. 

You mention staff always attending in twos, giving the impression that a chaperone or witness 
was needed. In fact, the staff felt this to be the case. The nature of the relationship between you 
all was such that staff felt intimidated and, at times, threatened. This was an unfortunate 
situation for everyone and I will comment more in my conclusion. It would also, however, be 
fair to say that as many of your questions spanned both medical and nursing issues, it was an 
adyantage to have both a doctor and a nurse present. 

5. Why was there an unsympathetic approach to simple medications and to information about blood 
sugar medication? 

There is no valid reason, other than established ward routine, as to why the Kamillosan and 
Bonjella that you brought into the ward were not left in your mother's locker. These are simple 
medications which would have caused no haim so long as the package instructions were 
followed. 



GMC101057-1002 

/continued - page 4 

With regard to giving you information about blood sugar and insulin, the Patient's Charter states 
"if you agree, you can expect your relatives and friends to be kept up to date with the progress of 
your treatment", with the aim of preserving the patient's wishes. In your mother's case, given 
the existing level of your involvement in her care, the response you received to your questions 
was very unhelpful. If the staff had any doubts about whether your mother wished such 
information to be shared with you, they·should have asked her. 

I would like to apologise for this unfriendly approach and rigid routine, and the distress it 
caused. 

6. Restriction on food from home 

When Mrs. Gilbertson was admitted to Dryad ward her blood sugars wer~ unstable, they were 
high. Her blood results and insulin·needs were carefully monitored,and her diet"Wag ... strittly 
controlled. Initially this was best managed through keeping to hospital food, as her food intake 
needed to be carefully controlled and monitored. To eat food brought from home, in addition to 
the food provided in hospital, would have caused her blood sugars to rise. 

That being said, however, once the situation settled there was no reason why agreement could 
not have been reached about what foods you would bring in to replace some of the hospital food. 
The dietitian recorded in the medical notes that she met you on 7th December, 1999 and 
discussed what foods it would be appropriate for you to bring in. It would, of course, have been 
important for you to keep this list, and to agree with the ward staff what hospital meals you 
would be replacing. I am very sorry that this ·situation was not amicably resolved. 

7. Why was liquid intake not monitored to avoid possible kidney problems? 

At interview the nursing staff have confirmed that Mrs. Gilbertson was regularly encouraged to 
drink and her fluids monitored; her care plan for catheter care regularly records that her catheter 
was draining well. There is, however, no record in the nursing notes ofvolume of fluid taken or 
passed. We would expect that specific volumes be recorded if monitoring of intake and output is 
to be effective. We would not, however, consider it necessary to monitor the fluid balance of all 
patients; we would only measure when there was a potential or actual problem. I can only 
apologise that Mrs. Gilbertson's fluid intake and output was not recorded more accurately. 

I would now like to turn to the more general comments made at the end of your letter before drawing 
some overall conclusions. 

You felt that Dr. Reid and the rest of the teain made no effort to rehabilitate your mother, and that an 
assumption was made that she was terminally ill with cancer. With regard to the latter, Dr. Reid has 
stressed that he always had an open mind because there was no evidence of recurrent cancer, and that 
no assumption was made about terminal cancer. Towards the end of her stay on Dryad ward he was, 
however, of the opinion that Mrs. Gilbertson's condition was deteriorating, that she had little strength 
or reserves left, and that it was quite likely that she would die. I understand that he explained his 
concerns to you on 16th December, 1999. 

., 
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With regard to rehabilitation, Mrs. Gilbertson had spent some three months in Queen Alexandra 
Hospital before movingto Dryad ward. From the notes it seems that for quite some time before she 
left Queen Alexandra Hospital there was concern that she was unlikely to regain much mobility. You 
may remember Dr. Logan visiting to give an opinion on whether she might be suitable for his 
rehabilitation ward. After assessing your mother's needs he concluded that there was little likelihood 
of any success from formal rehabilitation. He felt she was reaching the end of her life, that she had 
huge nursing needs, and would be likely to need long-term nursing care, possibly in a nursing home. 
Before she was admitted to Dryad ward Mrs. Gilbertson could not stand and bending her knees caused 
extreme pain, in addition to her surgical wounds and extensive pressure sores. The physiotherapist at 
Queen Alexandra Hospital recorded that trying to mobilise and sitting out in a chair aggravated your 
mother's pain, while resting alleviated the pain. 

Mrs. Gilbertson's pain severely limited any rehabilitation. Dr. Reid explained that ifher pain could 
be brought under control it mightbepossibletotry.togetherb~ck <m her feet It was not that no 
efforts were made, but that rehabilitation in these circumstances was not possible. 

With regard to your comments that "Dryad ward practice a regime that is totally out of date", we 
would agree from our investigation that there are some areas of ward philosophy and practice which 
need updating. The service manager will be working closely with the ward manager to review and 
revise how some aspects of care are managed. 

So, our conclusions. Understandably you, your mother and your brother had a desire for 
Mrs. Gilbertson to be returned to the state of health she had enjoyed before she was admitted to 
Queen Alexandra Hospital. The collective opinion of a number of clinicians (not just from Dryad 
ward) was that rehabilitation was unlikely to be successful and probably impossible. The doctors and 
nurses on Dryad ward spent many hours discussing this with you. Given all the circumstances, the 
care provided on Dryad ward was appropriate to Mrs. Gilbertson's clinical needs, and indeed to her 
personal capabilities, at the time. 

This fundamental (and seemingly unresolvable) difference in opinion and expectation between 
yourselves and the clinical team led to a breakdown in the relationships and trust between you all. 
You refer in your letter to frustration and frayed tempers on more than one occasion. I understand 
that the staff too felt frustrated and also felt that this conflict affected their ability to provide what in 
their professional opinion would be the most appropriate care for your mother. You obviously care 
deeply for your mother and wish the best for her. Equally the staff had a duty of care towards her. 
Balancing her assessed clinical needs against your wishes for her care seems to have turned into a 
power struggle. 

Unfortunately there seems to have been no winners, only losers, in this struggle. We have to conclude 
that everyone concerned had some responsibility for this situation developing as it did. The service 
manager will be working with the ward team to explore the ways of building effective partnerships 
with relatives, and in handling conflict. Dr. Barton no longer works for the Trust so she will not be 
included in this work. 

We have thought long and hard about the issues raised in your letter, which I hope is indicated in this 
response. I also hope that this helps to clarify the different perspectives about what happened and 
why. Please let me know within one month if there is any further action you would like me to take. 
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I realise that you will not be completely happy with all of this reply, but do hope that you will accept 
our apologies for the shortfalls in nursing care. 

You mentioned to Mrs. Frogley, investigating officer, that you would like to see a copy of the notes 
made by the nursing staff during meetings: The only records retained are the notes made on the 
nursing contact sheet which quite extensively detail your conversations. Mrs. Frogley has confrrmed 
that Mrs. Gilbertson has agreed to you having access to her records in this way. Enclosed is a full 
copy of these contact notes. 

Mrs. Frogley was very impressed with the care you provide for your mother at home, and I hope 
Mrs. Gilbertson's remains comfortable at home. 

Yours sincerely, 

MaxMillett 
Chief Executive 

Silent copy to: Dr. I. Reid 

··~ 
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Re: Gosport War Memorial Hospital 
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GENER._AL 
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Thank you for your letter and enclosures of 30 September 2002, the contents 
of which have been noted. 

Your correspondence has been passed to Mr Michael Hudspith for his 
attention. 

Yours sincerely 
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~hael HudspHhf-~~~~:~=~j ~~~~~~~~~~~~~~~~~~~~~~ 
From: Michael Keegan r-·-Eoiie-A·-·-·: 
Sent: 04 Oct 2002 15:4a-·-·-·-·-·-·-·-·-·-·-·-· 
To: Michael Hudspith :-·-·-co-Cie_A _____ i 
Subject: Or Barton '·-·-·-·-·-·-·-·-·-·-·-·-·· 

Michael, 

Thanks for your memo regarding additional Barton-related information. 

I am about to write to FFW and copy your memo to them. At a case conference yesterday it was suggested that 
additional cases (such as those relating to Mr Carby and Mrs Gilbertson) may be added under Rule 11, as you inquire. 
FFW will, no doubt, wish to see the additional papers you have. 

Perhaps you could discuss the matter when you get a chance? 

Michael Keegan 
rC'..nndLJ.d_Gase_Pre.senta.tion.Stjction 

I CodeA I 
i ! 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 
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Executive summary 

CHI has undertaken this investigation as a result of concerns expressed by the polke 

and others around the care and treatment of frail older people provided by Portsmouth 

Healthcare NHS Trust at Gosport War Memorial Hospital. This follows police 

investigations between 1998 and 2001 into the potential unlawful killing of a patient in 

1998. As part of their investigations, the police commissioned expert medical opinion, 

which was made available to CHI, relating to a total of five patient deaths in 1998. 

In February 2002, the police decided not to proceed with further investigations. 

Based on information .gathered during their investigations, the police were sufficiently 

concerned about the care of older people at Gosport War Memorial Hospital to share 

their concerns with CHI in August 2001. CHI is grateful to the Hampshire Constabulary 

for sharing information with us which contributed towards the local and national 

recommendations CHI makes to improve the care of this vulnerable group of NHS 

patients. 

CHI has conducted a detailed review of the systems in place to ensure good quality 

patient care. CHI does not have a statutory remit to investigate either the 

circumstances around any particular death or the conduct of any individual. 

Key conclusions 

CHI concludes that a number of factors, detailed in the report, contributed to a failure 

of trust systems to ensure good quality patient care: 

• there were insufficient local prescribing guidelines in place governing the 

prescription of powerful pain relieving and sedative medicines 

• the lack of a rigorous, routine review of pharmacy data led to high levels of 

prescribing on wards caring for older people not being questioned 

• the absence of adequate trust wide supervision and appraisal systems meant that 

poor prescribing practice was not identified 

• there was a lack of thorough multidisciplinary total patient assessment to 

determine care needs on admission 

cm also concludes that the trust now has adequate policies and guidelines in place 

which are being adhered to governing the prescription and administration of pain 

relieving medicines to older patients. 

EXECUTIVE SUMMARY yjj 
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Key findings 
National and local context {Chapter 3) 

• Throughout the timeframe -covered by the CHI investigation, CHI received evidence 

of strong leadership, with a shared set of values at corporate and divisional level in 

Portsmouth Healthcare NHS Trust. The senior management team was well 

established and, together with the trust board, functioned as a cohesive team. 

• There was lack of clarity amongst all groups of staff and stakeholders about the 

focus of care for older people and therefore the aim of the care provided. This 

confusion had been communicated to patients and relatives, which had led to 

expectations of rehabilitation which had not been fulfilled. 

Arrangements for the prescription, administration, review and recording of medicines 

(Chapter 4) 

• CHI has serious concerns regarding the quantity, combination, lack of review and 

anticipatory prescribing of medicines prescribed to older people on Dryad and 

Daedalus wards in 1998. A protocol existed in 1998 for palliative care prescribing 

referred to as the "Wessex guidelines", this was inappropriately applied to patients 

admitted for rehabilitation. 

• Though CHI is unable to determine whether these levels of prescribing contributed to 

the deaths of any patients, it is dear that had adequate checking mechanisms existed 

in the trust, this level of prescribing would have been questioned. 

B CHI welcomes the introduction and adherence to policies regarding the 

prescription, administration, review and recording of medicines. Although the 

palliative care Wessex guidelines refer to non physical symptoms of pain, the 

trust's policies do not include methods of non verbal pain assessment and rely on 

the patient articulating when they are in pain. 

Quality of care and the patient experience (Chapter 5) 

• Relatives speaking to CHI had some serious concerns about the care their relatives 

received on Daedalus and Dryad wards between 1998 and 2001. The instances of 

concern expressed to CHI were at their highest in 1998. Fewer concerns were 

expressed regarding the quality of care received on Sultan ward. 

• Based on CHI's observation work and review of recent case notes, CHI has no 

significant concerns regarding the standard of nursing care provided to the patients 

of Daedalus, Dryad and Sultan ward now. 

Staffing arrangements and responsibility for patient care (Chapter 6) 

• Portsmouth Healthcare NHS Trust did not have any systems in pla-ce to monitor 

and appraise the performance of clinical assistants. There were no arrangements in 

place for the adequate supervision of the clinical assistant working on Daedalus 

and Dryad wards. 

• There are now dear accountability and supervisory arrangements in place for trust 

doctors, nurses and allied health professional staff. 

yjjj INVESTIGATION INTO THE PORTSMOUTH HEALTHCARE NHS TRUST AT GOSPORT WAR MEMORIAL HOSPITAL 
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Lessons learnt from complaints tChapter 7) 

11 The police investigation, the review of the Health Service Commissioner, the 

independent review panel and the trust's own pharmacy data did not provide the 

trigger for the trust to undertake a review of prescribing practices. The trust should 

have responded earlier to concerns expressed around levels of sedation, which it 

was aware of in late 1998. 

11 Portsmouth Healthcare NHS Trust did effect changes in patient care over time as a 

result of patient complaints, including increased medical staffing levels and 

improved processes for communication with relatives, though this learning was not 

consolidated until 2001. CHI saw no evidence to suggest that the impact of these 

changes had been robustly monitored and reviewed. 

Clinical governance (Chapter 8) 

11 The trust responded proactively to the clinical governance agenda and had a robust 

framework in place with strong corporate leadership. 

Recommendations 

It is clear from a number of CHI recommendations to the Fareham and Gosport 

Primary Care Trust (PCT) and the East Hampshire PCT, that continued close and 

effective working relationships between both PCTs will be essential in order to 

implement the recommendations in this report. CHI is aware of the high level of 

interdependence that already exists between these two organisations and urges that 

this continues. 

CHI is aware that many of these recommendations will be relevant to emerging PCTs 

and urges all PCTs to take action where appropriate. 

Fareham and Gosport/ East Hampshire Primary Care Trust 

1. Fareham and Gosport PCT and East Hampshire PCT should work together to build 

on the many positive aspects of leadership developed by Portsmouth Healthcare NHS 

Trust in order to develop the provision of care for older people at the Gosport War 

Memorial Hospital. The PCTs should ensure an appropriate performance monitoring 

tool is in place to ensure that any quality of care and performance shortfalls are 

identified and addressed swiftly. 

2. Fareham and Gosport PCT and East Hampshire PCT should, in consultation with 

local GPs, review the admission criteria for Sultan ward. 

3. The East Hampshire PCT and Fareham and Gosport PCT should review all local 

prescribing guidelines to ensure their appropriateness for the current levels of 

dependency of the patients on the wards. 

4. The Fareham and Gosport PCT should review the provision of pharmacy services to 

Dryad, Daedalus and Sultan wards, taking into account the change in casemix and use 

of these wards in recent years. Consideration should be given to induding pharmacy 

input into regular ward rounds. 

EXfCUTIVE SUMMARY ix 
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5. As a priority, the Fareham and Gosport Per must ensure that a system is in place to 

routinely review and monitor prescribing of all medicines on wards caring for older 

people. This should include a review of recent diamorphine prescribing on Sultan 

ward. Consideration must be given to the adequacy of IT support available to facilitate 

this. 

6. The Fareham and Gosport Per and East Hampshire Per, in conjunction with the 

pharmacy department, must ensure that all relevant staff including GPs are trained in 

the prescription, administration, review and recording of medicines for older people. 

7. All patient complaints and comments, both informal and formal, should be used at 

ward level to improve patient care. The Fareham and Gosport Per and East Hampshire 

Per must ensure a mechanism is in place to ensure that shared learning is 

disseminated amongst all staff caring for older people. 

8. Fareham and Gosport Per should lead an initiative to ensure that relevant staff are 

appropriately trained to undertake swallowing assessments to ensure that there are no 

delays out of hours. 

9. Daytime activities for patients should be increased. The role of the activities 

coordinator should be revised and clarified, with input from patients, relatives and all 

therapists in order that activities complement therapy goals. 

10. The Fareham and Gosport Per must ensure that all local continence management, 

nutrition and hydration practices are in line with the national standards set out in the 

Essence of Care guidelines. 

11. Both Pers must find ways to continue the staff communication developments 

made by the Portsmouth Healthcare NHS Trust. 

12. Within the framework of the new PALS, the Fareham and Gosport Per should, as a 

priority, consult with user groups and consider reviewing specialist advice from 

national support and patient groups, to determine the best way to improve 

communication with older patients and their relatives and carers. 

13. The provision of out of hours medical cover to Daedalus, Dryad and Sultan wards 

should be reviewed. The deputising service and Pers must work towards an out of 

hours contract which sets out a shared philosophy of care, waiting time standards, 

adequate payment and a disciplinary framework. 

14. The Fareham and Gosport Per and the East Hampshire Per should ensure that 

appropriate patients are being admitted to the Gosport War Memorial Hospital with 

appropriate levels of support. 

15. The Fareham and Gosport Per should ensure that arrangements are in place to 

ensure strong, long term nursing leadership on all wards. 

16. The Fareham and Gosport Per should develop local guidance for GPs working as 

clinical assistants. This should address supervision and appraisal arrangements, clinical 

governance responsibilities and training needs. 
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17. Fareham and Gosport Per and East Hampshire Per should ensure that the learning 

and monitoring of action arising from complaints undertaken through the Portsmouth 

Healthcare NHS Trust quarterly divisional performance management system is 

maintained under the new Per management arrangements. 

18. Both Pers involved in the provision of care for older people should ensure that all 

staff working on Dryad, Daedalus and Sultan wards who have not attended customer 

care and complaints training events do so. Any new training programmes should be 

developed with patients, relatives and staff to ensure that current concerns and the 

particular needs of the bereaved are addressed. 

19. The Fareham and Gosport Per and East Hampshire Per must fully embrace the 

clinical governance developments made and direction set by the trust. 

20. All staff must be made aware that the completion of risk and incident reports is a 

requirement for all staff. Training must be put in place to reinforce the need for 

rigorous risk management. 

21. Clinical governance systems must be put in place to regularly identify and monitor 

trends revealed by risk reports and to ensure that appropriate action is taken. 

22. The Fareham and Gosport Per and East Hampshire Per should consider a revision 

of their whistle blowing policies to make it clear that concerns may be raised outside 

of normal management channels. 

Hampshire and Isle of Wight Strategic Health Authority 

23. Hampshire and Isle ofWight Strategic Health Authority should use the findings of 

this investigation to influence the nature of local monitoring of the national service 

framework for older people. 

Department of Health 

24. The Department of Health should assist in the promotion of an NHS wide 

understanding of the various terms used to describe levels of care for older people. 

25. The Department of Health should work with the Association of Chief Police 

Officers and CHI to develop a protocol for sharing information regarding patient safety 

and potential systems failures within the NHS as early as possible. 
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1 Terms of reference and 
process of investigation 
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1.1 During the summer of 2001, concerns were raised with CHI about the use of some 

medicines, particularly analgesia and levels of sedation, and the culture in which care 

was provided for older people at the Gosport War Memorial Hospital. These concerns 

were also about the responsibility for clinical care and transfer arrangements with 

other hospitals. 

1.2 On 22 October 2001, CHI launched an investigation into the management, 

provision and quality of healthcare for which Portsmouth Healthcare NHS Trust was 

responsible at the Gosport War Memorial Hospital. CHI's decision was based on 

evidence of high risk activity and the likelihood that the possible findings of a CHI 

investigation would result in lessons for the whole of the NHS. 

Terms of reference 

1.3 The investigation terms of reference were informed by a chronology of events 

provided by the trust surrounding the death of one patient. Discussions were also 

held with the trust, the Isle of Wight, Portsmouth and South East Hampshire Health 
Authority and the NHS south east regional office to ensure maximum learning locally 

and for the NHS. 

1.4 The terms of reference agreed on 9 October 2001 are as follows: 

The investigation will look at whether, since 1998, there had been a failure of trust 

systems to ensure good quality patient care. The investigation will focus on the 

following elements within services for older people (inpatient, continuing and 

rehabilitative care) at Gosport War Memorial Hospital. 

i) staffing and accountability arrangements, including out of hours 

ii) the guidelines and practices in place at the trust to ensure good quality care and 

effective performance management 

iii) arrangements for the prescription, administration, review and recording of 

drugs 

iv) communication and collaboration between the trust and patients, their relatives 

and carers and with partner or.ganisations 

v) arrangements to support patients and their relatives and carers towards the end 

of the patient's life 

vi) supervision and training arrangements in place to enable staff to provide 

effective care 
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In addition, CHI will examine how lessons to imprbve patient care have been learnt 

across the trust from patient complaints. 

The investigation will also look at the adequacy of the trust's clinical governance 

arrangements to support inpatient continuing and rehabilitation care for older people. 

CHI's investigation team 

1.5 CHI's investigation team were: 

11 Alan Carpenter, Chief Executive, Somerset Coast Primary Care Trust 

11 Anne Grosskurth, CHI Support Investigations Manger 

11 Dr Tony Luxton, Consultant Geriatrician, Cambridge City Primary Care Trust 

11 Julie Miller, CHI Lead Investigations Manager 

11 Maureen Morgan, Independent Consultant and former Community Trust Nurse 

Director 

11 Mary Parkinson, lay member {Age Concern) 

11 Jennifer Wenborn, Independent Occupational Therapist 

1.6 The team was supported by: 

11 Liz Fradd, CHI Director of Nursing, lead CHI director for the investigation 

11 Nan Newberry, CHI Senior Analyst 

11 Ian Horrigan, CHI Analyst 

11 Kellie Rehill, CHI Investigations Coordinator 

11 a medical notes review group established by CHI to review anonymised medical 

notes (see appendix E) 

11 Dr Barry Tennison, CHI Public Health Adviser 

The investigation process 

1. 7 The investigation consisted of five interrelated parts: 

11 review and analysis of a range of documents specific to the care of older people at 

the trust, including clinical governance arrangements, expert witness reports 

forwarded by the police and relevant national documents (see appendix A for a list 

of documents reviewed) 

11 analysis of views received from 36 patients, relatives and friends about care 

received at Gosport War Memorial Hospital. Views were obtained through a range 

of methods, including meetings, correspondence, telephone calls and a short 

questionnaire (see appendix B for an analysis of views received) 
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a a five day visit by CHI's investigation team to Gosport War Memorial Hospital 

when a total of 59 staff from all groups involved in the care and treatment of older 

people at the hospital and trust managers were interviewed. CHI also undertook 

periods of observation on Daedalus, Dryad and Sultan wards (see appendix C for a 

list of all staff interviewed) 

a interviews with relevant agencies and other NHS organisations, including those 

representing patients and relatives (see appendix D for a list of organisations 

interviewed) 

a an independent review of anonymised clinical and nursing notes of a random 

sample of patients who had died on Daedalus, Dryad and Sultan wards between 

August 2001 and January 2002. The term of reference for this piece of work, the 

membership of the CHI team which undertook the work, and a summary of 

findings are attached at appendices E and F. CHI shared the summary with the 

Fareham Et Gosport PCf in May 2002 
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investigation 

Events surrounding the CHI investigation 

Police investigations 

GMC101057-1023 

2.1 A relative of a 91 year old patient who died in August 1998 on Daedalus ward made 

a complaint to the trust about her care and treatment. The police were contacted in 

September 1998 with allegations that this patient had been unlawfully killed. A range of 

issues were identified by the police in support of the allegation and expert advice sought. 

Following an investigation, documents were referred to the Crown Prosecution Service 

in November 1998 and again in February 1999. The Crown Prosecution Service 

responded formally in March 1999 indicating that, in their view, there was insufficient 

evidence to prosecute any staff for manslaughter or any other offence. 

2.2 Following further police investigation, in August 2001, the Crown Prosecution 

Service advised that there was insufficient evidence to provide a realistic prospect of a 

conviction against any member of staff. 

2.3 Local media coverage in March 2001 resulted in 11 other families raising concerns 

about the circumstances of their relatives' deaths in 1997 and 1998. The police decided 

to refer four of these deaths for expert opinion to determine whether or not a further, 

more extensive investigation was appropriate. Two expert reports were received in 

December 2001 which were made available to CHI. These reports raised very serious 

clinical concerns regarding prescribing practices in the trust in 1998. 

2.4 In February 2002, the police decided that a more intensive police investigation was 

not an appropriate course of action. In addition to CHI, the police have referred the 

expert reports to the General Medical Council, the United Kingdom Central Council 

(after 1 April 2002, the Nursing and Midwifezy Council), the trust, the Isle of Wight, 

Portsmouth and East Hampshire Health Authority and the NHS south east regional 

office. 

2.5 The police made the trust aware of potential issues around diamorphine usage in 

December 1998, and were sent the expert witness reports in February 2002. 
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Action taken by professional regulatory bodies 

2.6 The General Medical Council is currently reviewing whether any action against 

any individual doctor is warranted under its fitness to practice procedures. 

2.7 The Nursing and Midwifery Council are considering whether there are any issues 

of professional misconduct in relation to any of the nurses referr-ed to in police 

documentation. 

Complaints to the trust 

2.8 There have been 10 complaints to the trust concerning patients treated on 

Daedalus, Dryad and Sultan wards since 1998. Three complaints between August and 

December 1998 raised concerns which included pain management, the use of 

diamorphine and levels of sedation on Daedalus and Dryad wards, including the 

complaint which triggered the initial police investigation. This complaint was not 

pursued through the NHS complaints procedure. 

Action taken by the health authority 

2.9 In the context of this investigation, the Isle of Wight, Portsmouth and East 

Hampshire Health Authority had two responsibilities. Firstly, as the statutory body 

responsible for commissioning NHS services for local people in 1998 and, secondly, as 

the body through which GPs were permitted to practice. Some of the care provided to 

patients at the Gosport War Memorial Hospital, as in community hospitals throughout 

the NHS, is delivered by GPs on hospital premises. 

2.10 In June 2001, the health authority voluntary local procedure for the identification 

and support of primary care medical practitioners whose practice is giving cause for 

concern reviewed the prescribing practice of one local GP. No concerns were found. 

This was communicated to the trust. 

2.11 In July 2001, the chief executive of the health authority asked CHI for advice in 

obtaining a source of expertise in order to reestablish public confidence in the services 

for older people in Gosport. This was at the same time as the police contacted cm. 

2.12 Following receipt of the police expert witness reports in February 2002, the 

health authority sought local changes in relation to the prescription of certain 

painkillers and sedatives (opiates and benzodiazepines) in general practice. 
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Action taken by the NHS south east region a I office 

2.13 For the period of the investigation, the NHS regional <>ffices were responsible for 

the strategic and perf'Ormance management of the NHS, including trusts and health 

authorities. The NHS south east regional office had information available expressing 

concerns around prescribing levels at the Gosport War Memorial Hospital. Information 

included a report by the Health Service Ombudsman and serious untoward incident 

reports forwarded by the trust in April and July 2001 in response to media articles 

about the death of a patient at the Gosport War Memorial Hospital. 

The health authority and NHS south east regional office met to discuss these issues on 

6 April 2001. 
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3 National and local context 

National context 

3.1 The standard of NHS care for older people has long caused concern. A number of 

national reports, including the NHS Plan and the Standing Nursing and Midwifery 

Committee's 2001 annual report found aspects of care to be deficient. National concerns 

raised include: an inadequate and demoralised workforce, poor care environments, lack 

of seamless care within the NHS and ageism. The NHS Plan's section Dignity, security 
and independence in old age, published in July 2000, outlined the government's plans 

for the care of older people, detailed in the national service framework. 

3.2 The national service framework for older people was published in March 2001 and 

sets standards of care for older people in all care settings. It aims to ensure high 

quality of care and treatment, regardless of age. Older people are to be treated as 

individuals with dignity and respect. The framework places special emphasis on the 

involvement of older patients and their relatives in the care process, including care 

planning. 

3.3 National standards called Essence of Care, published by the Department of Health 

in 2001, provide standards for assessing nursing practice against fundamental aspects 

of care such as nutrition, preventing pressure sores and privacy and dignity. These are 

designed to act as an audit tool to ensure good practice and have been widely 

disseminated across the NHS. 

Trust background 

3.4 Gosport War Memorial Hospital was part of Portsmouth Healthcare NHS Trust 

between April 1994 and April 2002. The hospital is situated on the Gosport peninsula 

and has 113 beds. Together with outpatient services and a day hospital, there are beds 

for older people and maternity services. The hospital does not admit patients who are 

acutely ill and it has neither an AEtE nor intensive care facilities. Portsmouth 

Healthcare NHS Trust provided a range of community and hospital based services for 

the people of Portsmouth, Fareham, Gosport and surrounding areas. These services 

included mental health (adult and elderly), community paediatrics, elderly medicine, 

learning disabilities and psychology. 

3.5 The trust was one of the largest community trusts in the south of England and 

employed almost 5,000 staff. In 2001/2002 the trust had a budget in ex~ess of £100 

million and over 200/o of income spent on its largest service, elderly medicine. All the 

trust's financial targets were met in 2000/2001. 

CHAPTER 3 : NATIONAL AND LOCAL CONTEXT 7 



GMC101057-1027 

Move towards the primary care trust 

3.6 Portsmouth Healthcare NHS Trust was dissolved on 31 March 2002. Servic~s have 

been transferred to local primary care trusts (Pers), including Fareham and Gosport 

Per, which became operational as a level four Per in April 2002. Arrangements have 

been made for each Per to host provider services on a district wide basis but each Per 

retains responsibility for commissioning its share of district wide services from the 

host Per. Fareham and Gosport Per will manage many of the staff, premises and 

facilities of a number of sites, including the Gosport War Memorial Hospital. Medkal 

staff involved in the care of older people, including those working at the Gosport War 

Memorial Hospital, are now employed by the East Hampshire Per. 

Portsmouth Healthcare NHS Trust strategic management 

3.7 The trust board consisted of a chair, five non executive directors, the -chief 

executive, the executive directors of operations, medicine, nursing and finance and the 

personnel director. The trust was organised into six divisions, two of which are 

relevant to this investigation. The Fareham and Gosport division, which managed the 

Gosport War Memorial Hospital, and the department of medicine for elderly people. 

3.8 CHI heard that the trust was well regarded in the local health community and had 

developed constructive links with the health authority and local primary care groups 

(PCGs). For example, in the lead up to the formation of the new PCI, Portsmouth 

Healthcare NHS Trust's director of operations worked for two days each week for the 

East Hampshire Per. Other examples included the joint work of the PCG and the trust 

on the development of intermediate care and clinical governance. High regard and 

respect for trust staff was also commented on by the local medical committee, Unison 

and the Royal College of Nursing. 

Local services for older people 

3.9 Before April 2002, access to medical beds for older people in Portsmouth (which 

included acute care, rehabilitation and continuing care) was managed through the 

department of medicine for elderly people which was managed by the Portsmouth 

Health care NHS Trust. Some of the beds were located in community hospitals such as 

the Gosport War Memorial Hospital, where the day to day general management of the 

hospital was the responsibility of the locality divisions of Portsmouth Healthcare NHS 

Trust. The Fareham and Gosport division of the trust fulfilled this role at the Gosport 

War Memorial Hospital. 

3.10 The department of medicine for elderly people has now transferred to East Hampshire 

Per. The nursing staff of the wards caring for older people at the Gosport War Memorial 

Hospital are now employed by the Fareham and Gosport Per. Management of all services 

for older people has now transferred to the East Hampshire Per. 

3.11 General acute services were, and remain, based at Queen Alexandra and St Mary's 

hospitals, part of the Portsmouth Hospitals NHS Trust, the local acute trust. Though an 

unusual arrangement, a precedent for this model of care existed, for example in 

Southampton Community NHS Trust. 
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3.12 Until August 2001, the Royal Hospital Haslar, a Ministzy of Defence military 

hospital on the Gosport peninsula, also provided acute medical care to civilians, many 

of whom were older people, as well as military staff. 

Service performance management 

3.13 Divisional management at Portsmouth Healthcare NHS Trust was well defined, 

with clear systems for reporting and monitoring. The quarterly divisional review was 

the principal tool for the performance management of the Fareham and Gosport 

division. The review considered regular reports on clinical governance, complaints and 

risk. Fareham and Gosport division was led by a general manager, who reported to the 

operational director. Leadership at Fareham and Gosport divisional level was strong 

with clear accounting structures to corporate and board level. 

Inpatient services for older people at the Gosport 
War Memorial Hospital 1998-2002 

3.14 Gosport War Memorial Hospital provides continuing care, rehabilitation, day 

hospital and outpatient services for older people and was managed by the Fareham 

and Gosport division. In November 2000, as a result of local developments to develop 

intermediate and rehabilitation services in the community, there was a change in the 

use of beds at the hospital to provide additional rehabilitation beds. 

3.15 In 1998, three wards at Gosport War Memorial Hospital admitted older patients 

for general medical care: Dryad, Daedalus and Sultan. This is still the case in 2002. 

Figure 3.1 Inpatient provision at Gosport War Memorial Hospital by ward 

Ward 

Dryad 

Daedalus 

Sultan 

1998 

20 continuing care beds. Patients admitted 
under the care of a consultant, with some 
day to day care provided by a clinical 
assistant. 

16 continuing care beds and 8 for slow 
stream rehabilitation. Patients admitted 
under the care of a consultant, some day 
to day care provided by a clinical assistant. 

24 GP beds with care managed by patients' 
own GPs. Patients were not exclusively older 
patients; care could include rehabilitation 
and respite care. A ward manager (or sister) 
managed the ward, which was staffed by 
Portsmouth Healthcare NHS Trust staff. 

2002 

20 continuing care beds for frail 
elderly patients and slow stream 
rehabilitation. Patients admitted under 
the care of a consultant. Day to day 
care is provided by a staff grade doctor. 

24 rehabilitation beds: 8 general, 8 fast 
and 8 slow stream (since November 
2000). Patients admitted under the 
care of a consultant. Day to day care 
provided by a staff grade doctor. 

The situation is the same as in 1998, 
except that the nursing staff are now 
employed by Fareham and Gosport PCT. 
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Admission criteria 

3.13 The current criteria for admission to both Dzyad and Daedalus wards are that the 

patient must be over 65 and be registered with a GP within the Gosport PCG {now a 

part of Fareham and Gosport Pcr). In addition, Dzyad patients must have a Barthel 

score of under 4/20 and require specialist medkal and nursing intervention. The 

Barthel score is a validated tool used to measure physical disability. Daedalus patients 

must need multidisciplinazy rehabilitation, for example following a stroke. 

3.14 There was, and still is, a comprehensive list of admission criteria for Sultan ward 

developed in 1999, all of which must be met prior to admission. The criteria state that 

patients must not be medically unstable and no intravenous lines must be in situ. 

Elderly mental health 

3.15 Although not part of the CHI investigation, older patients are also cared for on 

Mulberzy ward, a 40 bed assessment unit comprising Collingwood and Ark Royal 

wards. Patients admitted to this ward are under the care of a consultant in elderly 

mental health. 

Terminology 

3.16 CHI found considerable confusion about the terminology describing the various 

levels of care for older people in written information and in interviews with staff. For 

example, the terms stroke rehab, slow stream rehab, vezy slow stream rehab, 

intermediate and continuing care were all used. CHI was not aware of any common 

local definition for these terms in use at the trust or of any national definitions. CHI 

stakeholder work confirmed that this confusion extended to patients and relatives in 

terms of their expectations of the type of care received. 

KEY Fl NDI NGS 

1. Throughout the timeframe covered by the CHI investigation, CHI received evidence of 
strong leadership, with a shared set of values at corporate and divisional level in Portsmouth 
Healthcare NHS Trust. The senior management team was well established and, together with 
the trust board, functioned as a cohesive team. The chief executive was accessible to and well 
regarded by staff both within the trust and in the local health economy. Good links had been 
developed with local PCGs. 

2. The case note review undertaken by CHI confirmed that the admission criteria for both 
Dryad and Daedalus wards were being adhered to over recent months and that patients were 
being appropriately admitted. However, CHI found examples of some recent patients who had 
been admitted to Sultan ward with more complex needs than stipulated in the admission 
criteria that may have compromised patient care. 

3. There was lack of clarity amongst all groups of staff and stakeholders about the focus of 
care for older people and therefore the aim of the care provided. This confusion had been 
communicated to patients and relatives, which had led to expectations of rehabilitation that 
had not been fulfilled. 
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RECOMMENDATIONS 

1. Fareham and Gosport PCT and East Hampshire PCT should work together to build on the 
many positive aspects of leadership developed by Portsmouth Healthcare NHS Trust in order 
to develop the provision of care for older people at the Gosport War Memorial Hospital. The 
PCTs should ensure an appropriate performance monitoring tool is in place to ensure that any 
quality of care and performance shortfalls are identified and addressed swiftly. 

2. Hampshire and Isle of Wight strategic health authority should use the findings of this 
investigation to influence the nature of local monitoring of the national service framework 
for older people. 

3. Fareham and Gosport PCT and East Hampshire PCT should, in consultation with local GPs, 
review the admission criteria for Sultan ward. 

4. The Department of Health should assist in the promotion of an NHS wide shared 
understanding of the various terms used to describe levels of care for older people. 
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4 I Arrangements for the 
prescription, administration, 
review and recording of 
medicines 

Police inquiry and expert witness reports 
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4.1 CHI's terms of reference for its investigation in part reflected those of the earlier 

preliminary inquiry by the police, whose reports were made available to cm. 

4.2 Police expert witnesses reviewed the care of five patients who died in 1998 and 

made general comments in the reports about the systems in place at the trust to ensure 

effective clinical leadership and patient management on the wards. The experts' 

examination of the use of medicines in Daedalus, Dryad and Sultan wards led to 

significant concern about three medicines, the amounts which had been prescribed, the 

combinations in which they were used and the method of their delivery. In summary: 

• there was no evidence of trust policy to ensure the appropriate prescription and 

dose escalation of strong opiate analgesia as the initial response to pain. It was the 

view of the police expert witnesses that a more reasonable response would have 

been the prescription of mild to moderate medicine initially with appropriate 

review in the event of further pain followed up 

• there was inappropriate combined subcutaneous administration of diamorphine, 

midazolam and haloperidol, which could carry a risk of excessive sedation and 

respiratory depression in older patients, leading to death 

• there were no clear guidelines available to staff to prevent assumptions being made 

by clinical staff that patients had been admitted for palliative, rather than 

rehabilitative care 

• there was a failure to recognise potential adverse effects of prescribed medicines by 

clinical staff 

• clinical managers failed to routinely monitor and supervise care on the ward 

It is important to emphasise that these reports were not produced for this cm 
investigation and CHI cannot take any responsibility for their accuracy. Whilst the 

reports provided CHI with very useful information, CHI has relied on its own 

independent scrutiny of data and information gathered during the investigation to 

reach the conclusions in this chapter. 
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Medicine usage 

4.3 In order to determine the levels of prescribing at the trust between 1998 and 

2001, CHI requested a breakdown from the trust of usage of diamorphine, haloperidol 

and midazolam for Daedalus, Dryad and Sultan wards. Data was also requested on 

the method of drug delivery. The data relates to medicines issued from the pharmacy 

and does not include any wastage, nor can it verify the quantity of medicines 

administered to each patient. As the data does not offer any breakdown of casemix, it 

is not possible to determine how complex the needs of patients were in each year. 

Staff speaking to CHI described an increase in the numbers of sicker patients in 

recent years. A detailed breakdown of medicines issued to each ward is attached at 

appendix I. 

4.4 The experts commissioned by the police had serious concerns about the level of 

use of these three medicines (diamorphine, haloperidol and midazolam) and the 

apparent practice of anticipatory prescribing. CHI shares this view and believes the use 

and combination of medicines used in 1998 was excessive and outside normal 

practice. The following figures indicate the use of each medicine by ward and year, 

plotted alongside the number patients treated (finished consultant episodes). 

4.5 The trust's own data, provided to CHI during the site visit week, illustrates a 

marked decline in the usage of diamorphine, haloperidol and midazolam in recent 

years. This decline has been most pronounced on Dryad ward and is against a rise in 

FCEs during the same timeframe. The trust's data demonstrates that usage of each of 

these medicines peaked in 1998/99. On Sultan ward, the use of haloperidol and 

midazolam have also declined in recent years with a steady increase in FCEs. 

Diamorphine use, after declining dramatically in 1999/00, showed an increase in 

2000/01. 
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Medicine issued 1997/i998-2000/200l attordlng to the number of finished consultant 
episodes per ward, based on information provided by the Portsmouth He.alth<:are NHS Trust 
(s.ee appendkes H and I) 

Figure 4,1 Diamorphine use -
Oaedalus ward 
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Figure 4.2 Hal.operidol use -
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Figure 4.3 Midazolam use­
Daedalus ward 
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figure 4.4 Diamorphine use­
Dryad ward 
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Figure 4.7 Diamorphine use­
Sultan ward 
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Figure 4.8 Haloperidol use­
Sultan ward 

2500 l!E~TI000!0[:a:·%fss.'%&%00.··:F;.:;;:~·T 500 
2oooJ 400 ~ 

01 1500 \ 300 t :11 
2 '1000 ,( 200 -€ tt: 

GMC101057-1035 

5(!0 ·•· '' 100 ~ 
0 

:1997/98 1998/9,'"'9+·1··''9""""99 .... /'o,;.o . .,. ... o, ...... ot""'o"'t·-·+ 
0 I 

Period : 

-----------1-1-al-o-pe_r_ld_o_l..,..._··_·-F_C_E_s ~---_j 

C'l 
::E 

Figure 4.9 Midazolam use­
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Assessment and management of pain 

4.6 Part of the individual total assessment of each patient includes an assessment of 

any pain they may be experiencing and how this is to be managed. In 1998, the trust 

did not have a policy for the assessment and management of pain. This was 

introduced in April 2001, in collaboration with Portsmouth Hospitals NHS Trust, and is 

due for review in 2003. The stated purpose of the document was to identify 

mechanisms to ensure that all patients have early and effective management of pain 

or distress. The policy placed responsibility for ensuring that pain management 

standards are implemented in every clinical setting and sets out the following: 

• the prescription must be written by medical staff following diagnosis of type(s) of 

pain and be appropriate given the current circumstances of the patient 

• if the prescription states that medication is to be administered by continuous 

infusion (syringe driver), the rationale for this decision must be clearly documented 

• all prescriptions for drugs administered via a syringe driver must be written on a 

prescription sheet designed for this purpose 

4.7 CHI has also seen evidence of a pain management cycle chart and ari 'analgesic 

ladder: The analgesic ladder indicates the drug doses for different levels and types of 

pain, how to calculate opiate doses, gives advice on how to evaluate the effects of 

analgesia and how to observe for any side effects. Nurses interviewed by CHI 

demonstrated a good understanding of pain assessment tools and the use of the 

analgesic ladder. 

4.8 CHI was told by some nursing staff that following the introduction of the policy, it 
took longer for some patients to become pain free and that medical staff were 

apprehensive about prescribing diamorphine. Nurses also spoke of a reluctance of 

some patients to take pain relief. CHI's case note review concluded that two of the 

15 patients reviewed were not prescribed adequate pain relief for part of their 

stay in hospital. 

4.9 Many staff interviewed referred to the "Wessex guidelines': This is a booklet called 

Palliative care handbook guidelines on clinical management drawn up by Portsmouth 

Healthcare NHS Trust, the Portsmouth Hospitals NHS Trust and a local hospice, in 

association with the Wessex palliative care units. These guidelines were in place in 1998. 

Although the section on pain focuses on patients with cancer, there is a clear highlighted 

statement in the guidelines that states "all pains have a significant psychological 

component, and fear, anxiety and depression will all lower the pain threshold': 

4.10 The Wessex guidelines are comprehensive and include detail, in line with British 

National Formulary recommendations, on the use, dosage, and side effects of 

medicines commonly used in palliative care. The guidelines are not designed for a 

rehabilitation environment. 

4.11 CHI's random case note review of 15 recent admissions concluded that the pain 

assistance and management policy is being adhered to. CHI was told by staff of the 

previous practice of anticipatory prescribing ofpalliative opiates. As a result of the 

pain and assessment policy, this practice has now stopped. 
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Prescription writing policy 

4.12 This policy was produced jointly with the Portsmouth Hospitals NHS Trust in 

March 1998. The policy covered the purpose, scope, responsibilities and requirements 

for prescription writing, medicines administered at nurses' discretion and controlled 

drugs. A separate policy covers the administration of intravenous medicines. 

4.13 The policy has a section on verbal prescription orders, including telephone orders, 

in line with UKCC guidelines. CHI understands that arrangements such as these are 

common practice in GP led wards and work well on the Sultan ward, with 

arrangements in place for GPs to sign the prescription within 12 hours. These 

arrangements were also confirmed by evidence found in CHI's case note review. 

Administration of medicines 

4.14 Medicines can be administered in a number of ways, for example, orally in tablet 

or liquid form, by injection and via a syringe driver. Some of the medicines used in 

the care of older people can be delivered by a syringe driver, which delivers a 

continuous subcutaneous infusion of medication. Syringe drivers can be an entirely 

appropriate method of medicine administration that provides good control of 

symptoms with little discomfort or inconvenience to the patient. Guidance for staff on 

prescribing via syringe drivers is contained within the trust's policy for assessment and 

management of pain. The policy states that all prescriptions for continuous infusion 

must be written on a prescription sheet designed for this purpose. 

4.15 Evidence from CHI's case note review demonstrated good documented examples 

of communication with both patients and relatives over medication and the use of 

syringe drivers and the application of the trust's policy. 

4.16 Information provided by the trust indicates that only two qualified nurses from 

Sultan ward had taken part in a syringe driver course in 1999. Five nurses had also 

completed a drugs competencies course. No qualified nurses from Dryad or Daedalus 

ward had taken part in either course between 1998 and 2001. Some nursing and 

healthcare support staff spoke of receiving syringe driver information and training 

from a local hospice. 

Role of nurses in medicines administration 

4.17 Registered nurses are regulated by the Nursing and Midwifery Council, a new 

statutory body which replaced the United Kingdom Central Council on 1 April 2002. 

Registered nurses must work within their code of professional conduct (UKCC, June 

1992). The scope of professional practice clarified the way in which registered nurses 

are personally accountable for their own clinical practice and for -care they provide to 

patients. The standards for the administration of medicines (UKCC, October 1992) 

details what is expected of nurses carrying out this function. 
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4.16 Underpinning all of the regulations that govern nursing practice, is the 

requirement that nurses act in the best interest of their patients at all times. This could 

include challenging the prescribing of other clinical staff. 

Review of medicines 

4.19 The regular ward rounds and multidisciplinazy meetings should include a review 

of medication by senior staff, which is recorded in the patient's case notes. CHI 

recognises the complexity of multidisciplinazy meetings. Despite this, a process should 

be found to ensure that effective and regular reviews of patient medication take place 

by senior clinicians and pharmacy staff. 

Structure of pharmacy 

4.20 Portsmouth Healthcare NHS Trust has a service level agreement for pharmacy 

services with the local acute trust, Portsmouth Hospitals NHS Trust. An E grade 

pharmacist manages the contract locally and the service provided by a second 

pharmacist, who is the lead for older peoples' services. Pharmacists speaking to CHI 

spoke of a remote relationship between the community hospitals and the main 

pharmacy department at Queen Alexandra Hospital, together with an increasing 

workload. Pharmacy staff were confident that ward pharmacists would now challenge 

large doses written up by junior doctors but stressed the need for a computerised 

system which would allow clinician specific records. There are some recent plans to 

put the trust's A compendium of drug therapy guidelines on the intranet, although this 

is not easily available to all staff. 

4.21 Pharmacy training for non pharmacy staff was described as "totally inadequate" 

and not taken seriously. Nobody knew of any training offered to clinical assistants. 

4.22 There were no systems in place in 1996 for the routine review of pharmacy data 

which could have alerted the trust to any unusual or excessive patterns of prescribing, 

although the prescribing data was available for analysis. 

KEY FINDINGS 

1. CHI has serious concerns regarding the quantity, combination, lack of review and 
anticipatory prescribing of medicines prescribed to older people on Dryad and Daedalus wards 
in 1998. A protocol existed in 1998 for palliative care prescribing (the "Wessex guidelines") 
but this was inappropriately applied to patients admitted for rehabilitation. 

2. Though CHI is unable to determine whether these levels of prescribing contributed to the 
deaths of any patients, it is clear that had adequate checking mechanisms existed in the 
trust, this level of prescribing would have been questioned. 

3. The usage of diamorphine, midazolam and haloperidol has declined in recent years, 
reinforced by trust staff interviewed by CHI and by CHI's own review of recent case notes. 
Nursing staff interviewed confirmed the decreased use of both diamorphine and the use of 
syringe drivers since 1998. 
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4. CHI found some evidence to suggest a recent reluctance amongst clinicians to prescribe 
sufficient pain relieving medication. Despite this, diamorphine usage on Sultan ward 
2000/2001 showed a marked incr~ase. 

5. CHI welcomes the introduction and adherence to policies regarding the prescription, 
administration, review and recording of medicines. Anticipatory prescribing is no longer 
evident on these wards. Although the palliative care Wessex guideli~s refer to non physical 
symptoms of pain, the trust's policies do not include methods of non verbal pain assessment 
and rely on the patient articulating when they are in pain. 

6. CHI found little evidence to suggest that thorough individual total patient assessments 
were being made by multidisciplinary teams in 1998. CHI's case note review concluded that 
this approach to care had been developed in recent years. 

7. Pharmacy support to the wards in 1998 was inadequate. The trust was able to produce 
pharmacy data in 2002 relating to 1998. A system should have b~n in place to review and 
monitor prescribing at ward level, using data such as this as a basis. 

RECOMMENDATIONS 

1. As a priority, the Fareham and Gosport PCT must ensure that a system is in place to 
routinely review and monitor prescribing of all medicines on wards caring for older people. 
This should include a review of recent diamorphine prescribing on Sultan ward. Consideration 
must be given to the adequacy of IT support available to facilitate this. 

2. The East Hampshire PCT and Fareham and Gosport PCT should review all local prescribing 
guidelines to ensure their appropriateness for the current levels of dependency of the 
patients on the wards. 

3. The Fareham and Gosport PCT should review the provision of pharmacy services to Dryad, 
Daedalus and Sultan wards, taking into account the change in casemix and use of these 
wards in recent years. Consideration should be given to including pharmacy input into regular 
ward rounds. 

4. The Fareham and Gosport PCT and East Hampshire PCT, in conjunction with the pharmacy 
department, must ensure that all relevant staff including GPs are trained in the prescription, 
administration, review and recording of medicines for older people. 
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5.1 This chapter details CHI's findings following contact with patients and relatives. 

This needs to be put into the context of the 1,725 finished consultant episodes for 

older patients admitted to the Gosport War Memorial Hospital between April 1998 and 

March 2001. Details of the methods used to gain an insight into the patient experience 

and of the issues raised with CHI are contained in appendix B. 

Patient expeience 

5.2 As with all patients being cared for when they are sick and vulnerable, it is 

important to treat each person as a whole. For this reason, the total holistic assessment 

of patients is critical to high quality individual care tailored to each patient's specific 

needs. The following sections are key elements (though not an exhaustive list) of total 

assessments which were reported to CHI by stakeholders. 

5.3 CHI examined in detail the experience of older patients admitted to the Gosport 

War Memorial Hospital between 1998 and 2001 and that of their relatives and carers. 
This was carried out in two ways. Firstly, stakeholders were invited, through local 

publicity, to make contact with CHI. The police also wrote to relatives who had 

expressed concern to them informing them of CHI's investigation. Views were invited 

in person, in writing, over the telephone and by questionnaire. A total of 36 patients 

and relatives contacted CHI during the investigation. 

5.4 Secondly, CHI made a number of observation visits, including at night, to 

Daedalus, Dryad and Sultan wards during the site visit week in January 2002. Some of 

the visits were unannounced. Mealtimes, staff handovers, ward rounds and medicine 

rounds were observed. 

Stakeholder views 

5.5 The term stakeholder is used by CHI to define a range of people that are affected 

by, or have an interest in, the services offered by an organisation. CHI heard of a 

range of both positive and less positive experiences, of the care of older people. The 

most frequently raised concerns with CHI were: the use of medicines, the attitude of 

staff, continence management, the use of patients' own clothing, transfer 

arrangements between hospitals and nutrition and fluids. More detail on each of these 

areas is given below. 
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5.6 Relatives expressed ~oncern around a perceived lack of nutrition and fluids as 

patients neared the end of their lives: "no water and fluids for last four days of life". 

Comments were also raised about unsuitable, unappetising food and patients being left 

to eat without assistance. A number of stakeholders ~ommented on untouched food 

being cleared away without patients being given assistance to eat. 

5.7 Following comments by stakeholders, cm reviewed the trust policy for nutrition 

and fluids. The trust conducted a trust wide audit of minimum nutritional standards 

between October 1997 and March 1998, as part of the five year national strategy 

Feeding People. The trust policy, Prevention and management of malnutrition (2000), 

included the designation of an appropriately trained lead person in each clinical area, 

who would organise training programmes for staff and improve documentation to 

ensure full compliance. The standards state: 

• all patients must have a nutritional risk assessment on admission 

• registered nurses must plan, implement and oversee nutritional care and refer to an 

appropriate professional as necessary 

• all staff must ensure that documented evidence supports the continuity of patient 

care and clinical practice 

• all clinical areas should have a nominated nutritional representative who attends 

training/updates and is a resource for colleagues 

• systems should be in place to ensure that staff have the required training to 

implement and monitor the Feeding People standards 

5.8 A second trust audit in 2000 concluded that, overall, the implementation of the 

Feeding People standards had been "very encouraging': However, there were concerns 

about the lack of documentation and a sense of complacency as locally written 

protocols had not been produced throughout the service. 

5.9 Cm's review of recent case notes concluded that appropriate recording of patient 

intake and output was taking place. cm was concerned that nurses appeared unable to 

make swallowing assessments out of hours; this could lead to delays in receiving 

nutrition over weekends, for example, when speech and language therapy staff were 

not available. 

5.10 Continence management is an important aspect of the care of older people, the 

underlying objective is to promote or sustain continence as part of the holistic 

management of care, this includes maintaining skin integrity (prevention of pressure 

sores). Where this is not possible, a range of options including catheterisation are 

available and it is imperative that these are discussed with patients, relatives and 

carers. Some stakeholders raised concerns regarding the 'automatic' catheterisation of 

patients on admission to the War Memorial. "They seem to catheterise everyone. My 

husband was not incontinent; the nurse said it was done mostly to save time': 

Relatives also spoke of patients waiting for long periods of time to be helped to the 

toilet or for help in using the commode. 

5.11 cm·s review of recent case notes found no evidence of inappropriate 

catheterisation of patients in recent months. 
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5.12 The use of pain relieving medicines and the use of syringe drivers to administer 

them was commented on by a number of relatives. One relative commented that her 

mother "certainly was not in pain prior to transfer to the War Memorial". Although a 

number of relatives confirmed that staff did speak to them before medk:ation was 

delivered by a syringe driver, CHI also received comments that families would have 

liked more information: "Doctors should disclose all drugs, why {they are being used] 

and what the side effects are. There should be more honesty': 

5.13 Many relatives were distressed about patients who were not dressed in their own 

clothes, even when labelled clothes had been provided by their families. "They were 

never in their own clothes': Relatives also thought patients being dressed in other 

patients' clothes was a potential cross infection risk. The trust did apologise to families 

who had raised this as a complaint and explained the steps taken by wards to ensure 

patients were dressed in their own clothes. This is an important means by which 

patients' dignity can be maintained. 

5.14 Concern was expressed regarding the physical transfer of patients from one 

hospital to another. Amongst concerns were lengthy waits prior to transfer, inadequate 

clothing and covering during the journey and the methods used to transfer patients. 

One person described their relative as being "carried on nothing more than a sheet". 

CHI learnt that this instance was acknowledged by Portsmouth Healthcare NHS Trust, 

who sought an apology from the referring hospital, which did not have the 

appropriate equipment available. 

5.15 Though there were obvious concerns regarding the transfer of patients, during the 

period of the investigation, the Hampshire Ambulance Service NHS Trust, who were 

responsible for patient transfers between hospitals, received no complaints relating to . 

the transfer of patients to and from the Gosport War Memorial Hospital. 

5.16 Comments about the attitude of staff ranged from the very positive "Everyone 

was so kind and caring towards him in both Daedalus and Dryad wards" and 

"I received such kindness and help from all the staff at all times" to the less positive 

"I was made to feel an inconvenience because we asked questions" and "I got the 

feeling she had dementia and her feelings didn't count': 

Outcome of CHI observation work 

5.17 CHI spent time on Dryad, Sultan and Daedalus wards throughout the week of 

7 January 2002 to observe the environment in which <:are was given, the interactions 

between staff and patients and between staff. Ward staff were welcoming, friendly and 

open. Although CHI observed a range of good patient experiences this only provides a 

'snap shot' during the site visit and may not be fully representative. However, many of 

the positive aspects of patient care observed were confirmed by CHI's review of recent 

patient notes. 
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Ward environment 

5.18 All wards were built during the 1991 expansion of the hospital and are modem, 

welcoming and bright. This view was echoed by stakeholders, who were 

complimentary about the decor and patient surroundings. Wards were tidy, dean and 

fresh smelling. 

5.19 Day rooms are pleasant and Daedalus ward has direct access to a well designed 

garden suitable for wheelchair users. The garden is paved with a variety of different 

textures to enable patients to practice mobility. There is limited storage space in 

Daedalus and Dryad wards and, as a result, the corridors had become cluttered with 

equipment. This can be problematic for patients using walking aids. Daedalus ward 

has an attractive, separate single room for independent living assessment with its own 

sink and wardrobe. 

5.20 CHI saw staff address patients by name in a respectful and encouraging way and 

saw examples of staff helping patients with dressing and holding friendly 

conversations. The staff handovers observed were well conducted, held away from the 

main wards areas and relevant information about patient care was exchanged 

appropriately. 

5.21 Mealtimes were well organised with patients given a choice of menu options and 

portion size. Patients who needed help to eat and drink were given assistance. There 

appeared to be sufficient staff to serve meals, and to note when meals were not eaten. 

CHI did not observe any meals returned untouched. Healthcare support workers told 
CHI that they were responsible for making a note when meals were not eaten. 

5.22 There are day rooms where patients are able to watch the television and large 

print books, puzzles and current newspapers are provided. CHI saw little evidence of 

social activities taking place, although some patients did eat together in the day room. 

Bells to call assistance are situated by patients' beds, but are less accessible to patients 

in the day rooms. The wards have an activities coordinator, although the impact of 

this post has been limited. 

5.23 Daedalus ward has a communication book by each bed for patients and relatives 

to make comments about day to day care. This is a two way communication process 

which, for example, allows therapy staff to ask relatives for feedback on progress and 

enables relatives to ask for an appointment with the consultant 

5.24 CHI observed two medicine rounds, both of which were conducted in an 

appropriate way with two members of staff jointly identifYing the patient and 

checking the prescription sheet. One member of staff handed out the medicines while 

the other oversaw the patients as medicines are taken. Medicines are safely stored on 

the wards in locked cupboards. 
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Communication with patients, relatives and carers 

The trust had an undated user involvement service development framework, which sets 

out the principles behind effective user involvement within the national policy 

framework described in the NHS Plan. It is unclear from the framework who was 

responsible for taking the work fotward and within what time frame. Given the 

dissolution of the trust, a decision was taken not to establish a trust wide Patient Advice 

and liaison Service (PALS), a requirement of the NHS Plan. However, work was started 

by the trust to look at a possible future PALS structure for the Fareham and Gosport Per. 

The Health Advisory Service Standards for health and social care services for older 
people (2000) states that "each service should have a written information leaflet or 

guide for older people who use the service. There should be good information facilities 

in inpatient services for older people, their relatives and carers". CHI saw a number of 

separate information leaflets provided for patients and relatives during the site visit. 

The trust used patient surveys, given to patients on discharge, as part of its patient 

involvement framework, although the response rate was unknown. Issues raised by 

patients in completed surveys were addressed by action plans discussed at clinical 

managers meetings. Ward specific action plans were distributed to ward staff. CHI 

noted, for example, that as a result of patient comments regarding unacceptable ward 

temperatures, thermometers were purchased to address the problem. CHI could find no 

evidence to suggest that the findings from patient surveys were shared across the trust. 

Support towards the end of life 

Staff referred to the Wessex palliative care guidelines, which are used on the wards 

and address breaking bad news and communicating with the bereaved. Many clinical 

staff, at all levels spoke of the difficulty in managing patient and relative expectations 

following discharge from the acute sector. "They often painted a rosier picture than 

justified': Staff spoke of the closure of the Royal Haslar acute beds leading to increased 

pressure on Queen Alexandra and St Mary's hospitals to "discharge patients too 

quickly to Gosport War Memorial Hospital". Staff were aware of increased numbers of 

medically unstable patients being transferred in recent years. 

Both patients and relatives have access to a hospital chaplain, who has links to 

representatives of other faiths. The trust had a leaflet for relatives Because we care 
which talks about registering the death, bereavement and ,grieving. The hospital 

has a designated manager to assist relatives through the practical necessities 

following a death. 
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KEY FINDINGS 

1. Relatives speaking to CHI had some serious concerns about the care their relatives received 
on Daedalus and Dryad wards between 1998 and 2001. The instances of concern expressed to 
CHI were at their highest in 1998. Fewer concerns were expr~ssed regarding the quality of 
care received on Sultan ward. 

2. Based on CHI's observation work and review of recent case not~. CHI has no significant 
concerns regarding the standard of nursing care provided to the patients of Daedalus, Dryad 
and Sultan ward now. 

3. The ward environments and patient surroundings are good. 

4. Some notable steps had been taken on Daedalus ward to facilitate communication between 
patients and their relatives with ward staff. 

5. CHI was concerned, following the case note review, of the inability of any ward staff to 
undertake swallowing assessments as required. This is an area of potential risk for patients 
whose swallowing reflex may have been affected, for example, by a stroke. 

6. Opportunities for patients to engage in daytime activities in order to encourage 
orientation and promote confidence are limited. 

7. The trust had a strong theoretical commitment to patient and user involvement. 

8. There are systems in place to support patients and relatives towards the end of the 
patient's life and following bereavement. 

RECOMMENDATIONS 

1. All patient complaints and comments, both informal and formal, should be used at ward 
level to improve patient care. The Fareham and Gosport PCT and East Hampshire PCT must 
ensure a mechanism is in place to ensure that shared learning is disseminated amongst all 
staff caring for older people. 

2. Fareham and Gosport PCT should lead an initiative to ensure that relevant staff are 
appropriately trained to undertake swallowing assessments to ensure that there are no delays 
out of hours. 

3. Daytime activities for patients should be increased. The role of the activities coordinator 
should be revised and clarified, with input from patients, relatives and all therapists in order 
that activities complement therapy goals. 

4. The Fareham and Gosport PCT must ensure that all local continence management. nutrition 
and hydration practices are in line with the national standards set out in the Essence of Care 
guidelines. 

5. Within the framework of the new PALS, the Fareham and Gosport PCT should, as a priority, 
consult with user groups and consider reviewing specialist advice from national support and 
patient groups, to determine the best way to improve communication with older patients and 
their relatives and carers. 
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6 Staffing arrangements and 
responsibility for patient 
care 

Responsibility for patient care 

6.1 Patient care on Daedalus and Dryad wards at Gosport War Memorial Hospital for 

the period of the CHI investigation was provided by consultant led teams. A 

multidisciplinary, multiprofessional team of appropriately trained staff best meets the 

complex needs of these vulnerable patients. This ensures that the total needs of the 

patient are considered and are reflected in a care plan, which is discussed with the 

patient and their relatives and is understood by every member of the team. 

Medical responsibility 

6.2 For the period covered by the CHI investigation, medical responsibility for the care 

of older people in Daedalus and Dryad wards lay with the named consultant of each 

patient. This is still the case today. All patients on both wards are admitted under the 

care of a consultant. Since 1995, there has been a lead consultant for the department 

of medicine for elderly people who held a two session contract (one session equates to 

half a day per week) for undertaking lead consultant responsibilities. These 

responsibilities included overall management of the department and the development 

of departmental objectives. The lead consultant is not responsible for the clinical 

practice of individual doctors. The post holder does not undertake any clinical sessions 

on the War Memorial site. The job description for the post, outlines 12 functions and 

states that the post is a major challenge for "a very part time role': 

6.3 Since 2000, two department of elderly medicine consultants provide a total of 10 

sessions of consultant cover on Dryad and Daedalus wards per week. Since September 

2000, day to day medical support has been provided by a staff grade physician who 

was supervised by both consultants. Until July 2000, a clinical assistant provided 

additional medical support. Both consultants currently undertake a weekly ward round 

with the staff grade doctor. In 1998, there was a fortnightly ward round on Daedalus 

ward. On Dryad, ward rounds were scheduled fortnightly, though occurred less 

frequently. 

6.4 CHI feels that the staff grade post is a pivotal, potentially isolated post, due to the 

distance of Gosport War Memorial Hospital from the main department of medicine for 

elderly people based at Queen Alexandra Hospital, no full time support from medical 

colleagues on the wards and a difficulty in attending departmental meetings. In 2001, 

the trust identified the risk of professional isolation and lack of support at Gosport 

War Memorial Hospital as a reason not to appoint a locum consultant. 
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Figure 6.1 Line management accountabilities 

l Trust medical director I 
i 

Lead consultant, medicine for 
elderly people 

: 

Dcyad, Consultant Daedalus, Consultant 
medicine for medicine for Sultan, GP led 

elderly people elderly people 

I I 
Until July 2000 clinical assistant with five sessions 

Since September 2000 full time staff grade doctor 

Out of hours Spm- llpm- local GP 
practice 11 pm - 8.30am Health call 

(•-·············· this line indicates managerial accountability and not clinical accountability) 

General practice role and accountability 
6.5 Local GPs worked at the Gosport War Memorial Hospital in three capacities during 

the period under investigation: as clinical assistants employed by the trust, as the 

clinicians admitting and caring for patients on the GP ward (Sultan) and as providers 

of out of hours medical support to all patients on each of the three wards. 

Clinical assistant role 
6.6 Clinical assistants are usually GPs employed and paid by trusts, lar-gely on a part 

time basis, to provide medical support on hospital wards. Clinical assistants have been 

a feature of community hospitals within the NHS for a number of years. Portsmouth 

Healthcare NHS Trust employed a number of such GPs in this -capacity in each of their 

community hospitals. Clinical assistants work as part of a -consultant led team and 

have the same responsibilities as hospital doctors to prescribe medication, write in the 

medical record and complete death certificates. Clinical assistants should be 

accountable to a named consultant. 
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6.7 From 1994 until the resignation of the post holder in July 2000, a clinical assistant 

was employed for five sessions at the Gosport War Memorial Hospital. The fees for this 

post were in line with national rates. The job description dearly states that the clinical 

assistant was accountable to "named consultant physicians in geriatric medicine". The 

post holder was responsible for arranging cover for annual leave and any sickness 

absence with practice partners. The trust and the practice partners did not have a 

contract for this work. The job description does state that the post is subject .to the 

terms and conditions of hospital medical and dental staff. Therefore, any concerns 

over the performance of any relevant staff could be pursued through the trust's 

disciplinary processes. CHI could find no evidence to suggest that this option was 

considered at the time of the initial police investigation in 1998. 

Appraisal and supervision of clinical assistants 

6.8 CHI is not aware of any trust systems in place to monitor or appraise the 

performance of clinical assistants in 1998. This lack of monitoring is still common 

practice within the NHS. The consultants admitting patients to Dryad and Daedalus 

wards, to whom the clinical assistant was accountable, had no system for supervising 

the practice of the clinical assistant, including any review of prescribing. CHI found no 

evidence of any formal lines of communication regarding policy development, 

guidelines and workload Staff interviewed commented on the long working hours of 

the clinical assistant, in excess of the five contracted sessions. 

6.9 CHI is aware of work by the Department of Health on GP appraisal which will 

cover GPs working as clinical assistants and further work to develop guidance on 

disciplinary procedures. 

Sultan ward 

6.10 Medical responsibility for patients on Sultan ward lay with the admitting GP 

throughout the period of the CHI investigation. The trust issued admitting GPs with a 

contract for working on trust premises, which clearly states "you will take full clinical 

responsibility for the patients under your care". CHI was told that GPs visit their 

patients regularly as well as when requested by nursing staff. This is a common 

arrangement in community hospitals throughout the NHS. GPs had no medical 

accountablity framework within the trust 

6.11 GPs managing their own patients on Sultan ward could be subject to the health 

authority's voluntary process for dealing with doctors whose performance is giving 

cause for concern. However, this procedure can only be used in regard to their work as 

a GP, and not any contracted work performed in the trust as a clinical assistant Again, 

this arrangement is common throughout the NHS. 
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Out of hours cover provided by GPs 
6.12 Between the hours of 8.30am and 5.00pm on weekdays, hospital doctors employed 

by the trust manage the care of all patients on Dryad and Daedalus wards. Out of hours 

medical cover, including weekends and bank holidays, is provided by a local GP 

practice from 5.00pm to 11.00pm, after which, between 11.00pm and 8.30am, nursing 

staff call on either the patient's practice or Healthcall, a local deputising service for 

medical input. If an urgent situation occurs out of hours, staff call 999 for assistance. 

6.13 Some staff interviewed by CHI expressed concern about long waits for the 

deputising service, CHI heard that waiting times for Healthcall to attend a patient 

could sometimes take between three and five hours. However, evidence provided by 

Health call contradicts this. Nurses expressed concern over Healthcall GPs' reluctance 

to 'interfere' with the prescribing of admitting GPs on Sultan and Dryad wards. The 

contract with Healthcall is managed by a local practice. 

Appraisal of hospital medical staff 

6.14 Since April 2000, all NHS employers have been contractually required to carry out 

annual appraisals, covering both clinical and non clinical aspects of their jobs. All 

doctors interviewed by CHI who currently work for the trust, including the medical 

director, who works five sessions in the department of medicine for elderly people, have 

regular appraisals. Those appraising the work of other doctors have been trained to do so. 

Nursing responsibility 

6.15 All qualified nurses are personally accountable for their own clinical practice. 

Their managers are responsible for implementing systems and environments that 

promote high quality nursing care. 

6.16 On each ward, a G grade clinical manager, who reports to a senior H grade nurse, 

manages the ward nurses. The H grade nurse covers all wards caring for older people and 

was managed by the general manager for the Fareham and Gosport division. The general 

manager reported to both the director of nursing and the operations director. An 
accountability structure such as this is not unusual in a community hospital. The director of 

nursing was ultimately accountable for the standard of nursing practice within the hospital. 

Nursing supervision 

6.17 Clinical supervision for nurses was recommended by the United Kingdom Central 

Council in 1996 and again in the national nursing strategy, Making a difference, in 

1999. It is a system through which qualified nurses can maintain lifelong development 

and enhancement of their professional skills through reflection, exploration of practice 

and identification of issues that need to be addressed. Clinical supervision is not a 
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managerial a~tivity, but provides an opportunity to reflect and improve on practice in 
a non judgemental environment. Clinical supervision is a key factor in professional 
self regulation. 

6.18 The trust has been working to adopt a model of clinical supervision for nurses for 
a number of years and received initial assistance from the Royal College of Nursing to 
develop the processes. As part of the trust's clinical nursing development programme, 
which ran between January 1999 and December 2000, nurses caring for older people 
were identified to lead the development of clinical supervision on the wards. 

6.19 Many of the nurses interviewed valued the principles of reflective practice as a 
way in which to improve their own skills and care of patients. The H grade senior 
nurse coordinator post, appointed in November 2000, was a specific trust response to 
an acknowledged lack of nursing leadership at the Gosport War Memorial Hospital. 

Teamworking 

6.20 Caring for older people involves input from many professionals who must 
coordinate their work around the needs of the patient. Good teamwork provides the 
cornerstone of high quality care for those with complex needs. Staff interviewed by CHI 
spoke of teamwork, although in several instances this was uniprofessional, for example 
a nursing team. CHI observed a multidisciplinary team meeting on Daedalus ward, 
which was attended by a consultant, a senior ward nurse, a physiotherapist and an 
occupational therapist. No junior staff were present. Hospital staff described input from 
social services as good when available, though this was not always the case. 

6.21 Regular ward meetings are held on Sultan and Daedalus wards. Arrangements are 
less clear on Dryad ward, possibly due to the long term sickness of senior ward staff. 

6.22 Arrangements for multidisciplinary team meetings on Dryad and Sultan wards 
are less well established. Occupational therapy staff reported some progress towards 
multidisciplinary goal setting for patients, but were hopeful of further development. 

Allied health professional structures 
6.23 Allied health professionals are a group of staff which include occupational therapists, 
dieticians, speech and language therapists and physiotherapists. The occupational therapy 
structure is in transition from a traditional site based service to a defined dinical specialty 
service (such as stroke rehabilitation) in the locality. Staff explained that this system 
enables the use of specialist clinical skills and ensures continuity of care of patients, as 
one occupational therapist follows the patient throughout hospital admission(s) and at 
home. Occupational therapists talking to CHI described a good supervision structure, with 
supervision contracts and performance development plans in place. 

6.24 Physiotherapy services are based within the hospital. The physiotherapy team sees 
patients from admission right through to home treatment. Physiotherapists described 
good levels of training and supervision and involvement in Daedalus ward's 
multidisciplinary team meetings. 
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6.25 Speech and language therapists also reported participation in multidisciplinary 

team meetings on Daedalus ward. Examples were given to CHI of well developed in 

service training opportunities and professional development, such as discussion groups 

and clinical observation groups. 

6.26 The staffing structure in dietetics consists of one full time dietitian based at 

St James Hospital. Each ward has a nurse with lead nutrition responsibilities able to 

advise colleagues. 

Workforce and service planning 

6.27 In November 2000, in preparation for the change of use of beds in Dzyad and 

Daedalus wards from continuing care to intermediate care, the trust undertook an 

undated resource requirement analysis and identified three risk issues: 

• consultant cover 

• medical risk with a change in patient group and the likelihood of more patients 

requiring specialist intervention. The trust believed that the introduction of 

automated defibrillators would go some way to resolve this. The paper also spoke 

of "the need for clear protocols ... within which medical cover can be obtained out of 

hours" 

• the trust identified a course for qualified nursing staff, ALERT, which demonstrates 

a technique for quickly assessing any changes in a patients condition in order to 

provide an early warning of any deterioration 

6.28 Despite this preparation, several members of staff expressed concern to CHI 

regarding the complex needs of many patients cared for at the Gosport War Memorial 

Hospital and spoke of a system under pressure due to nurse shortages and high sickness 

levels. Concerns were raised formally with the trust in early 2000 around the increased 

workload and complexity of patients. This was acknowledged in a letter by the medical 

director. CHI found no evidence of a systematic attempt to review or seek solutions to 

the evolving casemix, though a full time staff grade doctor was in post by September 

2002 to replace and increase the previous five sessions of clinical assistant cover. 

Access to specialist advice 

6.29 Older patients are admitted to Gosport War Memorial Hospital with a wide variety 

of physical and mental health conditions, such as strokes, cancers and dementia. Staff 

demonstrated good examples of systems in place to access expert opinion and 

assistance. 

6.30 There are supportive links with palliative care 1:onsultants, consultant 

psychiatrists and oncologists. The lead consultant for elderly mental health reported 

close links with the three wards, with patients either given support on the ward or 

transfer to an elderly mental health bed. There are plans for a nursing rotation 
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programme between the elderly medicine and elderly mental health wards. Staff spoke 

of strong links with the local hospice and Macmillan nurses. Nurses gave recent 

examples of joint training events with the hospice. 

6.31 CHI's audit of recent case notes indicated that robust systems are in place for both 

specialist medical advice and therapeutic support. 

Staff welfare 
6.32 Since its creation in 1994, the trust developed as a caring employer, demonstrated 

by support for further education, flexible working hours and a ground breaking 

domestic violence policy that has won national recognition. The hospital was awarded 

Investors in People status in 1998. Both trust management and staff side 

representatives talking to CHI spoke of a constructive and supportive relationship. 

6.33 However, many staff, at all levels in the organisation, spoke of the stress and low 

morale caused by the series of police investigations and the referrals to the General 

Medical Council, the United Kingdom Central Council and the CHI investigation. Trust 

managers told CHI they encouraged staff to use the trust's counselling service and 

support sessions for staff were organised. Not all staff speaking to CHI considered that 

they had been supported by the trust, particularly those working at a junior level, 

"I don't feel I've had the support I should have had before and during the police 

investigation - others feel the same': 

Staff communication 
6.34 Most staff interviewed by CHI spoke of good internal communications, and were 

well informed about the transfer of services to PCTs. The trust used newsletters to 

inform staff of key developments. An intranet is being developed by the Fareham and 

Gosport PCT to facilitate communication with staff. 

KEY FINDINGS 

1. Portsmouth Healthcare NHS Trust did not have any systems in place to monitor and 
appraise the performance of clinical assistants. There were no arrangements in place for the 
adequate supervision of the clinical assistant working on Daedalus and Dryad wards. lt was 
not made clear to CHI how GPs working as dinical assistants and admitting patients to Sultan 
wards are included in the development of trust procedures and dinical governance 
arrangements. 

2. There are now clear accountability and supervisory arrangements in place for trust doctors, 
nurses and allied health professional staff. Currently, there is effective nursing leadership on 
Daedalus and Sultan wards, this is less evident on Dryad ward. CHI was concerned regarding 
the potential for professional isolation of the staff grade doctor. 

3. Systems are now in place to ensure that appropriate specialist medical and therapeutic 
advice is available for patients. Some good progress has been made towards multidisciplinary 
team working which should be developed. 
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4. There was a planned approach to the service development in advance of the change in use 
of beds in 2000. The increasing dependency of patients and resulting pressure on the service, 
whilst recognised by the trust, was neither monitored nor reviewed as the changes were 
implemented and the service developed. 

5. Portsmouth Healthcare NHS Trust should be congratulated for its progress towards a 
culture of reflective nursing practice. 

6. The trust has a strong staff focus. with some notable examples of good practice. Despite 
this, CHI found evidence to suggest that not all staff felt adequately supported during the 
police and other recent investigations. 

7. Out of hours medical cover for the three wards out of hours is problematic and does not 
reflect current levels of patient dependency. 

8. There are systems in place to support patients and relatives towards the end of the 
patienfs life and following bereavement. 

RECOMMENDA110NS 

1. The Fareham and Gosport PCf should develop local guidance for GPs working as clinical 
assistants. This should address supervision and appraisal arrangemnts, clinical governance 
responsibilities and trianing needs. 

2. The provision of out of hours medical cover to Daedalus, Dryad and Sultan wards should be 
reviewed. The deputising service and PCfs must work towards an out of hours contract which 
sets out a shared philosophy of care, waiting time standards, adequate payment and a 
disciplinary framework. 

3. Fareham and Gosport PCf and East Hampshire PCf should ensure that appropriate patients 
are being admitted to the Gosport War Memorial Hospital with appropriate levels of support. 

4. The Fareham and Gosport PCf should ensure that arrangements are in place to ensure 
strong, long term nursing leadership on all wards. 

5. Both PCfs must find ways to continue the staff communication developments made by the 
Portsmouth Healthcare NHS Trust. 
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......... ________________ _ 

7 I Lessons learnt from 
complaints 

7.1 A total of 129 complaints were made regarding the provision of elderly medicine 

since 1 April 1997. These complaints include care provided in other community 

hospitals as well as that received on the acute wards of St Mazy's and Queen 

Alexandra hospitals. CHI was told that the three wards at Gosport War Memorial 

Hospital had received over 400 letters of thanks during the same period. 

GMC101057-1054 

7.2 Ten complaints were made surrounding the care and treatment of patients on 

Dryad, Daedalus and Sultan wards between 1998 and 2002. A number raised concerns 

regarding the use of medicines, especially the levels of sedation administered prior to 

death, the use of syringe drivers and communication with relatives. Three complaints in 

the last five months of 1998 expressed concern regarding pain management, the use of 

diamorphine and levels of sedation. The clinical care, including a review of prescription 

charts, of two of these three patients, was considered by the police expertwitnesses. 

External review of complaints 

7.3 One complaint was referred to the Health Services Commissioner (Ombudsman) in 

May 2000. The medical adviser found that the choice of pain relieving drugs was 

appropriate in terms of medicines, doses and administration. A complaint in Januazy 

2000 was referred to an independent review panel, which found that drug doses, 

though high, were appropriate, as was the clinical management of the patient. 

Although the external assessment of these two complaints revealed no serious clinical 

concerns, both the Health Services Commissioner and the review panel commented on 

the need for the trust to improve its communication with relatives towards the end of 

a patient's life. 

Complaint handling 

7.4 The trust had a policy for handling patient related complaints produced in 1997 

and reviewed in 2000, based on national guidance Complaints: guidance on the 
implementation of the NHS complaints procedure. A leaflet for patients detailing the 

various stages of the complaints procedure was produced, which indicated the right to 

request an independent review if matters were not satisfactorily resolved together with 

the address of the Health Service Commissioner. This leaflet was not freely available 

on the wards during cm's visit. 
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7.5 Both the trust and the local community health council (CHC) described a good 

working relationship. The CHC regretted, however, that their resources since November 

2000 had prevented them from offering the level of advice and active support to trust 

complainants they would have wished. The CHC did continue to support complainants 

who had contacted them before November 2000. New contacts were provided with a 

"self help" pack. 

7.6 cm found that letters to complainants in response to their complaints did not always 

include an explanation of the independent review stage, although this is outlined in the 

leaflet mentioned above, which is sent to complainants earlier in the process. The 2000 

update of the complaints policy stated that audit standards for complaints handling were 

good with at least 8001o of complainants satisfied with complaint handling and 1000A> of 

complaints resolved within national performance targets. The chief executive responded 

to all written complaints. Staff interviewed by cm valued the chief executive's personal 

involvement in complaint resolution and correspondence. Letters to patients and relatives 

sent by the trust reviewed by cm were thorough and sensitive. The trust adopted an open 

response to complaints and apologised for any shortcomings in its services. 

7.7 Once the police became involved in the initial complaint in 1998, the trust ceased 

its internal investigation processes. cm found no evidence in agendas and minutes 

that the trust board were formally made aware of police involvement. Senior trust 

managers told cm that the trust would have commissioned a full internal 

investigation without question if the police investigation had not begun. In Cm's view, 

police involvement did not preclude full internal clinical investigation. cm was told 

that neither the doctor nor portering staff involved in the care and transfer of the 

patient whose care was the subject of the initial police investigation were asked for 

statements during the initial complaint investigation. 

Trust learning regarding prescribing 

7.8 Action was taken to develop and improve trust policies around prescribing and 

pain management (as detailed in chapter 4). In addition, cm learnt that external 

clinical advice sought by Portsmouth Healthcare NHS Trust in September 1999, during 

the course of a complaint resolution, suggested that the prescribing of diamorphine 

with dose ranges from 20mg to 200mg a day was poor practice and "could indeed lead 

to a serious problem~ This comment was made by the external clinical assessor in 

regard to a patient given doses ranging from 20mg to 40mg per day. 

7.9 Portsmouth Healthcare NHS Trust correspondence states that there was an agreed 

protocol for the prescription of diamorphine for a syringe driver with doses ranging 

between 20mg and 200mg a day. cm understands this protocol to be the Wessex 

guidelines. Further correspondence in October 1999, indicated that a doctor working on 

the wards requested a trust policy on the prescribing of opiates in community hospitals. 
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7.10 A draft protocol for the prescription and administration of diamorphine by 

subcutaneous infusion was piloted on Dryad ward in 1999 and discussed at the trust's 

Medicines and Prescribing Committee in February and April 2000 following consultation 

with palliative care consultants. This guidance was eventually incorporated into the joint 

Portsmouth Healthcare NHS Trust and Portsmouth Hospitals NHS Trust policy for the 

assessment and management of pain which was introduced in April 2001. 

Other trust lessons 

7.11 Lessons around issues other than prescribing have been learnt by the trust, 

though the workshop to draw together this learning was not held until early 2001 

when the themes discussed were communication with relatives, staff attitudes and 

fluids and nutrition. Action taken by the trust since the series of complaints in 1998 

are as follows: 

• an increase in the frequency of consultant ward rounds on Daedalus ward, from 

fortnightly to weekly from February 1999 

• the appointment of a full time staff grade doctor in September 2000 which 

increased medical cover following the resignation of the clinical assistant 

• piloting pain management charts and prescribing guidance approved in April 2001. 

Nursing documentation is currently under review, with nurse input 

• one additional consultant session began in 2000, following a district wide initiative 

with local PCGs around intermediate care 

• nursing documentation now clearly identifies prime family contacts and next of 

kin information to ensure appropriate communication with relatives 

• all conversations with families are now documented in the medical record. CID's 

review of recent anonymised case notes demonstrated frequent and clear 

communication between relatives and clinical staff 

7.12 Comments recorded in this workshop were echoed by staff interviewed by cm, 
such as the difficultly in building a rapport with relatives when patients die a few days 

after transfer, the rising expectations of relatives and the lack of control Gosport War 

Memorial staff have over information provided to patients and relatives prior to 

transfer regarding longer term prognosis. 

Monitoring and trend identification 

7.13 A key action identified in the 2000/2001 clinical governance action plan was a 

strengthening of trust systems to ensure that actions following complaints were 

implemented. Until the dissolution of Portsmouth Healthcare NHS Trust, actions were 

monitored through the divisional review process, the clinical .governance panel and 

trust board. A trust database was introduced in 1999 to record and track complaint 

trends. An investigations officer was also appointed in order to improve factfinding 

behind complaints. This has improved the quality of complaint responses. 
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7.14 Portsmouth Healthcare NHS Trust offered specific training in complaints 

handling, customer care and loss, death and bereavement, which many staff 

interviewed by CHI were aware of and had attended. 

KEY FINDINGS 
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1. The police investigation, the review of the Health Service Commissioner, the independent 
review panel and the trust's own pharmacy data did not provide the trigger for the trust to 
undertake an review of prescribing practices. The trust should have responded earlier to 
concerns expressed around levels of sedation which it was aware of in late 1998. 

2. Portsmouth Healthcare NHS Trust did effect changes in patient care over time as a result 
of patient complaints, including increased medical staffing levels and improved processes for 
communication with relatives, though this learning was not consolidated until 2001. CHI saw 
no evidence to suggest that the impact of these changes had been robustly monitored and 
reviewed. 

3. Though Portsmouth Healthcare NHS Trust did begin to develop a protocol for the 
prescription and administration of diamorphine by syringe driver in 1999, the delay in 
finalising this protocol in April 2001, as part of the policy for the assessment and 
management of pain, was unacceptable. 

4. There has been some, but not comprehensive, training of all staff in handling patient 
complaints and communicating with patients and carers. 

RECOMMENDATIONS 

1. The Department of Health should work with the Association of Chief Police Officers and 
CHI to develop a protocol for sharing information regarding patient safety and potential 
systems failures within the NHS as early as possible. 

2. Fareham and Gosport PCT and East Hampshire PCT should ensure that the learning and 
monitoring of action arising from complaints undertaken through the Portsmouth Healthcare 
NHS Trust quarterly divisional performance management system is maintained under the new 
PCT management arrangements. 

3. Both PCTs involved in the provision of care for older people should ensure that all staff 
working on Dryad, Daedalus and Sultan wards who have not attended customer care and 
complaints training events do so. Any new training programmes should be developed with 
patients, relatives and staff to ensure that current concerns and the particular needs of the 
bereaved are addressed. 
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8 Clinical governance 

Introduction 

8.1 Clinical governance is about making sure that health services have systems in 

place to provide patients with high standards of care. The Department of Health 

document A First Class Service defines clinical governance as "a framework through 

which NHS organisations are accountable for continuously improving the quality of 

their services and safeguarding high standards of care by creating an environment in 

which excellence in clinical care will flourish': 

8.2 CHI has not conducted a clinical governance review of the Portsmouth Healthcare 

NHS Trust but has looked at how trust clinical governance systems supported the 

delivezy of continuing and rehabilitative inpatient care for older people at the Gosport 

War Memorial Hospital. This chapter sets out the framework and structure adopted by 

the trust between 1998 and 2002 to deliver the clinical governance agenda and details 

those areas most relevant to the terms of reference for this investigation: risk 

management and the systems in place to enable staff to raise concerns. 

Clinical governance structures 

8.3 The trust reacted swiftly to the principles of clinical governance outlined by the 

Department of Health in A First Class Service by devising an appropriate management 

framework. In September 1998, a paper outlining how the trust planned to develop a 

system for clinical governance was shared widely across the trust and aimed to 

include as many staff as possible. Most staff interviewed by CHI were aware of the 

principles of clinical governance and were able to demonstrate how it related to them 

in their individual roles. Understanding of some specific aspects, particularly risk 

management and audit, was patchy. 

8.4 The medical director took lead responsibility for clinical governance and chaired 

the clinical governance panel, a sub committee of the trust board. A clinical 

governance reference group, whose membership included representatives from each 

clinical service, professional group, non executive directors and the chair of the 

community health council, supported the clinical governance panel. Each clinical 

service also had its own clinical governance committee. This structure had been 

designed to enable each service to take clinical governance f01ward into whichever 

PCT it found itself in after April 2002. Since Februazy 2000, the trust used the 

divisional review process to monitor clinical governance developments. 
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8.5 The service specific clinical governance committees were led by a designated 

clinician and included wide clinical and professional representation. Baseline 

assessments were carried out in each specialty and responsive action plans produced. 

The medical director and clinical governance manager attended divisional review 

meetings and reported key issues back to the clinical governance panel. 

8.6 District Audit carried out an audit of the trust's clinical governance arrangements 

in 1998/1999. The report, dated December 1999, states that the trust had fully 

complied with requirements to establish a framework for clinical governance. The 

report also referred to the trust's document, Improving quality - steps towards a first 
class service, which was described as "of a high standard and reflected a sound 

understanding of clinical governance and quality assurance~ 

8.7 Whilst commenting favourably on the framework, the District Audit review also 

noted the following: 

• the process for gathering user views should be more focused and the process 

strengthened 

• the trust needed to ensure that in some areas, strategy, policy and procedure is fed 

back to staff and results in changed/improved practice. Published protocols were 

not always implemented by staff; results of clinical audit were not always 

implemented and reaudited; lessons learnt from complaints and incidents not 

always used to change practice and that research and development did not always 

lead to change in practice 

• more work needed to be done with clinical staff on openness and the support of 

staff alerting senior management of poor performance 

8.8 Following the review, the trust drew up a trust wide action plan (December 1999) 

which focused on widening the involvement and feedback from nursing, clinical and 

support staff regarding trust protocols and procedures, and on making greater use of 

research and development, clinical audit, complaints, incidents and user views to lead 

to changes in practice. CHI was told of a link nurse programme to take elements of 

this work forward. 

Risk management 

8.9 A trust risk management group was established in 1995 to develop and oversee the 

implementation of the trust's risk management strategy, to provide a forum in which 

risks could be evaluated and prioritised and to monitor the effectiveness of actions 

taken to manage risks. The group had links with other trust groups such as the clinical 

and service audit group, the board and the nursing clinical governance committee. 

Originally the finance director had joint responsibility for strategic risk with the 

quality manager; this was changed in the 2000/2003 strategy when the medical 

director became the designated lead for clinical risk. The trust achieved the clinical 

negligence scheme for trusts (CNsn level one in 1999. A decision was taken not to 

pursue the level two standard assessment due to dissolution of the trust in 2002. 
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8.10 The trust introduced an operational policy for recording and reviewing risk events 

in 1994. New reporting forms were introduced in April2000 following a review of the 

assessment systems for clinical and non clinical risk. The same trust policy was used to 

report clinical and non clinical risks and accidents. All events were recorded in the 

trust's risk event database (CAREKEY). This reporting system was also used for near 

misses and medication errors. Nursing and support staff interviewed demonstrated a 

good knowledge of the risk reporting system, although CHI was less confident that 

medical staff regularly identified and reported risks. CHI was told that risk forms were 

regularly submitted by wards in the event of staff shortages. Staff shortage was not 

one of the trust's risk event definitions. 

8.11 The clinical governance development plan for 2001/2002 stated that the focus for 

risk management in 2000/2001 was the safe transfer of services to successor 

organisations, with the active involvement of PCfs and PCGs in the trust's risk 

management group. Meetings were held with each successor organisation to agree 

future arrangements for areas such as risk event reporting, health and safety, infection 

control and medicines management. 

Raising concerns 

8.12 The trust had a whistle blowing policy dated February 2001. The Public Interest 

Disclosure Act became law in July 1999. The policy sets out the process staff should 

follow if they wished to raise a concern about the care or safety of a patient "that 

cannot be resolved by the appropriate procedure': NHS guidance requires systems to 

enable concerns to be raised outside the usual management chain. Most staff 

interviewed were clear about how to raise concerns within their own line management 

structure and were largely confident of receiving support and an appropriate response. 

Fewer staff were aware of the trust's whistle blowing policy. 

Clinical audit 

8.13 CHI was given no positive examples of changes in patient care or prescribing as a 

result of clinical audit outcomes. Despite a great deal of work on revising and creating 

policies to support good prescribing and pain management, there was no planned audit of 

outcome. 

8.14 CHI was made aware of two trust audits of medicines since 1998. In 1999, a 

review of the use of neuroleptic medicines, which includes tranquillisers such as 

haloperidol, within all trust elderly care continuing care wards concluded that 

neuroleptic medicines were not being over prescribed. The same review revealed "the 

weekly medical review of medication was not necessarily recorded in the medical 

notes': The findings of this audit and the accompanying action plan, which included 

guidance on completing the prescription chart correctly, was circulated to all staff on 

Daedalus and Dryad wards. A copy was not sent to Sultan ward. There was a reaudit 

in late 2001 which concluded that overall use of neuroleptic medicines in continuing 

care wards remained appropriate. 
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8.15 More recently, the Fareham and Gosport Per has undertaken a basic audit based 

on the prescription sheets and medical records of patients cared for on Sultan, Dryad 

and Daedalus wards during two weeks in June 2002. The trust concluded "that the 

current prescriping of opiates, major tranquilisers and hyocine was within British 

National Formulary guidelines." No patients were prescribed midazolam during the 

audit timeframe. 

KEY FINDINGS 

1. The trust responded proactively to the clinical governance agenda and had a robust 
framework in place with strong corporate leadership. 

2. Although a system was in place to record risk events, understanding of clinical risk was not 
universal. The trust had a whistle blowing policy, but not all staff were aware of it. The policy 
did not make it sufficiently clear that staff could raise concerns outside of the usual 
management channels if they wished. 

RECOMMENDATIONS 

1. The Fareham and Gosport PCT and East Hampshire PCT must fully embrace the clinical 
governance developments made and direction set by the trust. 

2. All staff must be made aware that the completion of risk and incident reports is a 
requirement for all staff. Training must be put in place to reinforce the need for rigorous risk 
management. 

3. Clinical governance systems must be put in place to regularly identify and monitor trends 
revealed by risk reports and to ensure that appropriate action is taken. 

4. The Fareham and Gosport PCT and East Hampshire PCT should consider a revision of their 
whistle blowing policies to make it clear that concerns may be raised outside of normal 
management channels. 

42 INVESTIGATION INTO THE PORTSMOUTH HEALTHCARE NHS TRUST AT GOSPORT WAR MEMORIAL HOSPITAL 



GMC101057-1062 

APPENDIX A 

Documents reviewed by CHI and/ or 
referred to in the report 
A) NATIONAL DOCUMENTS 

1. Modem Standards and Service Models, Older People, National Service Framework for 
Older People, Department of Health, March 2001 

2. 'Measuring disability a critical analysis of the Barthel Index', British Journal ofTherapy 
and Rehabilitation, April2000, Vol 7, No 4 

3. The Public Interest Disclosure Act 1998- whistleblowing in the NHS, NHS Executive, 
August 1999 

4. Guidelines for the administration of medicines, (including press statement) United 
Kingdom Central Council for Nursing, Midwifery and Health Visiting, October 2000 

5. Extension of independent nursing prescribing, items prescribable by nurses under the 
extended scheme, Department of Health, February 2002 

6. Essence of Care: patient-focused benchmarking for healthcare practitioners, Department 
of Health, February 2001 

7. Caring for older people: A nursing priority, integrated knowledge, practice and values, 
The nursing and midwifery advisory committee, March 2001 

8. British National Formulary 41, British Medical Association, Royal Pharmaceutical Society 
of Great Britiain, 2001 

9. Consent - What you have a right to expect: a guide for relatives and carers, 
Department of Health, July 2001 

10. Making a Difference, strengthening the nursing, midwifery and health visiting 
contribution to health and healthcare, Summary, The Department for Health, July 1999 

11. Improving Working Lives Standard, NHS employers commited to improving the 
working lives of people who work in the NHS, Department of Health, September 2000 

12. The NHS plan, a plan for investment, a plan for reform, Chapter 15, dignity, security and 
independence in old age, The Department of Health, July 2000 

13. Standards for health and social care services for older people, The Health Advisory 
Service 2000, May 2000 

14. Reforming the NHS Complaints Procedure: a listening document, The Department of 
Health, September 2001 

B) DOCUMENTS RELATING TO PORTSMOUTH HEALTHCARE NHS TRUST 

1. Our work, our values - a guide to Portsmouth Healthcare NHS Trust, Portsmouth 
Healthcare NHS Trust, undated 

2. Annual reports, Portsmouth Healthcare NHS Trust, 2000-2001, 2000, 1998-1999 

3. Local health, local decisions - proposals for the transfer of management responsibility 
for local health services in Portsmouth and south east Hampshire from Portsmouth 
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Healthcare NHS Trust to local Primary Care Trusts and West Hampshire NHS Trust, 
South East regional office, Isle ofWight, Portsmouth and South East Hampshire Health 
Authority and Southampton and South West Hampshire Health Authority, September 2001 

4. Dissolution project proposal, Portsmouth Healthcare Trust, undated 

5. Trust dissolution: summary of meeting to agree the future management arrangements 
for risk and clinical governance systems and groups, Portsmouth Healthcare NHS Trust, 
1 November 2001 

6. Looking forward ... the next five years 1995-2000, Portsmouth Healthcare NHS Trust, 
September 1994 

7. Business plans 2000-2001, 1999-2000, 1998-1999, 1997-1998, Portsmouth Healthcare 
NHS Trust 

8. Health improvement programme 2000-2003, Portsmouth and south east Hampshire, Isle 
ofWight, Portsmouth and South East Hampshire, April2000 

9. Fareham health improvement programme 2000-2002, Fareham and Gosport Primary 
Care Groups, undated 

10. A report on a future Patient Advice Liaison Service for Farebam a Gosport Primary 
Care Trust, Portsmouth Healthcare NHS Trust, November 2001 

11. Gosport War Memorial Patient Survey results, Portsmouth Healthcare NHS Trust, 
November 2001, October 2001, July 2001. 

12. 2001/2002 Services and Financial Framework (SAFF) cost and service pressures, 
Portsmouth Healthcare NHS Trust, undated 

13. Gosport War Memorial Hospital outpatient clinics rota, 9 July 2001 

14. User involvement in service development: A framework, Portsmouth Healthcare NHS 
Trust, undated 

15. Isle ofWight, Portsmouth a South East Hampshire Health Authority joint investment 
plan for older people 2001-2002, Isle ofWight, Portsmouth Et South East Hampshire 
Health Authority, undated 

16. Portsmouth Healthcare NHS Trust, trust board agendas and strategic briefing documents: 

Trust board strategic briefing 18 October 2001, 19 July 2001, 21 June 2001,18 January 
2001, 19 October 2000, 20 July 2000, 15 June 2000, 20 April2000, 20 January 2000, 
21 October 1999, 15 July 1999, 17 June 1999, 15 April1999, 21 January 1999, 
22 October 1998, 24 September 1998 

Public meeting of the trust board 20 September 2001, 17 May 2001,15 February 2001, 
16 November 2000, 21 September 2000, 18 May 2000, 17 February 2000, 18 November 
1999, 16 September 1999, 20 May 1999, 18 February 1999, 19 November 1998 

Agenda for part two of meeting of trust board 20 September 2001, 17 May 2001, 
15 February 2001, 16 November 2000,21 September 2000, 18 May 2000, 17 February 
2000, 18 November 1999, 16 September 1999, 20 May 1999, 18 February 1999, 
19 November 1998, 24 September 1998 

17. Divisional review 2000 Gosport and Fareham division, Portsmouth Healthcare NHS 
Trust, 8 February 2000, 10 August 2000, 16 May 2000, 11 November 1999 

18. National service framework: older people steering group (district wide implementation 
team) documents, Isle of Wight, Portsmouth and South East Hampshire health authority, 
undated 

19. Correspondence: re Healthcall data 2001 analysis, Knapman practice, 22 June 2002 
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20. Correspondence: re Healthcall regarding contract for 2002, Healthcall business manager, 
March 2002 

21. Patient environment assessment and action plan, Portsmouth Healthcare NHS Trust, 
August and September 2000 

22. Combined five year capital programme 2001/2002-2005/2006, Portsmouth Healthcare 
NHS Trust, Portsmouth City Primary Care Trust, East Hampshire NHS Primary Care Trust, 
8 November 2001 

23. Portsmouth Healthcare NHS Trust: Investors in People report, Western Training and 
Enterprise Council, July 1999 

24. Portsmouth Healthcare NHS Trust, Quality report - governance indicators, 
quarter ending 30 June 2001, 31 March 2001, 31 December 2000, 30 September 2000, 
30 June 2000, 31 March 2000, 31 December 1999, 30 September 1999, 30 June 1999, 
31 March 1999, 31 December 1998, 30 September 1998, 30 June 1998, 31 March 1998, 
31 December 1997, 30 September 1997, 30 June 1997 

25. Annual quality report to Portsmouth and South East Hampshire Health Authority 
(quarter 3 2000/2001), Portsmouth Healthcare NHS Trust, 27 February 2001 

26. Improving quality - steps towards a First class service, Portsmouth Healthcare NHS Trust 
September 1998 

27. Infection control services, Portsmouth Hospitals NHS Trust and Portsmouth Healthcare 
NHS Trust, Nursing practice audit, Portsmouth Healthcare NHS Trust, 9 May 2001 

28. Emergency incidents originating at Gosport War Memorial Hospital, Hampshire 
Ambulance Service NHS Trust, April 2000-February 2002 

29. Staff handbook, Portsmouth Health care NHS Trust, undated 

30. Junior doctors' accreditation information, pack supplied by Portsmouth Healthcare NHS 
Trust, undated 

31. GP contracts for trust working, Portsmouth Healthcare NHS Trust, December 1979-May 
2001 

32. GP contracts for trust working, Out of hours GP contract, Portsmouth Healthcare NHS 
Trust, April 1999-March 2000, June 2001-March 2002 

33. Strategy for employing locum medical staff, Portsmouth Healthcare NHS Trust, undated 

34. The development of clinical supervision for nurses, nurse consultant, adult mental 
health services, Portsmouth Healthcare NHS Trust undated 

35. Correspondence/memorandum re: staff opinion survey results, Portsmouth Healthcare 
NHS Trust, 18 December 2001 

36. Staff opinion survey 2000, Portsmouth Healthcare NHS Trust undated 

37. Common actions arising from staff opinion survey results, personnel department, 
19 October 2001 

38. Memorandum re: senior managers on call, Portsmouth Healthcare NHS Trust, 
29 September 2000 

39. Personnel and human resources/management strategy and action plan, Portsmouth 
Healthcare NHS Trust, personnel director, October 2001 

40. Strategy for human resource management and important human resource issues, 
Portsmouth Healthcare NHS Trust, personnel director, October 1996 
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41. Human resource management, Portsmouth and South East Hampshire Health Authority 
Community Health Care Services, November 1991 

42. Audit of standards of oral hygiene within the stroke service, Portsmouth Healthcare NHS 
Trust November 1999-April2000 

43. Clinical Stroke service guidelines, Department of medicine for elderly people, undated 

44. Reaudit evaluation of compliance with revised handling assessment guidelines, 
Portsmouth Healthcare NHS Trust, June 1998-November 1998 

45. Feeding people, trust wide reaudit of nutritional standards, Portsmouth Healthcare NHS 
Trust, November 2001 

46. Trust records strategy, records project manager, Portsmouth Healthcare NHS Trust March 
2001 

47. A guide to medical records, a pocket guide to all medical staff, Portsmouth Healthcare 
NHS Trust, June 2000 

48. Health records all specialities core standards and procedures, Portsmouth Healthcare 
NHS Trust (incorporating East Hants Primary Care Trust and Portsmouth City Primary Care 
Trust), December 1998 updated February 2000 and May 2001 

49. Referral to old age psychiatry form, Portsmouth Healthcare NHS Trust, undated 

so. Patients affairs procedure - death certification and post mortems, department of 
medicine for elderly people, Queen Alexandra Hospital, (undated) 

51. Audit of compliance with bed rails guidelines in community hospitals, Portsmouth 
Healthcare NHS Trust, August 2001 

52. Patient flows, organisational chart, 24 October 2001 

53. Portsmouth Hospitals and Portsmouth Healthcare NHS Trusts Joint Generic Transfer 
Document: Protocol for the transfer to GP step down beds, Portsmouth Hospitals and 
Portsmouth Healthcare NHS Trusts, November 2000 

54. Discharge summary form, guidance notes for completion, Portsmouth Healthcare NHS 
Trust, 21 November 2001 

ss. Audit of patient records, December 1997-July 1998, Portsmouth Healthcare NHS Trust 

56. Audit of nutritional standards, October 1997-April1998, Portsmouth Healthcare NHS 
Trust, undated 

57. Falls policy development - strategy to reduce the number of falls in community 
hospitals, Portsmouth Healthcare NHS Trust, undated 

58. Minutes of falls meetings held on 26 July 2001,13 June 2001, 26 February 2001, 
18 January 2001, 23 November 2000, 5 October 2000, Portsmouth Healthcare NHS Trust 

59. Stepping stones: how the need for stepping stones came about, Portsmouth Healthcare 
NHS Trust, undated 

60. Portsmouth Healthcare NHS Trust Policies: Resuscitation status policy, April 2000; 
Whistleblowing policy, February 2001; Risk management policy, January 2001; Recording 
and reviewing risk events policy, May 2001; Control and administration of medicines by 
nursing staff policy, January 1997; Prescription writing policy, July 2000; Policy for 
assessment and management of pain, May 2001; Training and education policy, April 
2001; Bleep holder policy review, 15 May 2001; Prevention and management of pressure 
ulcers policy, May 2001; Prevention and management of malnutrition within trust 
residential and hospital services, November 2000; Client records and record keeping policy, 
December 2000; Trust corporate policies, guidance for staff, revised August 2000; 
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Psychiatric involvement policy, November 2001; Induction training policy, October 1999 
Handling patient related complaints policy, Portsmouth Healthcare NHS Trust, January 
2000; Domestic abuse in the workplace policy, July 2000 

61. Medicines policy incorporating the IV policy, final draft- version 3.5, Portsmouth 
Hospitals NHS Trust, Royal Hospital Haslar, Portsmouth Healthcare NHS Trust, August 2001 

62. Non emergency patient transport request form, Portsmouth Hospitals and Healthcare 
NHS Trust, undated 

63. Patient transport - standards of service, Portsmouth Health care NHS Trust, Development 
Directorate, March 2001 

64. Booking criteria and standards of service - criteria for use of non emergency patient 
transport, Portsmouth Hospitals and Healthcare NHS Trust and Hampshire Ambulance 
Trust, undated 

65. Prescribing formulary, Portsmouth District October 2001, Portsmouth Hospitals NHS Trust, 
Portsmouth Healthcare NHS Trust, General Medical Practitioners, Portsmouth and South 
East Hampshire Health Authorities and Royal Hospital Haslar (not complete) 

66. Wessex palliative care handbook: guidelines on clinical management, fourth edition, 
Portsmouth Healthcare NHS Trust, Portsmouth Hospitals NHS Trust, The Rowans 
(Portsmouth Area Hospice), undated 

67. National sentinel clinical audit, evidence based prescribing for older people: Report of 
national and local results, Portsmouth Healthcare NHS Trust, undated 

68. Compendium of drug therapy guidelines 1998 (for adult patients only), Portsmouth 
Healthcare NHS Trust, Portsmouth Hospitals NHS Trust, 1998 

69. Draft protocol for prescription and administration of diamorphine by subcutaneous 
infusion, medical director, Portsmouth Healthcare NHS Trust, 15 December 1999 

70. Medicines and prescribing committee meeting: agendas 3 February 2000, 4 May 2001, 
6 April 2000, 6 July 2000, 3 November 2000 

71. Medicines and prescribing committee meeting: minutes 3 November 2000, 5 January 
2001 

72. Correspondence: protocol for prescription administration of diamorphine by subcutaneous 
infusion, Portsmouth Healthcare NHS Trust, 7 February 2000, 11 February 2000 

73. Correspondence: Portsmouth Healthcare NHS Trust syringe driver control, Portsmouth 
Healthcare NHS Trust, 21 February 2000 

74. Correspondence: diamorphine guidelines, Portsmouth Healthcare NHS Trust, 21 February 
2000 

75. Audit of prescribing charts: questionnaire Portsmouth Healthcare NHS Trust, undated 

76. Administration of controlled drugs - the checking role for support workers: guidance 
note for ward/clinical managers, Portsmouth Healthcare NHS Trust, February 1997 

77. Scoresheet- medicines management standard 2001/2002, Portsmouth Healthcare NHS 
Trust, undated 

78. Organisational controls standards, action plan 2000/2001, Portsmouth Healthcare NHS 
Trust, November 2001 

79. Diagram of Medicines Management Structure, Portsmouth Healthcare NHS Trust, 
16 October 2000 

80. Summary medicines use 1997/1998 to 2000/2001 for wards Dryad, Daedalus and 
Sultan, Portsmouth Hospitals NHS Trust pharmacy service, April 2002 
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81. Training on demand: working in partnership, Portsmouth Healthcare NHS Trust, undated 

82. Programme of training events 2001-2002, Portsmouth Healthcare NHS Trust, undated 

83. Sultan ward leaflet, Gosport War Memorial Hospital, Portsmouth Healthcare NHS Trust 

84. Postmortem information for relatives and hospital postmortem consent form, 
Portsmouth Healthcare NHS Trust, January 2000 

85. Proposal for Portsmouth Healthcare NHS Trust: the provision of an employee assistance 
programme for Portsmouth Healthcare NHS Trust, Corecare, 16 March 2000 

86. Gosport War Memorial Hospital chaplains' leaflet, Portsmouth Healthcare NHS Trust, 
undated 

87. Gosport War Memorial Hospital, chaplains and Portsmouth Healthcare NHS Trust: 
because we care, community health services - leaflets, Portsmouth Healthcare NHS Trust, 
undated 

88. Talking with dying patients, loss death and bereavement, staff handout, no author, 
undated 

89. Multidisciplinary post registration development programme, 2001 

90. Gerontological nursing programme: proposal for an integrated work based learning and 
practice development project between the RCN's gerontological nursing programme, 
Portsmouth Health Care NHS Trust, PCTs and Portsmouth University: COMMUNITY 
HOSPITALS, Royal College of Nursing, version 2.0 2001 

91. Multidisciplinary post registration year 2000-2001: lecture programme, Portsmouth 
Healthcare NHS Trust, November 2001 

92. Training programme 2002 and in service training: list of lectures, Portsmouth 
Healthcare NHS Trust, undated 

93. Occupational therapy service - supervision manual, Portsmouth Healthcare NHS Trust, 
Portsmouth City Council, Hampshire County Council Social Service department, undated 

94. Acute life threatening events recognition and treatment (ALERU: A multiprofessional 
University of Portsmouth course in care of the acutely ill patient, October 2000 

95. Training and development for nursing staff in Portsmouth Healthcare NHS Trust 
community hospitals relating to intermediate care: Progress report, Portsmouth 
Healthcare NHS Trust, 12 February 2001 

96. E-learning at St James's: catalogue of interactive training programmes, November 2001 

97. Valuing diversity pamphlet: diversity matters, Portsmouth Healthcare NHS Trust, 
undated 

98. Procedural statement - individual performance review: recommended documentation 
and guidance notes, personnel director, Portsmouth Healthcare NHS Trust, April 2001 

99. IPR audit results 2000, community hospitals service lead group, 22 March 2001 

100. Clinical nursing development, promoting the best practice in Portsmouth Healthcare, 
Portsmouth Healthcare NHS Trust, January 1998 

101. An evaluation of clinical supervision activity in nursing throughout Portsmouth 
Healthcare NHS Trust, Portsmouth Healthcare NHS Trust, December 1999 

102. Your views matter: making comments or complaints about our services, Portsmouth 
Healthcare NHS Trust, undated 
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103. Anonymised correspondence on complaints relating to Gosport War Memorial Hospital 
since 1998 

104. Learning from experience: action from complaints and patient based incidents, 1998-
2001, Portsmouth Healthcare NHS Trust 

105. Handling complaints course facilitators notes, Portsmouth Healthcare NHS Trust, 21 May 
1999 

106. Community hospitals governance framework, January 2001 

107. Community hospitals and Portsmouth Healthcare NHS Trust clinical governance 
development plan, 2001- 2002 

108. General rehabilitation clinical governance group, minutes of meeting 6 September 2001 

109. Stroke service clinical governance meeting, minutes of meeting 12 October 2001 

110. Continuing care clinical governance group, minutes of meeting 7 November 2001, 
Portsmouth Healthcare NHS Trust 

111. Community hospitals clinical leadership programme update, Portsmouth Healthcare NHS 
Trust, 19 November 2001 

112. Practice development programme: community hospitals clinical governance, Portsmouth 
Healthcare NHS Trust, March 1999 

· 113. Third quarter quality/clinical governance report, community hospitals service lead group, 
Portsmouth Healthcare NHS Trust, January 2000 

114. Community hospitals clinical governance baseline assessment action plan, September 
1999 

115. Clinical governance: minimum expectations of NHS trusts and primary care trusts from 
April2000. Action plan- review March 2001, Portsmouth Healthcare NHS Trust, undated 

116. Clinical governance annual report 2000/2001 and 1999/2000, Portsmouth Healthcare 
NHS Trust 

117. Risk event forms and instructions, Portsmouth Healthcare NHS Trust, undated 

118. Clinical governance baseline assessment trust wide report, 1999, Portsmouth Healthcare 
NHS Trust, undated 

119. Trust clinical governance panel meeting minutes on 16 May 2001, Portsmouth Healthcare 
NHS Trust 

120. Memorandum re: implementation of clinical governance, Portsmouth Healthcare NHS 
Trust, 11 June 1999 

121. Risk management strategy 2000/2003, 1999/2002 and 1998/2001, Portsmouth 
Healthcare NHS Trust 

122. Gosport War Memorial Hospital patient survey action plan, Portsmouth Healthcare NHS 
Trust, (undated) 
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1. Dryad ward away day notes, Gosport War Memorial Hospital, 22 January 2001, 18 May 
1998 

2. Community hospital service plan 2001/2002, Portsmouth Healthcare NHS Trust, undated 

3. Community hospitals GP bed service plan 2000/2001, Portsmouth Healthcare NHS Trust, 
30 November 1999 

4. Intermediate care and rehabilitation services proposal, Fareham and Gosport primary 
care groups, May 2000. 

5. Team objectives 1999/2000 - Sultan ward, Portsmouth Healthcare NHS Trust, 
21 November 2001 

6. Gosport War Memorial Hospital key objectives 2000/2001, 1998/1999, 1997/1998 and 
1996/1997, Portsmouth Healthcare NHS Trust 

7. Gosport War Memorial Hospital leaflet and general information, Portsmouth Healthcare 
NHS Trust, undated 

8. Gosport health improvement programme (HIMP) 2000-2002, Fareham and Gosport 
primary care groups, undated 

9. Fareham and Gosport primary care groups intermediate care and rehabilitation 
services, Fareham and Gosport primary care groups, undated 

10. Patient throughput data from Sultan, Dryad and Daedalus wards 1997/1998-
2000/2001, Fareham and Gosport primary care groups, April 2002 

11. Fareham and Gosport staff management structure, community hospitals, Portsmouth 
Healthcare NHS Trust, 25 October 2001 

13. Fareham and Gosport locality division structure diagram, Portsmouth Healthcare NHS 
Trust, 25 October 2001 

14. Fareham and Gosport older persons' locality implementation group progress report. Isle 
of Wight, Portsmouth and South East Hants Health Authority, Fareham and Gosport 
primary care groups, undated 

15. Development of intermediate care and rehabilitation services within the Gosport 
locality, Portsmouth Healthcare NHS Trust, undated 

16. Correspondence from department of medicine for elderly people re: national sentinel 
audit of stroke 1999, Portsmouth Healthcare NHS Trust, 8 March 2000 

17. Job description: Lead consultant department of medicine for elderly people (draft 4), 
Portsmouth Healthcare NHS Trust, February 1999 

18. Job description: clinical assistant position to the geriatric division in Gosport, Portsmouth 
and South East Hampshire Health Authority, April 1988 

19. Job description: service manager (H Grade) department of medicine for elderly people, 
Portsmouth Healthcare NHS Trust, 29 August 2000 

20. Job description: Service manager, community hospitals Fareham and Gosport, Portsmouth 
Healthcare NHS Trust, February 2000 

21. University of Portsmouth, Clinical nursing governance in a department of elderly 
medicine: an exploration of key issues and proposals for future development, 
Portsmouth Healthcare NHS Trust and Portsmouth University, May 2000 
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22. One year on: aspects of clinical nursing governance in the department of elderly 
medicine, Portsmouth Healthcare NHS Trust, September 2001 
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23. Operational policy, bank/overtime/agency, Fareham and Gosport community hospitals 
and elderly mental health, Portsmouth Healthcare NHS Trust, 1 May 2001 

24. Job description: full time staff grade physician, Gosport War Memorial Hospital 
department of medicine for elderly people, Portsmouth Healthcare NHS Trust, 5 July 2000 

25. Correspondence re: staff grade physician contract - Gosport War Memorial Hospital, 
Portsmouth Healthcare NHS Trust, 26 September 2001 

26. Correspondence re: consultant in medicine for the elderly contract, Wessex Regional 
Health Authority, 28 January 1992 

27. Essential information for medical staff department of medicine for elderly people, 
Portsmouth Healthcare NHS Trust, undated 

28. Department of medicine for elderly people, consultant timetables August 1997-
November 2001, Portsmouth Healthcare NHS Trust 

29. Development of intermediate care and rehabilitation services within the Gosport 
locality, Portsmouth Healthcare NHS Trust, undated 

30. Information for supervision arrangements for Gosport War Memorial Hospital, 
Portsmouth Healthcare NHS Trust, November 2001 

31. Clinical managers meeting minutes, Portsmouth Healthcare NHS Trust, 12 November 
2001 

32. Notes of action learning meeting, Portsmouth Healthcare NHS Trust, 11 June 2001 

33. Notes from team leader meetings for the Daedalus ward, Portsmouth Healthcare NHS 
Trust, 5 April 2001 

34. Notes of Daedalus ward meeting, Portsmouth Healthcare NHS Trust, 6 August 2001 

35. Fareham Et Gosport locality division, nursing accountability pathway, Portsmouth 
Healthcare NHS Trust, 25 October 2001 

36. Medical accountability structure for Gosport War Memorial Hospital, undated 

37. Supervision arrangement consultant timetable at Gosport War Memorial Hospital 
1998-2001, Portsmouth Healthcare NHS Trust 

38. Night skill mix review Gosport War Memorial Hospital, Portsmouth Healthcare NHS 
Trust, 28 March 2001 

39. Vacancy levels 1998-2001 for Sultan, Daedalus and Dryad, Portsmouth Healthcare NHS 
Trust, 21 November 2001 

40. Sickness absence statistics for Daedalus Ward, Gosport War Memorial Hospital, 2000-
2001, undated 

41. Sickness absence statistics for Sultan Ward, Gosport War Memorial Hospital, 1998-2001, 
undated 

42. Wastage for qualified nurses - Daedalus, Dryad and Sultan Ward, undated 

43. Winter escalation plans elderly medicine and community hospitals, Portsmouth 
Healthcare NHS Trust, undated 

44. Audit of detection of depression in elderly rehabilitation patients, January-November 
1998, Portsmouth Healthcare NHS Trust, undated 
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45. District audit review of rehabilitation service for older people 2000/2001, Portsmouth 
Healthcare NHS Trust, January 2001 

46. Memorandum to all medical staff re: rapid tranquillisation and attached protocol -
department of medicine for elderly people, Portsmouth Healthcare NHS Trust, 
23 February 2001 

47. Correspondence re: guidelines on management of acute confusion from general 
manager- department of medicine for elderly people, Portsmouth Healthcare NHS Trust, 
18 October 2001 

48. Memorandum to all consultants from consultant geriatrician re: management of acute 
confusion elderly medicine, Queen Alexandra Hospital Portsmouth Healthcare NHS Trust, 
30 April 2001 

49. Community hospitals: guidelines for confirmation of death, Portsmouth Healthcare NHS 
Trust, policy date May 1998, review date May 1999 

50. Memorandum: Guidelines for admission to Daedalus and Dryad ward, Portsmouth 
Healthcare NHS Trust, 4 October 2000 

51. Clinical policy, admission and discharge policy, Portsmouth Healthcare NHS Trust, 
September 2000 

52. Urgent notice for all medical and nursing staff in the event of a suspected fracture 
and/or dislocation of a patient on the above ward, Daedalus and Dryad wards, Gosport 
War Memorial Hospital, Portsmouth Healthcare NHS Trust, 16 November 2001 

53. Procedure for the initial management of medical emergencies in Gosport War Memorial 
Hospital, Portsmouth Healthcare NHS Trust, IS January 2001 

54. Audit of neuroleptic prescribing in elderly medicine, Portsmouth Healthcare NHS Trust, 
January-November 1999, November 1998-July 1999, September-December 2001 

55. Administration of medicines, community hospitals - programme for updating qualified 
staff, Portsmouth Healthcare NHS Trust, 13 March 1997 

56. Memorandum re: seminar- osteoporosis and falls, 14 November 2001, clinical assistant 
teaching elderly medicine, Portsmouth Healthcare NHS Trust, 19 October 2001 

57. Introduction to Gosport War Memorial Hospital for staff, Portsmouth Healthcare NHS 
Trust, undated 

58. Competence record and development for qualified nurses 1998-2001, Sultan, Dryad and 
Daedalus wards 

59. Fareham and Gosport induction programme, 9 November 2001, Portsmouth Healthcare 
NHS Trust, undated 

60. Training and development in community hospitals workshops - practice development 
facilitators (Gosport War Memorial Hospital, St Christophers Hospital, Emsworth Victoria 
Cottage Hospital, Petersfield Community Hospital, Havant War Memorial Hospital), East 
Hampshire Primary Care Trust, undated 

61. Occupational therapy service - continuous professional development and training, 
Fareham and Gosport locality, occupational therapy professional advisor, 23 November 
2001 

62. Analysis of complaints at Gosport War Memorial Hospital, workshop notes and action 
plans, February 2001 

63. Fareham and Gosport Primary Care Groups: Proposal to establish a primary care trust 
for Fareham and Gosport, Isle ofWight, Portsmouth and South East Hampshire Health 
Authority, July 2001 
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64. March 2001 Final monitoring report intermediate care, Portsmouth Healthcare NHS 
Trust, May 2001 

D) DOCUMENTS RELATING TO HAMPSHIRE CONSTABULARY INVESTIGATIONS 

1. Police expert witness report, Professor B Livesley, MD, FRCP, 9 November 2000 

2. Police expert witness report, Professor G Ford, MA, FRCP, 12 December 2001 

3. Police expert witness report, Dr K Mundy, FRCP, 18 October 2001 

E) OTHER DOCUMENTS RELATING TO GOSPORT WAR MEMORIAL HOSPITAL 
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1. A local procedure for the identification and support of primary care medical 
practitioners whose performance is giving cause for concern, Isle of Wight, Portsmouth 
and South East Hampshire Health Authority and local medical committee, undated 

2. Clinical governance and clinical quality assurance, the baseline assessment framework, 
NHS Executive south east region, 1999 

3. Clinical Governance, Audit 1998/1999 Et Summary report, District Audit, December 
1999 
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i. The investigation sought to establish the views of people who had experience of services 
for older people at the Gosport War Memorial Hospital since 1998. 

ii. CHI sought to obtain views about the service through a range of methods. People were 
invited to: 

• meet with members of the investigation team 

• fill in a short questionnaire 

• write to the investigation team 

• contact by telephone or email 

iii. In November 2001, information was distributed about the cm investigation at Gosport 
War Memorial Hospital to stakeholders, voluntary organisations and statutory 
stakeholders. This information included posters advertising stakeholder events, 
information leaflets about the investigation, questionnaires and general cm information 
leaflets. Press releases were issued in local newspapers and radio stations. The Hampshire 
Constabulary agreed to forward CHI contact details to families who had previously 
expressed their concerns to them. 

iv. The written information was distributed to a large group of potential stakeholders. In total 
36 stakeholders and 59 voluntary organisations will have received the above information. 
These people included: 

• Motor Neurone Disease Association, Alzheimer's Society, League of Friends and other 
community groups such as the Gosport Stroke Club and Age Concern 

• Portsmouth and South East Hampshire Community Health Council, Isle of Wight, 
Portsmouth and South East Hampshire Health Authority, local medical committee, 
members of parliament, nursing homes, Portsmouth social services and Fareham and 
Gosport primary care groups 

STAKEHOLDER RESPONSES 

i. CHI received the following responses from patients, relatives, carers, friends and voluntary 
organisations. 

Letters Questionnaires Telephone interviews -stakeholder interviews 

7 2 10 17 

("stakeholders were counted according to the number of attendees and not based on number of 

interviews) 

ii. A number of people who contacted CHI did so using more than one method. In these cases 
any other form of submitted evidence, was incorporated as part of the stakeholders 
contact. 
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Figure 8.1 Concerns about care raised by stakeholders by ward and date 

Dryad Daedalus Sultan GWMH TOTAL 

1998 8 2 10 

1999 5 6 

2000 3 3 7 

2001 2 

GWMH 2 2 

TOTAl 17 3 6 27 

GWMH - Gosport War Memorial Hospital 

ANALYSIS OF VIEWS RECEIVED 

i. During the Cm investigation stakeholder views highlighted both positive and less positive 
experiences of patient care. 

Positive experiences 

ii. cm received nine letters from stakeholders commenting on the satisfaction of the care 
that the patients received and highlighting the excellent level of care and kindness 
demonstrated by the staff. This was also supported by 400 letters of thanks and donations 
received by the Gosport War Memorial Hospital. The most frequently recurring positive 
comments from stakeholders were about staff attitude (five responses) and the 
environment (five responses). Other positive feedback was received about access to 
services, transfer, prescribing, end of life arrangements, communication and complaints. 

iii. The overall analysis of the stakeholder comments indicated that staff attitude and the 
environment were most highly commended. Examples of staff attitude included 
comments such as, "one lovely nurse on Dryad went to say hello to every patient even 
before she got her coat off' and "as a whole the ward was lovely and there was no 
complaints against the staff'. The environment was described as being tidy and clean with 
good decor. Another comment recognised the ward's attention to maintaining patient 
dignity with curtains been drawn reducing attention to the patient. One stakeholder 
commented on the positive experience they had when dealing with the trust concerning a 
complaint they had made. 

Less positive experiences 

iv. A number of less positive experiences of patients/friends and relatives were shared with 
cm by stakeholders. The following table outlines the most frequently recurring negative 
comments that corresponded with Cm's terms of reference. 

Figure 8.2 Less positive views of patient and relative/friend experiences 

View Frequency of responses 

Communication with relatives/carers/friends 14 

Patient transfer 10 

Nutrition and fluids 11 

Prescription of medicines 9 

Continence management, catheritisation 8 

Staff attitude 8 

End of life communication with: 

patients 4 

relatives/carers/friends 6 

Humanity of care ie access to buzzer, clothing 8 
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v. Patient transfer. Contacts commented on the state of the patient's health before and during 
the transfer. Other stakeholders mentioned the time that it took to transfer the patient and 
also highlighted the inappropriate method of transporting the patient. 

vi. Nutrition and fluids. Stakeholders highlighted a lack of help in feeding patients. They 
commented on how dehydrated the patients appeared and the lack of positive 
communication between the relative/carer and the staff to overcome the relative/carer's 
concern about the level of nutrition and fluids. 

vii. Humanity of care. 

• incontinence management - stakeholders felt that there was limited help with patients 
that needed to use the toilet 

• attitude of staff- stakeholders commented on staff attitude, mentioning the length of 
time it took for staff to respond. Other comments related to the basic lack of care for 
patients in their last few days 

• provision of bells - stakeholders observed that the bells were often out of the patients 
reach 

• management of clothing - stakeholders commented that the patients were never in their 
own clothes 

viii. Arrangements for the prescription, administration, review and recording of medicines. 
The majority of concerns were around the prescribing of diamorphine. Others centred on 
those authorised to prescribe the medication to the patient and how this was 
communicated to the relatives/carer. 

ix. Communication and collaboration between the trust and patients, their relatives and 
carers and with partner organisations. Interviewees indicated a lack of staff contact with 
the relatives/carers about the condition of the patient and the patient's care plan. Other 
interviewees commented on how some of the staff were not approachable. One 
interviewee referred to the absence of lay terms to describe a patient's condition, making 
it difficult to understand the patient's status of health. 

x. Arrangements to support patients and their relatives and carers towards the end of the 
patient's life. Stakeholders mainly thought that there was a lack of communication from 
the staff after their relative had died. 

xi. Three of the contacts had made complaints to the trust through the NHS complaints 
procedure. All were dissatisfied about the trust response. 
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Portsmouth Healthcare NHS Trust 
staff and non executive directors 
interviewed by CHI 
• Baldacchino, L, Health Care Support Worker 

• Banks, Dr V, Lead. Consultant 

• Barker, D, Staff Nurse 

• Barker, M, Enrolled Nurse 

• Barrett, L, Staff Nurse 

• Beed, P, Clinical Manager 

• Brind, S, Occupational Therapist 

• Cameron, F, General Manager 

• Carron, P, Occupational Therapist 

• Clasby, J, Senior Nurse 

• Crane, R, Senior Dietician 

• Day, G, Senior Staff Nurse 

• Douglas, T, Staff Nurse 

• Durtleavy, J, Staff Nurse 

• Dunleavy, S, Physiotherapist 

• Goode, P, Health Care Support Worker 

• Hair, Revd J, Chaplain 

• Hallman, S, Senior Staff Nurse (until 11 September 2000) 

• Hamblin, G, Senior Staff Nurse 

• Haste, A, Clinical Manager 

• Hooper, B, Project Director 

• Humphrey, L, Quality Manager 

• Hunt, D, Staff Nurse (until 6 January 2002) 

• Jarrett, Dr D, Lead Consultant 

• Joice, C, Staff Nurse (until 4 October 1999) 

• Jones, J, Corporate Risk Advisor 

• Jones, T, Ward Clerk 

• King, P, Personnel Director 

• King, S, Clinical Risk Advisor 

• Landy, S, Senior Staff Nurse 

• Langdale, H, Health Care Support Worker 

• Law, D, Patient Affairs Manager 
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• Lee, D, Complaints Convenor Et Non Executive Director 

• Lock, J, Sister (retired 1999) 

• Loney, M, Porter 

• Lord, Dr A, Lead Consultant 

• Mann, K, Senior Staff Nurse 

• Melrose, B, Project Manager - Complaints 

• Millett, M, Chief Executive (until 31 March 2002) 

• Monk, A, Chairman 

• Nelson, S, Staff Nurse 

• Neville, J, Staff Nurse (until 1 January 2001) 

• O'Dell, J, Practice Development Facilitator 

• Parvin, J, Senior Personnel Manager 

• Peach, J, Service Manager 

• Peagram, L, Physiotherapy Assistant 

• Pease, Y, Staff Nurse 

• Phillips, C, Speech Et Language Therapist 

• Piper, I, Operational Director 

• Qureshi, Dr L, Consultant 

• Ravindrance, Dr A, Consultant 

• Reid, Dr I, Medical Director 

• Robinson, B, Deputy General Manager 

• Scammel, T, Senior Nurse Coordinator 

• Taylor, J, Senior Nurse 

• Thomas, Dr E, Nursing Director 

• Thorpe, M, Health Care Support Worker 

• Tubbitt, A, Senior Staff Nurse 

• Walker, F, Senior Staff Nurse 

• Wells, P, District Nurse 

• Wigfall, M, Enrolled Nurse 

• Wilkins, P, Senior Staff Nurse 

• Williams, J, Nurse Consultant 

• Wilson, A, Senior Staff Nurse 

• Wood, A, Finance Director 

• Woods, L, Staff Nurse 

• Yikona, Dr J, Staff Grade Physician 

CID is grateful to Caroline Harrington for scheduling interviews. 
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APPENDIX D 

Meetings or telephone interviews with 
external agencies with an involvement 
in elderly care at Gosport War 
Memorial Hospital 
• Portsmouth Hospitals NHS Trust 

Jill Angus, Clinical Discharge Coordinator 

Wendy Peckham, Discharge Planner for Medicine 

Clare Bownass, Ward Sister 

Sonia Baryschpolec, Staff Nurse 

Sam Page, Bed Manager, Royal Haslar Hospital 

Sally Clark, Patient Transport Manager 

Julie Sprack, Senior Nurse 

Jeff Watling, Chief Pharmacist 

Vanessa Lawrence, Pharmacist 

• Hampshire Ambulance Service NHS Trust 

Alan Lyford, Patient Transport Service Manager 

• Isle of Wight, Portsmouth et South East Hampshire Health Authority 

Penny Humphris, Chief Executive 

Dr Peter Old, Director of Public Health 

Nicky Pendleton, Progamme Lead for Elderly Care Services 

• NHS Executive south east regional office 

Dr Mike Gill, Regional Director of Public Health 

Dr David Percy, Director of Education and Training 

Harriet Boereboom, Performance Manager 

• Portsmouth and South East Hampshire Community Health Council 

Joyce Knight, Chairman 

Christine Wilkes, Vice Chair 

Margaret Lovell, Chief Officer 

• Hampshire Constabulary 

Detective Superintendent John James 
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• Portsmouth Social Services 

Sarah Mitchell, Assistant Director (Older People) 

Helen Loten, Commissioning and Development Manager 

• Hampshire Social Services 

Tony Warns, Service Manager for Adults 

• Alverstoke House Nursing and Residential Care Home 

Sister Rose Cook, Manager 

• Glen Heathers Nursing and Residential Care Home 

John Perkins, Manager 

Other 

• League of Friends 

Mary Tyrell, Chair 

Geoff Rushton, Former Treasurer 

• Motor Neurone Disease Association 

Mrs Fitzpatrick 

• Members of Parliament 

Peter Viggers, MP for Gosport 

Sydney Rapson, MP for Portsmouth North 

• Primary Care Groups 

John Kirtley, Chief Executive, Fareham and Gosport Primary Care Groups 

Dr Pennells, Chairperson, Gosport Primary Care Groups 

• Portsmouth Local Medical Committee 

Dr Stephen McKenning, Chairman 

• Gosport War Memorial Hospital medical committee 

Dr Warner, Chairman 

• Local representative for the Royal College of Nursing 

Betty Woodland, Steward 

Steve Barnes, RCN Officer 
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B Local representative for Unison 

Patrick Carron, Branch Chair 

B Local general practitioners 

Dr J Barton, Knapman Practice 

Dr P Beasley, Knapman Practice 

Dr S Brook, Knapman Practice 
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APPENDIX E 

Medical case note review team: 
terms of reference and membership 
Tenns of reference for the medical notes review group to support the CHI investigation at 
Gosport War Memorial Hospital 

PURPOSE 

The group has been established to review the clinical notes of a random selection of recently 
deceased older patients at the Gosport War Memorial Hospital in order to infonn the CHI 
investigation. With reference to CHI's investigation tenns of reference and the expert witness 
reports prepared for the police by Dr Munday and Professor Ford, this review will address the 
following: 

(i) the prescription, administration, review and recording of drugs 

(ii) the use and application of the trust's policies on the assessment and management of pain, 
prescription writing and administration of N drugs 

(iii) the quality of nursing care towards the end of life 

(iv) the recorded cause of death 

METHOD 

The group will review 15 anonymised clinical notes supplied by the trust, followed by a one 
day meeting at CID in order to produce a written report to infonn the Clll investigation. The 
group will reach its conclusions by 31 March 2002 at the latest. 

MEMBERSHIP 

• Dr Tony Luxton, Geriatrician 

Cambridge City PCT 

(CID doctor team member and chair of the group) 

• Maureen Morgan, Independent Management Consultant 

(CHI nurse member) 

• Professor Gary Ford, Professor of Pharmacology of Old Age 

University of Newcastle and Freeman Hospital 

• Dr Keith Munday, Consultant Geriatrician 

Frimley Park Hospital 

• Annette Goulden, Deputy Director of Nursing 

NHS Trent regional office and fonnerly 

Department of Health Nursing Officer for elderly care 
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FINDINGS OF GROUP 

The findings of the group will be shared with: 

(i) the cm Gosport investigation team 

(ii) Cm's Nurse Director and Medical Director and other t:HI staff as appropriate 

(iii) the trust 

(iv) relatives of the deceased (facilitated by the trust) if requested, on an individual basis 

The final report of the group will be subject to the rules of disclosure applying to cm 
investigation reports. 
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APPENDIX F 

Report of the Gosport investigation 
medical notes review group 
PURPOSE 

cm undertook a review of the anonymised medical notes of a random selection of 15 patients 
who had died between 1 August 2001 and 31 January 2002 on Daedalus, Dryad or Sultan wards 
at Gosport War Memorial Hospital. 

cm·s intention for this piece of work was to determine whether the policies and systems put in 
place by the Portsmouth Healthcare NHS Trust since the events of 1998, to address prescribing 
practices are being implemented and are impacting on the quality of care patients are now 
receiving. cm's review also considered the nursing notes for each patient and looked at the 
quality of nursing care as documented in the notes. Finally, the review considered whether the 
cause of death recorded in the notes was appropriate. 

METHODOLOGY 

The group received 15 sets of anonymised medical notes from the trust, which related to the 
last admission of 15 patients. Five patients were randomly selected from each of the following 
wards: Daedalus, Dryad and Sultan. A total of 49 patients had died whilst on these wards 
during the sample timeframe. 

FINDINGS 

(i) Use of medicines 

Prescription 

The group considered that the volume and combination of medicines used was appropriate for 
this group of patients and was in line with accepted good practice and British National 
Formulary guidelines. Single prescription, PRN and syringe driver prescribing was acceptable. 
There was no evidence of anticipatory prescribing. 

The case notes suggested that the use of the trust's 'analgesic ladder' to incrementally increase 
and decrease pain relief in accordance to need was being followed. The group saw no evidence 
to suggest that patients had been prescribed large amounts of pain relief, such as diamOiphine 
on admission where this was not necessary. Co-codamol had been prescribed in a number of 
cases as an initial analgesic, with progression to alternative medicines as and when more pain 
relief was needed. The use of the analgesic ladder was less evident in Sultan ward. 

However, in two cases, the group saw evidence of unacceptable breakthrough pain, and six 
hourly rather than four hourly prescriptions, which could have allowed this to happen. There 
was also some evidence of the simultaneous prescribing of co-codamol and fentanyl, which was 
not thought by the group to be the most effective combination of medicines. 

Administration 

Syringe drivers had been used to deliver medication to six of the patients reviewed. Appropriate 
use of syringe drivers as a method of medicine administration was observed, with documented 
discussions with families before use. 
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Appropriate administration of medicines by nursing staff was evident. Prescriptions issued over 
the telephone by GPs on Sultan ward were appropriately completed in accordance with trust 
policy. 

Review and recording of medicines 

Evidence of consistent review of medication was seen, with evidence to suggest that patients 
and relatives were involved in helping to determine levels of pain. Nursing staff had 
appropriately administered medicines in line with medical staff prescriptions. Prescription 
sheets had been completed adequately on all three wards. Generally, record keeping around 
prescribing was clear and consistent, though this was not as clear on Sultan ward. 

Based on the medical notes reviewed, the group agreed that the trust's policies on the 
assessment and management of pain, prescription writing and administration of N drugs were 
being adhered to. 

(ii) Quality of nursing care towards the end of life 

The team found a consistently reasonable standard of care given to all patients they reviewed. 
The quality of nursing notes was generally adequate, although not always of consistent quality. 
There was some evidence to suggest a task oriented approach to care with an over emphasis on 
the completion of paperwork. This left an impression of a sometimes disjointed rather than 
integrated individual holistic assessment of the patient. The team saw some very good, detailed 
care plans and as well as a number of incidences where no clear agreed care plan was evident. 

The team was concerned that swallowing assessments for patients with dysphagia had been 
delayed over a weekend because of the lack of availability of suitably trained nursing staff. 
Nurses could be trained to undertake this role in order not to compromise patient nutrition. 
Despite this, the trust's policies regarding fluid and nutrition were generally being adhered to. 
Though based on the nursing notes, a number of patients had only been weighed once, on 
admission. 

There was evidence of therapy input, but this had not always been incorporated into care plans 
and did not always appear comprehensive. There was some concern that despite patients being 
assessed as at risk of pressure sores, it was not clear how this had been managed for some 
patients. 

There was thorough, documented evidence to suggest that comprehensive discussions were held 
with relatives and patients towards the end of the patient's life. Do not attempt resuscitation 
decisions were clearly stated in the medical records. 

Recorded cause of death 

The group found no cause for concerns regarding any of the stated causes of death. 

GENERAL COMMENTS 

Admission criteria 

The team considered that the admission criteria for Daedalus and Dryad wards was being 
adhered to. However there were examples of patients admitted to Sultan ward who were more 
dependent than the admission criteria stipulates. There is also an issue regarding patients who 
initially meet the admission criteria for Sultan ward who then develop complications and 
become more acutely sick. 
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Elderly medicine consultant input and access to specialist advice 

Patients on Daedalus and Dzyad wards received regular, documented review by consultant staff. 
There was clear evidence of specialist input, from mental health physicians, therapists and 
medical staff from the acute sector. 

Out of hours cover 

There was little evidence of out of hours input into the care of patients reviewed by CHI, though 
the team formed the view that this had been appropriate and would indicate that the general 
management of patients during regular hours was therefore of a good standard. 
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APPENDIX G 

An explanation of the dissolution of 
services into the new primary care 
trusts 
Figure G.l Arrangements for hosting clinical services 

Department Portsmouth East Hampshire Fareham Et Gosport West Hampshire 
City PCT PCT PCT NHS Trust 

Elderly medicine • 
Elderly mental health • 
Community paediatrics • 
Adult mental health • • 
services For Portsmouth For Hampshire 

patients patients 

Learning disability 

services • 
Substance misuse • 
Clinical pyschology • 
Primary care counselling • 
Specialist family planning • 
Palliative care • 
(Source: Local health, local decisions, consultation document, September 2001, NHS Executive South 

East Regional Office, Isle of Wight, Portsmouth and South East Hampshire Health Authority and 

Southampton and South West Health Authority) 
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APPENDIX H 

Patient throughput data 1997 I 1998 
- 2000/2001 

Figure H.1 Throughput data 1997/1998 - 2000/2001 

Financial year Ward 

1997/1998 Daedalus 

1997/1998 Dryad 

1997/1998 Sultan 

Total 

1998/1999 Daedalus 

1998/1999 Dryad 

1998/1999 Sultan 

Total 

1999/2000 Daedalus 

1999/2000 Dryad 

1999/2000 Sultan 

Total 

2000/2001 Daedalus 

2000/2001 Dryad 

2000/2001 Sultan 

Total 

Finished consultant 
episodes 

97 

72 

287 

456 

121 

76 

306 

503 

110 

131 

402 

643 

113 

86 

380 

579 

(Source: 1997/1998- trust ward based discharge data, 1998/1999, 1999/2000 and 2000/2001 -trust 

patient administration system (PAS) data). 
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APPENDIX I 

Breakdown of medication in Dzyad, 
Sultan and Daedalus wards at 
Gosport War Memorial Hospital 
Figure 1.1 Summary of medicine usage 1997/1998-2000/2001 (Mar 2002) 
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Drug Ward Dose Pack 97/98 98/99 99/00 00/01 

Daedalus 5mg 5 0 5 0 3 

Dryad 
Diamorphine injection 

5mg 5 0 0 0 6 

Sultan 5mg 5 6 5 0 10 

Total 6 10 0 19 

Sultan 
Diamorphine via 

5mg 1 0 10 0 0 

syringe driver Total 0 10 0 0 

Daedalus 10mg 5 21 34 27 19 

Dryad 
Diamorphine injection 

10mg 5 40 57 56 20 

Sultan 10mg 5 67 36 24 35 

Total 128 127 107 74 

Dryad 10mg 1 0 17 0 0 

Diamorphine via Sultan 10mg 1 0 20 0 0 
syringe driver 

Total 0 37 0 0 

Daedalus 30mg 5 16 27 15 7 

Dryad 30mg 5 34 51 40 4 
Diamorphine injection 

Sultan 30mg 5 67 43 14 31 

Total 117 121 69 42 

Dryad 30mg 1 0 5 0 0 
Diamorphine via 

Total syringe driver 0 5 0 0 

Daedalus 100mg 5 2 11 1 2 

Dryad 
Diamorphine injection 

100mg 5 12 13 2 0 

Sultan 100mg 5 20 27 0 31 

Total 34 51 3 33 
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Drug Ward Dose Pack 97/98 98/99 99/00 00/01 

Daedalus SOOmg 5 0 1 0 

Dryad SOOmg 5 0 2 0 
Diamorphine injection 

Sultan SOOmg 5 1 1 0 

Total 1 4 0 

Daedalus Smg/Sml 10 0 3 0 

Dryad Smg/Sml 10 1 1 0 
Haloperidol injection 

Sultan Smg/Sml 10 43 15 6 

Total 44 19 6 

Daedalus Smg/Sml 5 0 0 0 

Dryad Smg/Sml 5 0 0 0 
Haloperidol injection 

Smg/Sml Sultan 5 0 0 0 

Total 0 0 0 

Daedalus 10mg/2ml 10 37 51 39 

Midazolam 
Dryad 10mg/2ml 10 75 108 75 

Sultan 10mg/2ml 10 21 9 2 

Total 133 168 116 

(Source: Portsmouth Healthcare NHS Trust) 

Dose: a single measured quantity of medicine 

Pack: a collection of single doses, the packaging in which medicines are dispatched 
from the pharmacy 
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APPENDIXJ 

Glossary 

accountability responsibility, in the 
sense of being called to account for 
something. 

action plan an agreed plan of action 
and timetable that makes improvements 
to services. 

acute care/ trust/hospital short term (as 
opposed to chronic, which means long 
term). 
Acute care refers to medical and 
surgical treatment involving doctors 
and other medical staff in a hospital 
setting. 
Acute hospital refers to a hospital that 
provides surgery, investigations, 
operations, serious and other 
treatments, usually in a hospital setting. 

allied health professionals professionals 
regulated by the Council for Professions 
Supplementary to Medicine (new Health 
Professions Council). This includes 
professions working in health, social 
care, education, housing and other 
sectors. The professions are art 
therapists, music therapists and drama 
therapists, prosthetists and orthotists, 
dieticians, orthoptists, occupational 
therapists, physiotherapists, biomedical 
scientists, speech and language 
therapists, radiographers, chiropodists 
and podiatrists, ambulance workers and 
clinical scientists. Also called 
professionals allied to or supplementary 
to medicine. 

analgesia medicines prescribed to reduce 
pain. 

anticipatory prescribing to prescribe a 
drug or other remedy in advance. 

antipsychotics A group of medicines 
used to treat psychosis (conditions such 
as schizophrenia) and sometimes used 
to calm agitation. Examples include 
haloperidol. Also called major 
tranquillisers or neuroleptics. 

appraisal an assessment or estimate of 
the worth, value or quality of a person 
or service or thing. 
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Association of Chief Police Officers (ACPO) 
an association whose members hold the 
rank of Chief Constable, deputy Chief 
Constable or Assistant Chief Constable or 
their equivalents. They provide a 
professional opinion to the Government 
and appropriate organisations. 

audit, clinical audit an examination of 
records to check their accuracy. Often 
used to describe an examination of 
financial accounts in a business. 
In clinical audit those involved in 
providing services assess the quality of 
care. Results of a process or 
intervention are assessed, compared 
with a preexisting standard, changed 
where necessary, and then reassessed. 

Barthel score a validated tool used to 
measure physical disability. 

benzodiazepines a diverse group of 
medicines used for a range of purposes. 
Some reduce anxiety, others are used as 
sleeping tablets. Some, such as 
midazolam, act as strong sedatives and 
can be accompanied by memory loss 
whilst the medicine is active. 

British National Formulary publication 
that provides information on the 
selection and use of medicines for 
healthcare professionals. 

carers people who look after their 
relatives and friends on an unpaid, 
voluntary basis often in place of paid 
care workers. 

casemix the variety and range of 
different types of patients treated by a 
given health professional or team. 

catheter a hollow tube passed into the 
bladder to remove urine. 

catheterisation use of a catheter. 

CHI see Commission for Health 
Improvement. 

clinit:al any treatment provided by a 
healthcare professional. This will 
include, doctors, nurses, AHPs etc. 
Non clinical relates to management, 
administration, catering, portering etc. 
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clinical assistant usually GPs, employed 
and paid by a trust, largely on a part 
time basis, to provide medical support 
on hospital wards and other 
departments. 

clinical governance refers to the quality 
of health care offered within an 
organisation. 
The Department of Health document 
A First Class Service defines clinical 
governance as "a framework through 
which NHS organisations are 
accountable for continuously improving 
the quality of their services and 
safeguarding high standards of care by 
creating an environment in which 
excellence in clinical care will flourish." 
It's about making sure that health 
services have systems in place to provide 
patients with high standards of care. 

clinical governance review a review of 
the policies, systems and processes used 
by an organisation to deliver high 
quality health care to patients. The 
review looks at the way these policies 
work in practice (a health check for a 
health organisation). 

clinical oncologist a doctor who 
specialises in the treatment of cancer 
patients, particularly through the use of 
radiotherapy, but who may also use 
chemotherapy. 

clinical risk management understanding 
the various levels of risk attached to 
each form of treatment and 
systematically taking steps to ensure 
that the risks are minimised. 

clinician/clinical staff a fully trained 
health professional - doctor, nurse, 
therapist, technician etc. 

clinical negligence scheme for trusts 
(CNST) an 'insurance' scheme for 
assessing a trust's arrangements to 
minimise clinical risk which can offset 
costs of insurance against claims of 
negligence. Successfully gaining CNST 
'standards' (to level one, two, three) 
reduces the premium that the trust must 
pay. 

Commission for Health Improvement 
(CHI) independent national body 
(covering England and Wales) to 
support and oversee the quality of 
clinical governance in NHS clinical 
services. 
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co-codamol a medicine consisting of 
paracetamol and codeine phosphate, 
used for the relief of mild to moderate 
pain. 

community care health and social care 
provided by health care professionals, 
usually outside hospital and often in the 
patient's own homes. 

community health council (CHC) a 
statutory body sometimes referred to as 
the patients' friend. CHCs represent the 
public interest in the NHS and have a 
statutory right to be consulted on health 
service changes in their area. 

consultant a fully trained specialist in a 
branch of medicine who accepts total 
responsibility for specialist patient care. 
(For training posts in medicine see 
specialist registrar, senior house officer 
and preregistration house officer.) 

continence management The practice of 
promoting or sustaning the ability to 
control urination and defecation. 

continuing care a long period of 
treatment for patients whose recovery 
will be limited. 

defibrillator a piece of equipment which 
sends an electric current through the 
heart to restore the heart beat. 

diamorphine A medicine used to relieve 
severe pain. 

do not attempt resuscitation (DNAR) or 
do not resuscitate (DNR) an instruction, 
which says that if a patient's health 
suddenly deteriorates to near death, no 
special measures will be taken to revive 
their heart. This instruction should be 
agreed between the patient and doctor 
or if a patient is not conscious, then 
with their closest relative. 

dysphagia difficulty swallowing. 

fentanyl a medicine prescribed to 
patients who require control of existing 
pain. 

finished consultant episode (FCE) a 
period of continuous consultant 
treatment under a specific consultant. 
If a patient is transferred from one 
consultant to another it will be counted 
as two FCEs. 

formulary a list of preferred medicinal 
drugs which are routinely available in a 
hospital or GP surgery. 
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General Medical Council (GMC) the 
professional body for medical doctors 
which licenses them to practice. 

general practitioner (GP) a family 
doctor, usually patients' first point of 
contact with the health service. 

geriatrician a doctor who specialises in 
diagnosis and treatment of diseases 
affecting older people. 

haloperidol see antipsychotics. 

health authority (HA) statutory NHS body 
responsible for assessing the health needs 
of the local population, commissioning 
health services to meet those needs and 
working with other organisations to build 
healthy local communities. 

health community or health economy all 
organisations with an interest in health 
in one area including the community 
health councils, and voluntary and 
statutory organisations. 

Health Service Ombudsman investigates 
complaints about failures in NHS 
hospitals or community health services, 
about care and treatment, and about 
local NHS family doctor, dental, 
pharmacy or optical services. 
Anyone may refer a complaint but 
normally only if a full investigation 
through the NHS complaints system has 
been carried out first. 

holistic a method of medical care in 
which patients are treated as a whole 
and which takes into account their 
physical and mental state as well as 
social background rather than just 
treating the disease alone. 

hyocine a medicine to relieve nausea 
and sickness. 

Improving Working lives a Department 
of Health initiative launched in 1999. It 
includes standards for developing 
modem employment services, putting in 
place work/life balance schemes and 
involving and developing staff. 

incident reporting system a system 
which requires clinical staff to report all 
matters relating to patient care where 
there has been a special problem. 

independent review stage two of the 
formal NHS complaints procedure, it 
consists of a panel, usually three 
members, who look at the issues 
surrounding a complaint. 
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intermediate care a short period 
(normally no longer than six weeks) of 
intensive rehabilitation and treatment 
to enable patients to return home 
following hospitalisation, or to prevent 
admission to long term residential care; 
or intensive care at home to prevent 
unnecessary hospital admission. 

intranet an organisation's own internal 
intemet which is usually private. 

investigation - by CHI an in depth 
examination of an organisation where a 
serious problem has been identified. 

Investors in People a national quality 
standard which sets a level of good 
practice for improving an organisation's 
performance through its people. 

lay member a person from outside the 
NHS who brings an independent voice 
to Clfl's work. 

local medical committee (LMC) a group 
of local GPs, elected by the entire local 
GP population who meet with the 
health authority to help plan resources 
and inform decisions. 

locum a temporary practitioner who 
stands in for the permanent one. 

medical the branches of medicine 
concerned with treatment through 
careful use of medicines as opposed to 
(surgical) operations. 

medical director the term usually used 
for a doctor at trust board level (a 
statutory post) responsible for all issues 
relating to doctors and medical and 
surgical issues throughout the trust. 

midazolam see benzodiazepines. 

multidisciplinary from different 
professional backgrounds within 
healthcare (e.g. nurse, consultant, 
physiotherapist) concerned with the 
treatment and care of patients. 

multidisciplinary meetings meetings 
involving people from different 
professional backgrounds. 

multiprofessional from different 
professional backgrounds, within and 
outside of healthcare (e.g. nurse, 
consultant, social worker) concerned 
with the care or welfare of people. 
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National Service Framework (NSF) 
guidelines for the health service from 
the Department of Health on how to 
manage and treat specific conditions, or 
specific groups of patients e.g. Coronary 
Heart Disease, Mental Health, NSF for 
older people. Their implementation 
across the NHS is monitored by CHI. 

neuroleptic see antipsychotics. 

neurology a branch of medicine 
concerned with medical treatment of 
disorders of the nervous system. 

NHS regional office 

NHS trust a self governing body in the 
NHS, which provides health care 
services. They employ a full range of 
health care professionals including 
doctors, nurses, dieticians, 
physiotherapists etc. 

Nursing and Midwifery Council The 
Nursing Midwifery Council (NMC) is an 
organisation set up by Parliament to 
ensure nurses, midwives and health 
visitors provide appropriate standards 
of care to their patients and clients. All 
qualified nurses, midwives and health 
visitors are required to be members of 
the NMC in order to practice. 

nursing director the term usually used 
for a nurse at trust board level 
responsible for the professional lead on 
all issues relating to nurses and nursing 
throughout the trust 

occupational therapist a trained 
professional (an allied health 
professional) who works with patients 
to assess and develop daily living skills 
and social skills. 

ombudsman see national health service 
ombudsman above. 

opiates a group of medicines containing 
or derived from opium, that act to 
relieve severe pain or induce sleep. 

opioid a description applied to 
medicines that cause similar effects in 
the body to opiates. 

outpatient services provided for patients 
who do not stay overnight in hospital. 

pain management a particular type of 
treatment that concentrates on 
managing a patient's pain- rather than 
seeking to cure their underlying 
condition - and complements their 
treatment plan. 
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palliative a term applied to the 
treatment of incurable diseases, in 
which the aim is to mitigate the 
sufferings of the patient, not to effect a 
cure. 

palliative care care for people with 
chronic or life threatening conditions 
from which they will not recover. It 
concentrates on symptom control and 
family support to help people have as 
much independence and quality of life 
as is possible. 

patient administration system (PAS) a 
networked information system used in 
NHS trusts to record information and 
inpatient and outpatient activity. 

patient advice and liaison service (PALS) 
a new service proposed in the July 2000 
NHS plan due to be in place by 2002, 
that will offer patients an avenue to 
seek advice or complain about their 
hospital care. 

patient centred care a system of care or 
treatment is organised around the needs 
of the patient 

patient involvement the amount of 
participation that a patient (or patients) 
can have in their care or treatment. It is 
often used to describe how patients can 
change, or have a say in the way that a 
service is provided or planned. 

primary care family health services 
provided by GPs, dentists, pharmacists, 
opticians, and others such as 
community nurses, physiotherapists and 
some social workers. 

PCG Organisations now almost 
completely replaced by primary care 
trusts. Set up in 1997, PCGs were new 
organisations (technically Health 
Authority committees) that brought 
together all primary care practices in a 
particular area. PCGs were led by 
primary care professionals but with lay 
and social services representation. PCGs 
were expected to develop local primary 
health care services and work to 
improve the health of their populations. 
Some PCGs additionally took 
responsibility for commissioning 
secondary care services. 

PCT Organisations that bring together 
all primary care practices in an area. 
PCTs are diverse and complex 
organisations. Unlike PCGs, which came 
before them, they are independent NHS 
bodies with greater responsibilities and 
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powers. They were set up in response to 
the Department of Health's Shifting the 
Balance of Power and took over many 
health authority functions. PCTs are 
responsible for 
• improving the health of their 

population 

• integrating and developing primary 
care services 

• directly providing community health 
services 

• commissioning secondary care 
services 

PCTs are increasingly working with other 
PCI's, local government partners, the 
voluntary sector, within clinical 
networks and with 'shared service 
organisations' in order to fulfil their 
roles. 

level four PCT brings together 
commissioning of secondary care 
services and primary care development 
with the provision of community health 
services. They are able to commission 
and provide services, run community 
health services, employ the necessary 
staff, and own property. 

PRN (Pro re nata) prescribing 
medication as and when required. 

protocol a policy or strategy which 
defines appropriate action. 

psychiatrist a doctor who specialises in 
the diagnosis and treatment of mental 
health problems. 

regional office see NHS regional office 
above. 

rehabilitation the treatment of residual 
illness or disabflity which includes a 
whole range of exercise and therapies 
with the aim of increasing a patient's 
independence. 

resuscitation a range of procedures used 
when someone has suddenly become 
seriously ill in a way that threatens 
their life. 

risk assessment an examination of the 
risks associated with a particular service 
or procedure. 

risk management understanding the 
various risks involved and 
systematically taking steps to ensure 
that the risks are minimized. 

Royal College of Nursing (RCN) the 
world's largest professional union of 
nurses. Run by nurses, it campaigns on 
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the part of the profession, provides 
higher education and promotes 
research, quality and practice 
development through the RCN institute. 

sensory disabilities people who have 
problems hearing, seeing, smelling or 
with touch. 

specialist a clinician most able to 
progress a patient's diagnosis and 
treatment or to refer a patient when 
appropriate. 

speech and language therapist 
professionally trained person who 
assists, diagnoses and treats the whole 
spectrum of acquired or developmental 
communication disorders. 

staff grade a full qualified doctor who 
is neither a General Practitioner nor a 
consultant. 

staff grade doctors doctors who have 
completed their training but do not 
have the qualifications to enable them 
to progress to consultant level. Also 
called trust grade doctors. 

stakeholders a range of people and 
organisations that are affected by, or 
have an interest in, the services offered 
by an organisation. In the case of 
hospital trusts, it includes patients, 
carers, staff, unions, voluntary 
organisations, community health 
councils, social services, health 
authorities, GPs, primary care groups 
and trusts in England, local health 
groups in Wales. 

statutory/statute refers to legislation 
passed by Parliament. 

strategic health authority organisations 
that will replace health authorities and 
some functions of Department of Health 
regional offices in 2002. Unlike current 
health authorities, they will not be 
involved in commissioning services 
from the NHS. Instead they will 
performance manage PCTs and NHS 
trusts and lead strategic developments 
in the NHS. Full details of the planned 
changes are in the Department of 
Health document, Shifting the Balance 
of Power, July 2001. 

strategy a long term plan for success. 

subcutaneous beneath the skin. 

swallowing assessments the technique to 
access the ability of the patient to 
swallow safely. 
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syringe driver a device to ensure that a 
syringe releases medicine over a defined 
length of time into the body. 

terminal care care given in the last weeks 
of life. 

terms of reference the rules by which a 
committee or group does its work. 

trust board a group of about 12 people 
who are responsible for major strategy and 
policy decisions in each NHS trust. 
Typically comprises a lay chairman, five 
lay members, the trust chief executive and 
directors. 

Unison Britain's biggest trade union. 
Members are people working in the public 
services. 

United Kingdom Central Council (UKCC) on 
1 April 2002 the UKCC ceased to exist. Its 
successor body is The Nursing and 
Midwifery Council (NMC). Its purpose was 
to protect the public through establishing 
and monitoring professional standards. 

ward round A regular review of each 
patient conducted by a consultant, often 
accompanied by nursing, pharmacy and 
therapy staff. 
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Wessex palliative care guidelines local 
guidance to help GPs, community nurses 
and hospital staff as well as specialist 
palliative care teams. It provides a checklist 
for management of common problems in 
palliative care, with some information on 
medical treatment. It is not a 
comprehensive textbook. 

whistle blowing the act of informing a 
designated person in an organisation that 
patients are at risk (in the eyes of the 
person blowing the whistle). This also 
includes systems and processes that 
indirectly affect patient care. 

whistle blowing policy a plan of action for 
a person to inform on someone or to put a 
stop to something. 

Printed in the United Kingdom by The Stationezy Office 
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In reply please quote 2000/2047 

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

11 July 2002 

(~; 

GENERAL 
M_EDICALe 
COUNCIL 

Special Delivery Protecting fldt iL·nts. 

,<JIIi<lin,<J JtJctors 

Or J A Barton 

Code A 

Dear Or Barton 

A member of the Council, who is appointed under Rule 4 of the General Medical Council 
Preliminary Proceedings Committee and Professional Conduct Committee (Procedure) 
Rules 1988 to give initial consideration to cases, has asked me to notify you, under rule 
6(3) of those Rules, that the Council has received from Hampshire Constabulary 
information which appears to raise a question whether, as a registered medical 
practitioner, you have committed serious professional misconduct within the meaning of 
section 36(1) of the Medical Act 1983. A copy of the relevant provisions of the Act is 
enclosed, together with copies of the Procedure Rules, the GMC's publication "Good 
Medical Practice" and of a paper about the GMC's fitness to ~ processes. 

In the information it is alleged that: 

1. At the material times you were a registered medical practitioner working as.a clinical 
assistant in elderly medicine at the Gosport War Memorial Hospital, Hampshire; 

2. a. i. On 27 February 1998. Eva Page was admitted to Dryad Ward at 
Gosport War Memorial Hospital for palliative care having being 
diagnosed at the Queen Alexander Hospital with probable 
carcinoma of the bronchus 

ii. On 3 March 1998 you prescribed diamorphine, hyoscine and 
midazolam to be administered subcutaneously via syringe driver 

b. Your prescribing to Mrs Page of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. she was started on opioid analgesia in the absence of prior 
psychogeriatric advice 

ii. the medical and nursing records do not indicate that Mrs Page was 
distressed or in pain 

iii. the specific reasons for commencing subcutaneous infusion of 
opiate and sedative drugs were not adequately recorded in medical 
or nursing records 

171! Great Portland Street London WIW 5JE Telephone o2o HMo 7642 Fax o2o 791 ~ 3641 

email gmc@gmc-uk.org www.gmc-uk.org 
Registered Charity No. IOI!927M 
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you knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in Mrs Page's 
condition; 

On 6 August 1998 Alice Wilkie was admitted to Daedalus Ward. 
at Gosport War Memorial Hospital for observation following 
treatment at the Queen Alexandra Hospital for a urinary tract 
infection 

ii. You prescribed diamorphine, hyoscine and midazolam to be 
administered subcutaneously 

iii. These drugs were administered to Mrs Wilkie from 20 August 1998 
until her death the following day 

iv. Mrs Wilkie had not been prescribed or administered any analgesic 
drugs during her time on Daedalus Ward prior to this 

b. Your prescribing to Mrs Wilkie of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. insufficient regard was- given to the possibility of alternative 
milder or more moderate treatment options 

ii. the prescription for diamorphine, hyoscine and midazolam was 
undated 

iii. the specific reasons for commencing subcutaneous infusion of 
opiate and sedative drugs were not adequately recorded in medical 
or nursing records 

iv. you knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in Mrs Wilkie's 
condition 

c. Your management of Mrs Wilkie was unprofessional in that you failed to 
pay sufficient regard to Mrs Wilkie's rehabilitation needs; 

a. i. On 11 August 1998 Gladys Richards was admitted to Daedalus 
Ward at Gosport War Memorial Hospital for rehabilitation following 
a hip replacement operation performed on 28 July 1998 at the 
Haslar Hospital, Southampton 

ii. Despite recording that Mrs Richards was 'not obviously in pain' you 
prescribed oromorph, diamorphine, hyoscine, midazolam and 
haloperidol 

iii. Although Mrs Richards did not have a specific life threatening or 
terminal illness you noted in the medical records that you were 
'happy for nursing staff to confirm death' 

Protcctin9 patients, 5 
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iv. On 13 August 1998 Mrs Richards artificial hip joint became 
dislocated and underwent further surgery at the Haslar Hospital, 
returning to Daedalus ward on 17 August 1998 

( 

V. On 18 August 1998 you prescribed diamorphine, haloJ]eridol, 
midazolam and, on 19 August 1998, hyoscine which was <~ • 

administered to Mrs Richards subcutaneously and by syringe driver 
until her death on 21 August 1998 

vi. Between 18 and 21 August 1998 Mrs Richards received no foods 
or fluids 

b. Your prescribing to Mrs Richards of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. you knew or should have known that Mrs Richards was sensitive 
to oromorph and had had a prolonged sedated response to 
intravenous midazolam 

ii. insufficient regard was given to the possibility of using milder or 
more moderate analgesics to control Mrs Richards pain 

iii. opiate and sedative drugs were administered subcutaneously when 
you knew or should have known that Mrs Richards was capable of 
receiving oral medication 

iv. You knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in Mrs Richards' 
condition 

d. Your management of Mrs Richards was unprofessional in that you failed 
to pay sufficient regard to Mrs Richards' rehabilitation needs.; 

a. i. On 21 September 1998 Arthur Cunningham was admitted to 
Dryad ward at Gosport War Memorial Hospital with a large sacral 
necrotic ulcer with necrotic area over the left outer aspect of the 
ankle 

......_.-. 

ii. After reviewing Mr Cunningham you prescribed oromorph and later, 
via syringe driver, diamorphine, midazolam to which was added 
hyoscine on 23 September 

iii. Although Mr Cunning ham did not have a specific life threatening or 
terminal illness you noted in the medical records that you were 
'happy for nursing staff to confirm death' 

iv. Dosages were increased daily between 23 September 1998 and Mr 
Cunningham's death on 26 September 1998 

b. Your prescribing to Mr Cunningham of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. 
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6. 

ii. 

iii. 

the reasons for the switch to subcutaneous infusion and the 
subsequent increases in dosages were not adequately recorded in 
medical or nursing records 

you knew or should have known that opiate and sedative drugs· 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in 
Mr Cunningham's condition 

c. Your management of Mr Cunningham was unprofessional in that you 
failed to pay sufficient regard to Mr Cunningham's rehabilitation needs; 

a. i. On 14 October 1998 Robert Wilson was transferred from to 
Dryad Ward at Gosport War Memorial Hospital for rehabilitation, 
following treatment at the Queen Alexandra Hospital for a fractured 
left humerus 

ii. Between 16 October 1998 and Mr Wilson's death on 18 October 
1998 you prescribed oromorph, diamorphine, hyoscine and 
midazolam 

iii. Diamorphine, hyoscine and midazolam were administered 
subcutaneously to Mr Wilson via syringe driver from 16 October 
1998 

b. Your prescribing to Mr Wilson of opiate and sedative drugs was 
inappropriate and/or unprofessional in that 

i. the prescription for diamorphine, hyoscine and midazolam was 
undated 

ii. the specific reasons for commencing subcutaneous infusion of 
opiate and sedative drugs and the subsequent increases in 
dosages were not adequately recorded in medical or nursing 
records 

iii. you knew or should have known that opiate and sedative drugs 
were prescribed in amounts and combinations which were 
excessive and potentially hazardous to a patient in Mr Wilson's 
condition 

c. Your management of Mr Wilson was unprofessional in that you failed to 
pay sufficient regard to Mr Wilson's rehabilitation needs. 

Copies of information from Hampshire Constabulary may be found in the enclosed 
bundle of papers which is indexed at page 2. 

The member has directed, in accordance with the Procedure Rules, that the information 
received from Hampshire Constabulary be referred to the Preliminary Proceedings 
Committee of the Council. That Committee will consider the information any written 
explanation provided by you, to determine whether the case should be referred to the 
Professional Conduct Committee of the Council for inquiry into a charge against you. 

Protecting patients, 
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You are invited to submit at your earliest convenience a written explanation of the C · 
foregoing matter. The next meeting of the Preliminary Proceedings Committee will be 
held on 29 - 30 August 2002. lt is in your interests that the Committee should have time 
to give careful consideration to any explanation you may wish to offer. You may a 
therefore find it helpful to know that any explanation received by the Councn before W 
21 August 2002 will be circulated to the Committee before the meeting. Any explanation 
received between 21 and 29 August 2002 will be placed before the Committee on the 
day of the meeting. Please address your explanation for the attention of Lorna Johnston, 
Conduct Case Presentation Team, fax number: 0207 915 3696. 

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

In accordance with Section 35A(2) of the Medical Act 1983 (as amended), you are 
required to inform us, within 10 days of receipt of this letter, of the name and address of 
all of your current employers including the Health Authority with which you have a 
service agreement, any locum agencies with whom you are registered, and the hospital 
or surgery at which you are currently working. If you engage in any non-NHS work, you 
are also required to notify us, within the same period of time, of the name of the 
organisation or hospital by which you are employed, or have any working arrangements. 
If you are approved under Section 12 of the Mental Health Act, you must also notify us 
of this fact. 

I enclose a form for you to complete and return in the envelope provided. Please fotward 
this information directly to me. Upon receipt of these details, your employers will be 
notified of the Committee's consideration of the matter. Failure to comply with this 
statutory requirement may result in further proceedings against you. 

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

Please will you write personal.ly to acknowledge receipt of this letter quoting the 
reference shown above. 

Your~ sincerely 
r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·• 
i i 

I Code AI 
i i 
i i 
i..-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Gerry Leighton 
Assistant Registrar 
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HAMPSHIRE 

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

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

Your Ref. 

The Fjtness to Practjce Directorate 
General Medical Council, 
178 Great Portland Street, 
London, 
WIN 6JE. 
For the attention of Miss BANNISTER 

Dear Miss Bannister, 

Re: Dr. Jane BARTON G.P. 
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Constabulary 

Major Incident Complex 
Police Station 
Kingston Crescent 
Portsmouth 
Hampshire 
P028BU 

Tel . 0845 045 45 45 
Extn: C~~~~:~~t\~:~J 
Fax. 023 92891562 

27/07/00 

Private and Confidential 

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

An allegation has been made by members .of the family of a woman named Gladys 
RlCHARDS to the effect that she was unlawfully killed as a result of treatment received at the 
Gosport War Memorial Hospital (GWMH) during or about the period l71h-21 51 August 1998. 
The doctor who appears to have been responsible for the care of Mrs RI CHARDS at the time 
is Dr . .lane BARTON (born: 19.10.48) who is a General Practitioner practising in Gosport, 
Hampshire. Dr. BAR TON is additionally engaged by the Portsmouth Healthcare (NHS) Trust 
as a visiting Clinical Assistant at the GWMH. Dr. BARTON currently practises at The 
Surgery, 148 Forton Road, Gosport, Hampshire. The investigation is ongoing and no criminal 
charges have been prefeiTed. Dr. BARTON is represented by Mr. Ian BARKER of 
HEMSONS (Solicitors) ofLondon. 

Ifyou require any fhrther information, please do not hesitate to contact me . 

. X_Q.Y.!.§_.~jp_~~!.~!Y.L_._._._._._._.-·-. 

l CodeA l 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--~ 

R. J. BURT 
Acting Detective Superintendent 

Website- www. hampshire.police.uk 
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$ 
~ Paul R. Kernaghan QPM LL.B MA DPM MCIPD 

Chief Constable 

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

Your Ref. 

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

Major Incident Complex 
Police Station 
Kingston Crescent 
Portsmouth 
Hampshire 
P028BU 

Tel . 0845 045 45 45 
Ext: L~-~.9.~.~-~~--~-.: 
Fax. 023 92891504 

20/09/00 

IN CONFIDENCE 

Dear Ms Bannister, 

Re: Dr Jane BARTON G.P. 

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

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

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

,.YQl:l~~--~-~~-~~r-~ly_~---·-·-·-·-·-·-·-·-·-·-·~ 

i Code A I 
l·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 
RJBURT 
Detective Chieflnspector 
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N:EWS RELEAS:E: 

OPERATION ROCHESTER 

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

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

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

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

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

Ends r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-coCfe-·A·-·-·-·-·-·-·-·-·-·-·-·-·-·---·-·-·-·-·---·-·1 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·; 

Hampshire Constabulary Media Service• 
Police Headquaners, Aomsey Fload. 
Winchester 5022 SOB 
T: 01962 871519 F: 01962 871194 
media services @hampshire.police.uk 

11 RPR 2001 13:34 

www.hampshire.police.uk 

01962 871506 PRGE.02 
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Paul R. Kernaghan QPM LL.B MA DPM MCIPD 
Chief Constable 

Our Ref. Op Rochester 

Your Ref. 

MsJ Smith 
General Medical Council 
178 Great Portland Street 
London 
WIN 6JE 

Dear Ms Smith 

Fratton Police Station 
Kingston Crescent 
Portsmouth 
North End 
Portsmouth 
P028BU 

Tel. 
Direct Dial 

0845 045 45 45 
i·-·-·-·-·c·o-de-A"·-·-·-·-·: 
1-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Fax . 023 9289 1504 

06 June 2001 

GENERAL MEDJCAL COUNCIL- DR JANE BARTON 

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

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

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

Yours Sincerely 

Code A 

Website- www.hampshire.police.uk 
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Paul R. Kernaghan QPM LL.B MA DPM MCIPD 
Chief Constable 

Our Ref. MI CID et. Supt/JJ/DM 

Your Ref. I) ( fH 
(!,eo ;Jo41 _,./"" 

Ms J Smith 
Fitness to Practice Directorate 
General Medical Council 
178 Great Portland Street 
LONDON 
WIN 7JJ 

Dear Ms Smith 

Major Incident Complex 
Kingston Crescent 
North End 
Portsmouth 
P028BU 

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

14 August 2001 

Re: Dr Jane BARTON 

I am writing to notify you that on Friday lOth August 2001, I received written confirmation 
from the Crown Prosecution Service informing me of Senior Treasury Counsel's advice 
regarding the matters about which Dr BAR TON was interviewed by the Police. 

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

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

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

I must advise you that fo11owing publicity concerning the enquiry into Mrs RICHARDS death 
a number of members ofthe public have contacted the enquiry team expressing concerns 
about the circumstances attendant to the deaths of relatives who had died at the Gosport War 
Memorial Hospital. I must further advise you that we are conducting preliminary enquiries to 
determine whether or not these other matters should be the subject of a more intensive police 
investigation. 

13 
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I anticipate that these enquiries wil1 be completed within the next six to eight weeks. I will 
advise you at the earliest opportunity of the outcome of our investigation. 

;-·-.Y.Q~HL~iD_C..~I.dY _________________ ; 

I Code AI 
i i 
i i 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

J JAMES 
Detective Superintendent 

14 
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HAMPSHIRE Constabulary 

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

Major Incident Complex 
Kingston Crescent 
North End 
Portsmouth 
P028BU 

Our Ref. 
Your Ref. 

MIC/Det.Supt/JJ/DM 

Code A 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Ms J Smith 
Fitness to Practice Directorate 
General Medical Council 
1 78 Great Portland Street 
LONDON 
WlW 5JE 

Dear Ms Smith 

06 February 2002 

Re: Dr Jane BARTON and Dr Anthea Everista Geredith LORD 

I am writing following my letter to you of the 14111 august 2001, concerning police 
investigations into patient deaths at Gosport War Memorial Hospital. You will note that this 
correspondence referred to preliminary police investigations to determine whether or not an 
intensive investigation of deaths at Gosport War Memorial Hospital was warranted. 

In furtherance of those investigations expert reports were commissioned in respect of four 
other patient deaths and a further review of a particular death, Gladys RI CHARDS in August 
1998, which was previously subject of correspondence with the GMC. Receipt of the further 
reports was delayed for a number of reasons beyond our control. 

However, they have now been reviewed and it has been determined that at this stage no 
further police investigations are appropriate. This decision is subject to review should further 
substantial evidence become available. 

In reviewing the reports (which are enclosed) it is clear that the commentary and conclusions 
of the authors raise very serious concerns about the standard of clinical and nursing care 
delivered to the named patients at Gosport War Memorial Hospital. Specifically the care 
delivered by Dr BAR TON is subject to -particular criticism and raises concerns about her 
professional conduct. To a lesser extent there are implicit concerns about the professional 
conduct ofDr LORD as the consultant physician who had overall responsibility for patients 
on Daedulus and Dryad wards at Gosport War Memorial Hospital. 

15 
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It is my conclusion that the reports should be disclosed to you as the regulatory body for the 
named individuals for your action as appropriate. I should further advise that disclosure to 
you is for the purpose as described on the advice of our Force solicitor and disclosure to any 
third party should be referred back to us in the first instance. 

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

Yours sincerely 

~--c-~-d;-A-1 
[·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-___! 

JJAMES 
Detective Superintendent 

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

Website- www.hampshire.police.uk 
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HAMPSHIRE Constabulary 

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

Our Ref. 
YourRef. 

MI C/Det. Supt/JJ/DM 
2000/2047 

Mr M Hudspith 
Fitness to Practise Directorate 
General Medical Council 
178 Great Portland Street 
LONDON 
W1W 5JE 

Dear Mr Hudspith 

Major Incident Complex 
Kingston Crescent 
North End 
Portsmouth 
P028BU 

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

14 February 2002 

Re: Dr Jane BARTON 

I am writing following your letter ofthe i 11 February and our conversation ofthe 13111 

concerning the above named. 

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

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

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

I will arrange for[~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~-~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~]to collate the papers. If you have any 
queries he can be contacted or(. ______ g_<?.~~--~·-·-·-·-·j 

Website- www.hampshire.police.uk 
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Should you, after receiving the first tranche of documents, identify further material you would 
like disclosed please contact David direct. 

Ifl can be of any other assistance please advise. 

~.9.-~.r.~.-~i-~.~~r:.~I_y_·-·-·-·-·-·-·-·-·-·-·-·-· 

I Code AI 
i ! 
i ! 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

J JAMES 
Detective Superintendent 
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1\'ledical Report: 
concerning the case of Gladys l\'lable Richards deceased 

Prepared for: 

Hampshire Constabulary 
Major Crime Complex, Fratton Police Station, Kingston Crescent, 
North End, Portsmouth, Hampshire P02 8BU 

by: Professor Brian Livesley MD FRCP 
The University ofLondon's Professor in the Care ofthe Elderly 
Imperial College School of Science, Technology, & Medicine 
The Chelsea and Westminster Hospital, London S\V10 9NH 

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

Synopsis 

1 . At the age of 91 years, Nlrs Gladys RI CHARDS was an in-patient in Daedalus ward at 
Gosport War Memorial Hospital. 

!. 1. A registered medical practitioner prescribed the drugs diamorphine, haloperidol, 
midazolam. and hyoscine for i\'lrs Gladys RICHARDS. 

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

1.3. They were given continuously until i\llrs RlCHARDS became unconscious and died. 

l.4. During this period there is no evidence that Mrs RICHARDS was given life sustaining 
fluids or food. 

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

19 
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The writer's declaration 

1. This report consisting of thirty-four pages is true to the best of my knowledge and 
belief and I make it knowing that if tendered in evidence, I shall be liable for 
prosecution if I have wilfully stated in it anything that I know to be false or do not 
believe to be true. 

Introduction 

2. 

2.1. 

2.2. 

. ., ... 
.:.. . .J. 

2.4. 

., --·'· 

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

Appendix B contains facts of the environment provided by the statements oflVlrs 
Gillian MACKENZIE (the elder daughter oflVlrs Gladys RICHARDS (deceased)) and 
i\tlrs Lesley Frances LACK (the younger daughter). 

I have indicated any medical terms in bold type. I have defined these tenns in a 
glossary in Appendix C. 

I have included in Appendix D references to published material. 

Appendix E contains details of my qualifications and experience. 

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

Information relating to Mrs Gladys Richards (deceased) 

3. Mrs Gladys Mable RICHARDS (nee Beech) was born on[.~ .. ~ .. ~ .. ~~~~.~·.~~·.~·.~·.] and died on 
21 51 August 1998 aged 91 years. 

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

... .., 

.J.-. 

3. l. l. Mrs Lack is a retired Registered General Nurse. She retired during 1996 after 
41 years continuously in the nursing profession. For 25 years prior to her 
retirement she was involved in the care of elderly people. For 20 years prior 
to retirement she held supervisory and managerial positions in this particular 
field of nursing. 

The Glen Heathers Nursing Home is a private registered nursing and residential home 
at Lee on the Solent, Hampshire. Or J BASSETT is a general practitioner who visits. 

n1 
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3.3. The Royal Hospital Haslar is an acute general hospital in Gosport, Hampshire serviced 
by the Armed Forces at the time of the incident but available as a National Health 
Service facility to local people. 

3.4. Gosport War Memorial Hospital is part of the Portsmouth Healthcare NHS Trust. 

3.4.1. Daedalus ward is a continuing care and rehabilitation ward at Gosport War 
Memorial Hospital. 

3.5. Dr Jane Ann BARTON is a registered medical practitioner who in 1988 took up a part­
time post as clinical assistant in elderly medicine. This post became centered at Gosport 
War Memorial Hospital. She retired from this part-time post in the year 2000. 

3.6. Mr Philip James BEED is the clinical manager and charge nurse on Daedalus ward at 
Gosport \Var ·Memorial Hospital. l\IIs Margaret COUCHMA.t'\l" and Ms Christine JOICE 
are registered general nurses who were working on Daedalus ward at the time of the 
incident. 

3. 7. Dr Anthea Everista Geredith LORD is a consultant physician, within the department of 
elderly medicine of Portsmouth Healthcare NHS Trust, who was usually responsible tbr 
the patients on Daedalus ward and who was on study leave on 17/18 August 1998. 

3. 7. 1. Other consultant physicians from the department of elderly medicine provide 
on-call consultant physician cover when Dr LORD is absent from duty. 

Relevant aspects of Mrs RICHARDS's medical history 

4. wlrs RICHARDS became resident at the Glen Heathers Nursing Home on 5th August 
1994 at the age of 87 years and although disorientated and confused she was able to 
wash and dress herself and able to go up and down stairs and walk well. 

4.l. lt is noted that she also had a past medical history of bilateral deafness for which she 
required hearing aids. 

4.1.1. Untbrtunately both of her hearing aids were lost by December 1997 while 
she was at the Glen Heathers Nursing Home and had not been replaced by 
July 1998 when she was admitted to Daedalus ward at Gosport War 
Memorial Hospital). 

4.1.2. It is noted that on gth Jul·y 1998 her general practitioner, Dr J BASSETT 
wrote to the audiologist at Queen Alexandra Hospital, Cosham requesting an 
'URGENT [sic]' domiciliary visit to Glen Heathers Nursing Home. This 
was • ... with a view to supplying her [Mrs RlCHARDS] with two new 
hearing aids .... Since her poor hearing probably contributes to her 

22 
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confusional state I would be grateful if you would visit with a view to fitting 
of replacement aids as soon as possible please.' 

4.2. lt is also noted that Mrs RICHARDS had had operations for the removal of cataracts 
and required glasses. 

4.2.1. 

4.2.2. 

4.2.3. 

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

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

The absence ofboth her hearing aids and her spectacles would make the 
assessment of and communication with l.VIrs RICHARDS extremely difficult. 

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

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

4.4. On 29th July 1998, at the Glen Heathers Nursing Home, Mrs RICHARDS developed a 
fracture of the neck of her right femur [thighbone] and she was transferred to the Royal 
Hospital Haslar, Gosport. 

4.4.1. In the Accident & Emergency department she was given 2.5mg of morphine 
and 50 mg of cyclizine at 2300 hours to relieve her pain and distress. She 
was known to be taking haloperidol 1 mg twice daily and Tradazone lOOmg 
at night. 

4.5. On 30th July 1998 Mrs RICHARDS had a right cemented hemiarthroplasty [an artificial 
hip joint inserted]. 

4.5.1. Post-operatively she was given 2.5 mg morphine intravenously on July 30th 
at 0230 hours, 31 51 at 0150 and 1905 hours, and on August 1st at 1920 hours 
and znd at 0720 hours. From August 151 -7111 she was weaned over to two 
tablets of co-codamol, requiring these on average twice daily for pain relief 

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

23 
Pro lessor Brian Li vesl<:!~· 



r' e 
I 0 

GMC101057-1120 

C~s 
Richards - BLI mci rep J u1 0 I 

Page 6 of 3-J. 

4.6. On 51h August 1998, Dr REID, a consultant geriatrician, saw her. He stated in a letter 
that' ... she appeared to have a little discomfort on passive movement of the right hip. I 
understand that she has been sitting out in a chair and I think that, despite her dementia, 
she should be given the opportunity to try to re-mobilise. I will arrange for her transfer 
to Gosport Memorial Hospital.' 

4.6.1. Dr REID also noted that Nlrs RICHARDS had continued on Haloperidol and 
' ... her Trazodone has been omitted. According to her daughters it would 
seem that since her Tradozone has been omitted she has been much brighter 
mentally and has been speaking to them at times.' 

4. 7. A discharge letter, dated 1Oth August 1998, was sent by the sergeant staff nurse at the 
Royal Hospital Haslar and addressed to 'The Sister in Charge Ward [sic] Memorial 
Hospital, Bury Road, Gosport, Hants.' It contained the following information:-

4.7.1. After the operation Mrs RI CHARDS became ' ... fully weight bearing, 
walking with the aid of two nurses and a Zimmer frame.' She was noted to 
require 'total care with washing and dressing, eating and drinking .... ' She 
was ' ... continent, when she become[s] fidgety and agitated it means she 
wants the toilet .... ' She 'Occasionally says recognisable words, but not very 
often.' Her wound 'Is healed, clean and and dry.' 

4.8. On 11th August 1998, Nlrs RI CHARDS was transferred to Daedalus ward at the 
Gosport War Memorial Hospital. She was not in pain and had been fully weight bearing 
at the Royal Hospital Haslar walking with the aid of two nurses and a Zimmer frame. 

4.8.1. At the Gosport War Memorial Hospital there was an unsigned 'Summary' 
record which is apparently a Nursing record and this states:-

4.8.1.1. '11-8-98 Addmitted [sic] from E6 Ward Royal Hospital Haslar, 
into a continuing care bed. Gladys had sustained a right fractured 
neck ofFemur on 30th July 1998 in Glen Heathers Nursing Home. 
She has had a right cemented hemi-arthroplasty and she is now 
fully weight bearing, walking with the aid oftwo nurses and a 
Zimmer frame. Daughter visits regularly and feeds mother. She 
wishes to be informed Day or night of any deterioration in mothers 
condition .... ' 

4.8.2. The contiguous 'Assessment Sheet' states, 'Patient has no apparent 
understanding of her circumstances due to her impaired mental condition ... 
Deaf in both ears ... Cataract operation to both eyes ... occasionally says 
recognisable words, but not very often ... soft diet. Enjoys a cup of tea ... 
requires feeding ... Dental/Oral status Full "Set" - keeps teeth in at night.' 

24 
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The 'Patient Medication Intbrmation' states, '11.8.98 ... Haloperidol 
O[rally] 1 mcg [looks like 'mcg' but probably is 'mg' since this drug is not 
prescribed in single microgram doses] B.D. [twice daily]' 

4.9. ??(initials]B [subsequently identified as Dr BARTON] has written in the medical case 
records' 11-8-98 Transferred to Daedalus Ward Continuing Care .... 0/E [on 
examination] Impression frail demented lady [paragraph] not obviously in pain 
[paragraph] Please make comfortable [paragraph] transfers with hoist Usually continent 
needs help with ADL [activities of daily living} .... I am happy for nursing staff to 
confirm death.' 

4.10. At 1300 hours on the 13th August 1998 the Nursing Contact Record states 'Found on 
floor at l3.30hrs [sic]. Checked for injury none apparent at time hoisted into safur chair 
20.00 [hours][altered on record to 19.30] pain Rt [right] hip internally rotated. Dr 
BRIGG contacted advised Xray Al\11 [in the morning] & analgesia during the night. 
Inappropriate to transfer for Xray this PM [evening] [initialled signature(? by whom)] 
RGN [Registered General Nurse] [next line] Daughter informed.' 

4.11. Dr BAR TON has recorded' 14-8-98 Sedation/pain relief has been a problem screaming 
not controlled by haloperidol 1 [illegible symbol or word] but very sensitive to 
oramorph. Fell out of chair last night ... Is this lady well enough for another surgical 
procedure?' 

4.12. In her contiguous note Dr BAR TON has recorded' 14-8-98 Dear[?] Cdr [Commander] 
SP ALDING Further to our telephone conversation thank you for taking this unfortunate 
lady who slipped from her chair at 1.30 pm yesterday and appears to have dislocated 
her R(ight] hip .... She has had 2.5ml of 10mg/5ml Oramorph at midday.' 

4.12.1. According to the letter signed by Philip BEED, Mrs RICHARDS was given 
lOmgs ofOramorph at 1150 hours on 14th August 1998 prior to being 
transferred back to the Royal Hospital Haslar. 

4.13. The Nursing Contact Record at Daedalus ward continues:-

4.13.1. '14/8/98 am [morning] R[ight] Hip Xrayed- Dislocated [paragraph] 
Daughter seen by Dr BAR TON & informed of situation. For transfer to 
Haslar A&E [accident and emergency department] for reduction under 
sedation [initialled signature 1' 

4.13.2. 'pm [afternoon or evening of 14111 August 1998] Notified that dislocation has 
been reduced. [!Vlrs RICHARDS] To stay in Haslar [hospital] tbr 48 hours 
then return to us [[initialled signature] Family aware.' 

4.14. At the Royal Hospital Haslar (at 1400 hours) Xray having contirmed that the 
hemiarthroplasty had dislocated, intravenous sedation using 2 mgs of midazolam 
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allowed the dislocation to be corrected by traction. The procedure was described as 
'Under sedation c [with] CVSIRS [cardiovascular and respiratory systems] monitoring . 
. . . Easy reduction.' Mrs RICHARDS was noted to be 'rather unresponsive following 
the sedation. The [She] gradually became more responsive ... .' She was then admitted 
the Royal Hospital for 48 hours observation. 

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

4.15.1. Two days later, on 17th August 1998, it was recorded that 'She was fit for 
discharge that day and she was to remain in straight knee splint for four 
weeks. In the discharge letter from Haslar Hospital it was also recorded that 
Mrs RICHARDS was to return to Daedalus Ward. It was further stated that 
'She has been given a canvas immobilising splint to discourage any funher 
dislocation, and this must stay in situ for four weeks. When in bed it is 
advisable to encourage abduction by using pillows or abduction wedge. She 
can however mobilise fully weight bearing.' 

4.16. On 171
h August 1998 it was also recorded that she was 'Fit tbr discharge today 

(Gos[port] ·war Mem[orial hospital). To remain in straight knee splint for 4/52 [four 
weeks] ... No follow-up unless complications.' 

4.17. She was returned to Daedalus ward in the Gosport War Memorial Hospital later that 
day but in a very distressed state. The Daedalus ward nursing record states 'Returned 
from R.N. Haslar, patient very distressed appears to be in pain. No canvas under patient 
-transferred on sheet by crew To remain in straight knee splint for 4/52 [four weeks] 
For pillow between legs at night (abduction) No follow-up unless complications.' 

4.17.1. Mrs RICHARDS was given Oramorph 2.5 mg in 5mls. The nursing record 
for 17th August 1998 further states '1305 [hours] ... Daughter repons 
surgeon to say her mother must not be left in pain if dislocation occurs again. 
Or Barton contacted and has ordered an Xray . .LVL COUCHNlAN. [paragraph] 
pm Hip Xrayed at 1545 [hours] Films seen by Dr PETERS & radiologist & 
no dislocation seen. For pain control overnight & review by Dr BAR TON 
mane [in the morning]. ?[illegible nurse signature] 

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

4.18. On 1 ih August 1998, Or BAR TON noted 'Readmission to Daedalus from RHH [Royal 
Hospital Haslar] Closed reduction under iv [intravenous] sedation remained 
unresponsive for some hours now appears peaceful. Plan Continue haloperidol 
[paragraph] Only give oramorph ifin severe pain See daughter again.' 
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4. 19. On 18th August 1998, Dr BAR TON recorded 'Still in great pain [paragraph] Nursing a 
problem. [paragraph] I suggest sc[subcutaneous] diamorphine!HaloperidoVmidazolam 
[paragraph] I will see daughters today [paragraph] please make comfortable.' 

4.20. The nursing Contact Record on Daedalus ward in the Gosport War Memorial Hospital 
continues:-

4.20.1. '18/8/98 am Reviewed by Dr Barton. For pain control via syringe driver. 
[paragraph] 1115 Treatment discussed with both daughters [Mrs LACK and 
Mrs MACKENZIE]. They agree to use of syringe driver to control pain [It 
is noted that ~1rs LACK has disagreed with this statement] & allow nursing 
care to be given. [paragraph] 1145 Syringe driver diamorphine 40 mg. 
Haloperidol 5 mg, Medazolam [midazolam] 20 mg commenced' 

4.20.2. '18/8/98 20.00 Patient remained peaceful and sleeping. Reacted to pain when 
being moved- this was pain in both legs. [paragraph] Daughter quite upset 
and angry about mother's condition, but appears happy that she is pain free at 
present. C JOICE.' 

4.20.2.1. It is noted that a 'disturbance reaction' occurs in patients when 
they are moved that is easily mistaken for pain requiring specific 
treatment. It is noted here that J\llrs RICHARDS was described as 
being 'pain free' at this time apart from when she was being 
moved. 

4.20.3. The nursing Contact Record continues 'Daughter, Jill, stayed the night with 
Gladys [JVIrs RICHARDS], grandson arrived in early hours of morning 
[initialled signature; dated' 19/8/98'1 [paragraph] He would like to discuss 
Grand mother's condition with someone- either Dr. Barton or Phillip Beed 
later today [initialled signature]' [paragraph] '19/8/98 am Mrs Richards 
comfortable. [paragraph] Daughters seen. Unhappy with various aspects of 
care, comp\ain[t] to be handled officially by Mrs S Hutchings Nursing co­
ordinator [initialled signature]' 

4.20.4. It is noted that there is no continuing nursing Contact Record for the 20th 
August 1998. 

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

4. 21. Or BAR TON's next contiguous medical record was on 21 't August 1998 when she 
wrote 'Much more peaceful [paragraph] needs Hyoscine for rattly chest'. 
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4.21.1. lt is noted that Mrs RlCHARDS was already being given hyoscine at this 
time and had been doing so continuously since 191

h August 1998. 

4.21.2. Nurse GRIFFIN made the next note in the medical records on 2151 August 
1998 stating that Mrs Richards was dead at 2120 hours. 

4.22. The Nursing Care Plan records state:-

4.22.1. 

4.22.2. 

4.22.3. 

4.22.4. 

4.22.5. 

4.22.6. 

4.22.7. 

4.22.8. 

4.22.9. 

'12.8.98 Requires assistance to settle and sleep at night .... 12.8.98 
Haloperidol given at 2330 [hours) as woke from sleep very agitated shaking 
and crying. Didn't settle for more than a few minutes at a time. Did not seem 
to be in pain.' 

'13.8.98 oromorph at 2100 [hours] Slept well [initialled signature] 
[paragraph] For Xray tomorrow morning [initialled signature]' 

'14.8.98 Same pain in rt[right] leg I ?[query] hip this am. [initialled 
signature]' 

'Re-admitted 17/8/98' 

'17.8.98 Oromorph [Oramorph] 10mg/5ml at present.' 

'18.8.98 Now has a syringe driver with 40mgs Diarnorphine- comtbrtable. 
Daughters stayed. [initialled signature]' 

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

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

After Mrs RICHARDS had been readmitted to Daedalus ward on 171h August 
1998, there is no record between 17th and 21 sr August 1998 in the patient ~ 
Nursing Care Plan for ·Nutrition'. On 21st August the record states 'no food 
taken [initialled signature]'. 

4.22.9.l. There is no record that Mrs RICHARDS was offered any fluids. 

4.22.1 0. Similarly, the Nursing Care Plan tbr 'Constipation' shows no record between 
17th and 21st August 1998. On 21 51 August the record states 'BNO [bowels not 
open] [initialled signature]' 

4.22.11. The Nursing Care Plan for 'Personal Hygiene' states:-
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4.22.11.1. ·18.8.98 Complete Bed Bath given plus oral [Signature] Hygiene 
[second signature]' 

4.22.11.2. '18.8.98 Night: oral care given frequently' 

4.22.11.3. '19.8.98 Nightie changed & washed, repositioned. Apparently pain 
free during care [initialled signature]' 

4.22.11.4. It is noted that there is no record ofMrs Richards being attended to 
for 'Personal Hygiene~ on 20th August 1998. 

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

4.23. The drugs prescribed for i\tlrs RICHARDS at Gosport War Memorial Hospital from the 
time of her admission there on 11th August 1998 are described below. 

Drugs prescribed for Mrs RICHARDS at Gosport War Memorial 
Hospital 

5. Dr BARTON wrote the following drug prescriptions tbr l\tlrs RICHARDS. 

5.1. On 11th August 1998:-

5.1.1. Oramorph 10mgs in 5mls to be given orally four hourly. On the 
Administration Record these doses are recorded as being given-

5.1.1.1. twice on 11th August 1998 (10mg at 1015 [?1215] and lOmg at 
1145 [?pm]); 

5.1.1.2. once on 1ih August (10mg at 0615); 

5.1.1.3. once on 131
h August ( 10mg at 2050); 

5.1.1.4. once on 141
h August (5ml [10mg] at 1150); 

5.1.1.5. tbur times on 1 i 11 August (2.5ml [5mg] at 1300. 2.5ml [Smg] at 
'J???(time illegible], 2.5ml [5mg] at1645, and 5ml [10mg] at 
2030); and, 

5.1.1.6. twice on 18th August 1998 5ml [10mg] at 01230[sic and? meaning 
0030 hours] and 5ml [10mg] at [?]0415). 

5.1.2. Diamorphine at a dose range of20- 200 mg to be given subcutaneously in 
24 hours. 
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5.1.2.1. None ofthis diamorphine prescription is recorded on the 
Administration Record as having been given between 11th- 141

h 

August inclusive. 

5. 1.3. Hyoscine at a dose range of200- 800 mcg [micrograrns] to be given 
subcutaneously in 24 hours. 

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

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

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

5.1.5. Haloperidollmg orally twice daily. It is noted that at the top ofthis 
prescription chart 'TAKES i\iiEDICINE OFF A SPOON' [sic] is clearly 
written. 

5. 1. 5. 1. She was give 1 mg of haloperidol at 1800 hours on 11th August 
1998, at 0800 and 2330 hours on Iih August 1998, at 0800 and 
1800 hours on 13 1

h August 1998. 

5.1.5.2. In addition, on 13th August 1998, Mrs RICHARDS was prescribed 
haloperidol 2mgs in 1 ml to be administered orally as required at a 
dose of2.5ml [this figure has been altered and also can be read as 
0.5 ml] to be given 'IF NOISY' [sic]. She was given a dose 
[quantity not stated bearing in mind the altered prescription] at 
1300 on 13th August 1998. 

5.1.5.3. She was also given 1 mg of haloperidol at 0800 hours on 14th and 
also at 1800 hours on 17 August 1998. 

5.1.6. lt is noted that, apart from 2330 hours on 12 August 1998, at the above times 
when Mrs RICHARDS was given haloperidol she was also give 10ml of 
Lactulose [a purgative]. 

On Iih August 1998:-

5.2.1. Oramorph 10mgs in 5mls to be given orally in a dose of2.5 mls four hourly 
[equivalent to 5mgs oforamorph]. 
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5.2.1.1. Although this drug was apparently not administered its 
prescription was written up on the 'Regular Prescription· chart but 
at the side in an ink-drawn box there are the letters PRN [meaning 
that the prescription is to be administered as required]. 

Oramorph l Omgs in Smls to be given orally once at night. 

5.2.2. 1. Although this drug was apparently not administered its 
prescription was also written up on the 'Regular Prescription' 
chart but at the side in an ink-drawn box there are the letters PRN · 
[meaning that the prescription is to be administered as required]. 

5.3. l8!h August 1998:-

5.3.1. 

- .., ? 
).J.-. 

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

Haloperidol a dose range of 5-10 mgs to be administered subcutaneously in 
24 hours. 

5.4. On 181
h, 19!h, 20!h, and 21st August 1998, l\llrs RICHARDS was given simultaneously 

and continuously subcutaneously diamorphine 40mgs, and haloperidol 5mgs, and 
midazolam 20mgs during each 24 hours. 

5.4.1. These drugs are recorded as being administered at the same time of day on 
each of the four days they were given. They were administered at 1145, 
1120, 1045, and 1155 for l81

h, 1911
\ 20m. and 21st August 1998 respectively. 

5.4.1.1. All these drugs were administered at the times stated and were 
signed off by initials as being eo-administered by the same person 
each day. Over the four days of 18th. l91

h, 2011
\ and 21 51 August 

1998, at least three nurses were involved in administering these 
drugs. 

5.4.1.2. According to the prescription charts these drugs were signed for as 
being administered to Mrs RICHARDS via the syringe driver by 
Mr Philip BEED on 18th and 19!h August 1998, by Ms Margaret 
COUCHMAN on 20m August 1998, and by Ms Christine JOICE 
on 21st August 1998. 

5.4.2. It is noted that on the 19th, 20m, and 21st August 1998 the drugs midazolam 
20mgs, diamorphine 40mgs, and haloperidol 5mgs were also eo-administered 
subcutaneously in 24 hours with 400mcg of hyoscine [this last drug had been 
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prescribed by Or BAR TON to be given as required on 11th August 1998 but 
its administration was not commenced until 191

h August 1998]. 

lt is also noted that all the drugs for subcutaneous administration were not 
prescribed at specific starting dosages but each was prescribed tbr a wide 
range of dosages and for continuous administration over 24-hour periods. 

5.4.3.1. It is not known who selected the dosages to be given. 

Death certification and cremation 

6. The circumstances ofMrs RICHARDS death have been recorded as follows: 

6.1. In a document [Case no. 1630/98] initialled by the Coroner on 24u1 August 1998 
'Reported by Or BAR TON [sic]. Deceased had undergone surgery for a fractured neck 
of femur. Repaired. Death cert[ificate] issued. [paragraph] THOfviAS [sic] 

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

6.2.1. 

6.2.2. 

6.2.3. 

'l(a) Bronchopneumonia'. 

The death was certified as such by Or J A BAR TON and registered on 241
h 

August 1998. 

It is noted that the continuous subcutaneous administration of diamorphine, 
haloperidol, midazolam, and hyoscine to an elderly person can produce 
unconsciousness and death from respiratory failure associated with 
pneumoma. 

6.3. The body was cremated. 

Conclusions 

7. tvlrs Gladys Mable RICHA.RDS died on 2ls1 August 1998 while receiving treatment on 
Daedalus ward at Gosport War Memorial Hospital. 

7 .1. Some fours years earlier, on 5'11 August 1994, Mrs RI CHARDS had become resident at 
the Glen Heathers Nursing Home. 

7.2. Mrs RICHARDS's had a confused state that after December 1997 had been aggravated 
by the loss at the Glen Heathers Nursing Home of her spectacles and both of her 
hearing aids. 
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7.3. On 291h July 1998, ~[rs RICHARDS developed a fracture ofthe neck of her right femur 
[thighbone] and she was transferred from the Glen Heathers Nursing Home to the 
Royal Hospital Haslar, Gosport. 

7.4. Despite her confused state, Mrs RICHARDS was considered by medical staff at the 
Royal Hospital Haslar to be suitable for implantation of an artificial hip joint. This took 
place on 30th July 1998. 

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

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

7.6.1. 

7.6.2. 

7.6.3. 

At that time also Dr BARTON prescribed tbr Mrs RICHARDS diamorphine. 
hyoscine, and midazolam. These drugs were to be given subcutaneously and 
continuously over periods of 24 hours for an undetermined number of days 
and the exact dosages were to be selected ftom wide dose ranges. 

Also on 11th August 19.98, at the end of a short case note, Dr BAR TON 
wrote 'I am happy for nursing staff to confirm death'. 

It is noted that although prescribed on the day of her admission to Daedalus 
ward at Gosport War Memorial Hospital these drugs (diamorphine, hyoscine, 
and midazo\am) were not administered at that time. 

7.7. On 13th August 1998, Mrs RICHARDS's artificial hip joint became dislocated. 

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

7.8.1. It is noted that at the age of91 years. and despite Or Barton's comment about 
l\t[rs RlCHARDS, and her confused mental state, l\t[rs RICHARDS was 
considered well enough by the staff at the Royal Hospital Haslar to have two 
operations on her right hip within about two weeks. 

i. 9. Three days later, on 17th August 1998, Mrs RI CHARDS was returned to the Gosporr 
War Memorial Hospital on a sheet and not on a stretcher. She was very distressed wfien 
she reached Daedalus ward. 
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7.10. There is no evidence that Mrs RlCHARDS, although in pain, had any specitic life­
threatening and tenninal illness that was not amenable to treatment and from which she 
could not be expected to recover. 

7.11. Despite this, and on 18th August 1998, Or BAR TON, while knowing ofl\llrs 
RICHARDS' s sensitivity to oral morphine and midazolam, prescribed diamorphine, 
midazolam, haloperidol, and hyoscine to be given (from wide dosages ranges) 
continuously subcutaneously and by a syringe driver over periods of24 hours for an 
unlimited period. 

7. 11.1. Neither midazolam nor haloperidol is licensed for subcutaneous 
administration. 

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

7.11.3. It is also noted that Nlrs RlCHARDS was not receiving treatment for cancer. 

7.12. There is no evidence that in fulfilling her duty of care Or BAR TON reviewed 
appropriately l\tlrs RICHARDS's clinical condition from 18th August 1998 to detennine 
if any reduction in the drug treatment being given was indicated. 

7.13. During this period when a syringe driver was being used to administer the subcutaneous 
drugs, there is no evidence that Mrs RICHARDS was given fluids or food in any 
appropriate manner. 

7.14. There is no evidence that in fulfilling their duty of care Mr Philip BEED, Ms Margaret 
COUCIDviAl"'S and Ms Christine JOICE reviewed appropriately lvlrs RI CHARDS's 
clinical condition from 18111 August 1998 to determine if any reduction in the drug 
treatment they were administering was indicated. 

7. 15. There is, however, indisputable evidence that the subcutaneous administration of dru~s 
by syringe driver continued without modification and during every 24 hours from 1811 

August 1998 until Mrs RICHARDS died on 21st August 1998. 

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

7. 16.1. lt is noted that the continuous subcutaneous administration of diamorphine, 
haloperidol, midazolam, and hyoscine to an elderly person can produce 
unconsciousness and death from respiratory failure associated with 
pneumonia. 
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My opinion 

8. When L\lrs RICHA.RDS was tirst admitted to Daedalus ward at Gosport War \i[emorial 
hospital on 11th August 1998 she was not in pain and had been fully weight bearing 
walking with the aid of two nurses and a Zimmer frame. 

8. 1. Despite recording that Mrs RICHARDS was not in pain, on 11th August 1998 Or 
BARTON prescribed wide dosage ranges of opiate and sedative drugs to which Mrs 
RICHARDS was known to be sensitive. 

8. l.l. Or Barton also recorded that ' ( am happy for nursing staff to confirm death.' · 
when Mrs RICHARDS had been admitted for rehabilitation and her death 
was not obviously imminent. 

8.2. When, at the age of91 years, !vlrs RICHARDS dislocated her operated hip and despite 
her confused mental state, she was considered well enough to have a second operation 
on her right hip within about two weeks of the first operation. 

8.3. There is no evidence to show that after her second operation Nlrs RICHARDS, 
although in pain, had any specific life-threatening and terminal illness that was not 
amenable to treatment and from which she could not be expected to recover. 

8.4. It is my opinion, and there is evidence to show, that Mrs RlCHARDS was capable of 
receiving oral medication for the relief of the pain she was experiencing on 1 ih August 
1998. 

8.5. Mrs RICHARDS was known by Or BARTON to be very sensitive to Oramorph, an oral 
morphine preparation, and to have had a prolonged sedated response to intravenous 
midazolam. 

8.6. Despite this, and from 18th August 1998 for an undetermined and unlimited number of 
days, Dr BARTON prescription led over 24-hours periods to the continuous 
subcutaneous administration to Mrs RICHARDS of diamorphine 40mgs, haloperidol 
Smgs, and midazolam 20mgs to which was added hyoscine 400mcg from 19th August 
1998. 

8. 7. The administration of these drugs continued on a 24-hours regime without their dosages 
being modified according to lVlrs RI CHARDS's response to them and until Mrs 
RI CHARDS died on 21st August 1998. 

8.8. There is no record that Mrs RICHARDS was given any food or fluids to sustain her 
from the 18111 August 1998 until she died on 21~1 August 1998. 
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8.9. As a result ofthe continuous subcutaneous administration of the prescribed drugs 
diamorphine, haloperidol, midazolam, and hyoscine Mrs RICHARDS became 
unconsciousness and died on 21st August 1998. 

8.10. No other event occurred to break the chain of causation and in my opinion Mrs 
RICHARDS's death was directly attributable to the administration ofthe drugs she 
continuously received by syringe driver from 18th August 1998 until her death on 21st 
August 1998. 

8.11. It is my opinion that Mrs Gladys RICHARDS's death occurred earlier than it would 
have done from natural causes and was the result of the continuous administration of 
diamorphine, haloperidol, midazolam, and hyoscine which had been prescribed to be 
administered continuously by a syringe driver for an undetermined number of days. 

APPENDIX A 

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

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

case. 

14.2. The documents in the file DCI BURT presented at our meeting on 28th January 2000 as 
follows:-

14.2.1. 
14.2.2. 
14.2.3. 
14.2.4. 
14.2.5. 

1) Draft (unsigned) statement (:tviGll) ofLesley HUNIPHREY. 
2) Copy ofPEC (NHS) T Health Recorc:f (LH/1/C). 
3) Copy ofRHH Medical Record (AF/1/C). 
4) Draft (unsigned) statement (:tviGll) ofGillian :tv1ACKENZIE. 
5) Draft (unsigned) statement ofLesley LACK. 

14.3. The documents in the file DCI BURT presented at our meeting on 8th March ::woo 
including those pUisuant to my request of28th January 2000 (documents WX1, WX2, 
and YZ were forward to me on 9 March 2000) as follows:-

14.3.1. A 

14.3.2. B 

14.3.3. c 

14.3.4. D 

Typed copy of Notes prepared by l\llrs LACK and given to 
Portsmouth Healthcare NHS Trust 

Typed copy of additional page of notes which was prepared by Mrs 
LACK but, apparently, not passed to Portsmouth Healthcare 
NHS Trust 

Typed copy ofNotes prepared by Mrs LACK and given to Social 
Services 

Typed copy of comments made by Mrs LACK in respect of letter 
from Portsmouth Healthcare NHS Trust which represented a 
response to her Notes of complaint (A) 
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14.4. 

l4.3.5. E 

14.3.6. F 
14.3.7. G 
14.3.8. HI 

14.3.9. JK 
14.3.10. L 
14.3.11. M 
14.3.12. N 
14.3.13. 0 (1) 
14.3.14. 0 (2) 

14.3.15. 0 (3) 
14.3.16. 0 (4) 
14.3.17. PQ 
14.3.18. R 
14.3.19. s (1) 

14.3.20. s (2) 

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

14.3.23. T 

14.3.24. uv 
14.3.25. vVX1 

14.3.26. WX2 

14.3.27. YZ 
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Typed copy of comments made by Mrs LACK in respect of a Report 
prepared by Portsmouth Healthcare NHS Trust which resulted in 
the letter referred to above 

As D above but made by J\!Irs MACKENZIE 
As E above but made by lVIrs MACKENZIE 
Copy of letter written by Mrs MACKENZIE to DI MORGA.t~ (OIC 

of initial investigation) plus 5 copies newspaper cuttings 
Copy of Coroner's Officer's Form 
Copy of letter from Dr REID to S/Cdr SCOTT 
Copy ofReport made by·Dr LORD during original investigation 
Copy of additional newspaper cutting 
Typed copy of signed statement of Anne FUNNELL (Rllli) 
Typed copy of signed statement ofLesley HUNIPHREY 

(Portsmouth Healthcare NHS Trust) 
Copy of signed statement ofLesley LACK 
Copy of final draft ofGillian MACKENZIE's statement 
Copy of schedule of x-ray images (RHH) 
Copy of Risk Event Record (Portsmouth Healthcare NHS Trust) 
Copy ofletter which DCI HURT has sent to Lesley HIJlVIPHR.EY 

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

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

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

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

Copy of Death Certificate- Mrs RICHARDS 
Witness Statement of Mrs Gillian MACKENZIE dated March 6 

2000 
Copy of letter from OR J.H. BASSETT to Mrs l'viACKENZIE with 

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

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

On 8111 March 2000, in the presence ofDCI BURT, I visited:-

14.4.1. the Gosport Memorial Hospital and followed the passageways along which 
Mrs Richards was conveyed and the ward areas in which she was treated; 
and, 

14.4.2. the Royal Hospital Haslar and followed the passageways along which Mrs 
Richards was conveyed and the ward area in which she was treated. 

Protessor Bri~ Livesley '\ 7 .:) 
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14.4.2.1. At the Royal Hospital Haslar, on 8th March 2000, in the presence 
ofDCl BURT, I was also shown twelve (12) radiographs relating 
to Mrs Richards' treatment there on 12th April 1998, 17th July 
1998, 14th August 1998, 29th July 1998, and 31st July 1998. 

14.5. rn addition I have read the following the documents given to me by DCI BURT on 12th 
May 2000 consisting of the following which are numbered below as listed in the two 
containing ring binders: 

14.5.1. E 25 Copy of Glen Care Homes tile Re: Gladys RI CHARDS supplied by · 
· Glen Care Homes 

14.5.2. E22 Copy of Hampshire County Council Social Services file Re: Gladys 
RI CHARDS 

14.5.3. E,.., 
-.) Copy of Glen Care Homes tile Re: Gladys RI CHARDS supplied 

Nursing Homes Inspectorate 
14.5.4. E 24 Copy Portsmouth and South East Hampshire Health Authority GP 

Patient Records ofGladys RICHARDS 
14.5.5. D 63 Police letter 090300 to Miss CROSS, Haslar Hospital with further 

questions 
14.5.6. D 65 Letter 100400 from Miss CROSS at Haslar including Patient transfer 

order and further medical records 
14.5.7. D 104 Letter 080200 from Mrs. MACKENZIE with notes Re: draft 

statement 
14.5.8. 
14.5.9. 

D 108 Portsmouth NHS Trust Dept. ofDiagnostic fmaging report folder 
D 110 Copy typed Gladys RI CHARDS Death Certificate dated 240898 

14.6. I have also read the documents given to me by DCI BURT on 19th July 2000, consisting 
of copies of the statements made by:-

14.6.1. JOICE Christine 
14.6.2. GIFFIN Sylvia Roberta 
14.6.3. PULFORD Monica Catherine 
14.6.4. WALKER Fiona Lorraine 
14.6.5. MARJORAM Catherine 
14.6.6. BALDACCHINO Linda Mary 
14.6.7. PERKINS Margaret Joan 
14.6.8. TUBBRlTT Anita 
14.6.9. COUCHMAN Margaret 
14.6.10. WALLINGTON Kathleen Mary 
14.6.11. FLETCHER Anne 
14.6.12. COOK Joanne 
14.6.13. MOSS JEAN Kathleen 
14.6.14. TYLER Christina Ann 

38 
Prott!ssor BriWl Live!sle!y 



' ' • I I I 

GMC101057-1135 

Richards - BLI mt:d rep Jul 0 l 
Pagt: 21 of 3~ 

14. 7. r have also read statements, provided on 30lh August 2000 by DCI BlJRT. made by: 

14.7.1. 
14.7.2. 

Doctor Jane Ann BAR TON 
Phillip James BEED 

14.8. I have also received from DCI BURT on 8th September 2000 and read copies of-

14.8.1. A letter dated 18th August 2000 from Mrs Gillian MACKENZIE to OCI 
BlJRT. 

14.8.1.1. Enclosed with this letter was a copy of a letter dated 9th August 
2000 from Ms Jill BAKER to Mrs Gillian MACKENZIE to which 
had been added a petition form. 

14.9. A letter dated 21st August 2000 from Mrs Gillian MACKENZIE to DCI BURT. 

14.9.1. Enclosed with this letter was a copy of a letter dated l41
h December 1998 

from Ms Lesley HUN1PHREY, Quality 1\IIanager at Portsmouth Healthcare 
"NriS Trust Central Office to 1\llrs Gillian MACKENZIE. This had enclosed 
with it a copy of a letter dated 22nd September 1998 from l\IIr Max 
1\illLLETT. ChiefExecutive ofPortsmouth Healthcare NHS Trust. 

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

14.10.1. On 3rd September 1998 statement consisting of four pages from .1\llrs Jenny 
BREWER- StaffNurse Daedalus Ward to which is attached an 
additional statement (three pages) by StaffNurse Brewer (the first page 
of this three pages is headed Portsmouth Healthcare NHS Trust and has 
been signed on page three by S. N J Brewer RGN and dated 9-9-98 
(Reference 0142)). 

14. 1 0.2. On 81
h September 1998 statement consisting of five pages from Mr Phi lip 

BEED- Clinical N[anager Daedalus Ward (Reference D143). 

14.10.3. On 9111 September 1998 statement consisting ofthree pages from Ms 
Christine JOICE- Staff Nurse Oaedalus Ward (Reference 0 144). 

14.10.4. On 81
h September 1998 statement consisting oftwo pages from Ms Monica 

PULFORD- Enrolled Nurse Oaedalus Ward (Reference 0145). 

14.10.5. On 3rd September 1998 statement consisting of four pages from Ms 
Margaret COUCHMA.t"\J"- StaffNurse Daedalus \Vard (Reference 
D 146). 

. ~l 9 
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14.11. A copy ofthe National Council for Hospice and Specialist Palliative Care Services 
paper entitled 'Ethical decision-making in palliative care'. 

14. 12. On 51
h and 61

h October 2000 I received from Hampshire Constabulary and subsequently 
read:-

14.12.1. The records ofthe interviews conducted with Dr Anthea Everista Geredith 
LORD on 27lh September 2000. 

14.12.2. During these interviews Dr LORD produced as listed in the Officer's Report 
by DC l\tlcNally the following documents:-

Appendix B 

14.12.2.1. Drug Therapy Guidelines for subcutaneous tluid replacement as 
approved by the Elderly Medicine and Formulary & Medicines 
Group ofPortsmouth Hospitals and Portsmouth Healthcare 
updated for 1998. 

14.12.2.2. Consultants' Rota for August 1998 ofthe Department ofMedicine 
for Elderly People (Ref: CV28.7.98). 

14.12.2.3. Memorandum from lvlrs. L HUl\tfPHREY of Portsmouth Health 
Care NHS Trust to Dr. LORD dated 1 7lh December 1998 and 
headed '1\llrs. Richards deceased, Gosport War Memorial HospitaL 
21st August, 1998.' 

14.12.2.4. Letter from Dr RI REID, Medical Director ofPortsmouth Health 
Care NHS Trust giving approval of study leave for Dr. LORD for 
the dates of 1 7 I 18 August 1998. 

14.12.2.5. Consultants' Timetable of the Department of Medicine tbr Elderly 
People from 4.5.98- 8.2.99. 

Facts of the environment-
obtained from the statements of Mrs RICHARDS's daughters 

15. Mrs MACKENZIE is the elder ofMrs RICHARDS's two daughters. lt is noted that her 
sister, Mrs LACK, is a retired Registered General Nurse. 

15.1. Mrs LACK retired in 1996 after 41 years continuously in the nursing profession. For 25 
years prior to retirement she was involved in the care of elderly people. For 20 years 
prior to retiring she held supervisory and managerial positions in this field of nursing. 
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15.2. By July 1998, Mrs RICHARDS had been resident at the Glen Heathers Nursing Home 
for some tbur years. She had a past medical history of bilateral deafness tbr which she 
required two hearing aids (unfortunately these were lost while she was at the Glen 
Heathers Nursing Home). She had had operations for the removal of cataracts and 
required glasses (unfortunately these were also lost at the Glen Heathers Nursing 
Home). 

15.3. Also by July 1998, lVlrs RICHARDS had become increasingly forgetful and less able 
physically. She had had 17 falls documented at the Glen Heathers Nursing Home 
between 29th January 1998 and 291

h July 1998. 

15.3.1. During this period Mrs MACKENZIE decided to meet and question her 
mother's general practitioner, Dr BASSETT. Nlrs .tvlACKENZIE had tbrmed 
the opinion that the drugs Dr BASSETT was prescribing could contribute to 
her mother's confused mental state and deterioration of her physical health. 
One drug was Trazodone and the other was haloperidol. Following this 
meeting she sent him a copy of a book entitled Toxic Psychiatry. 

15.3.2. Or BASSETT replied, in a hand-written letter, thanking Mrs MACKENZIE 
and stating • ... I have a reputation in Lee [-on-So lent] of being somewhat 
sparing with 'mood' drugs and especially antibiotics .... most drugs are 
prescribed with more caution these days. [paragraph] Hopefully we can 
continue to keep your Mother's drugs to a minimum!' 

!5.4. It is convenient to mention here that both Mrs MACKENZIE and J\llrs LACK have 
registered serious concerns about the care given to their mother in the Glen Heathers 
Nursing Home. 

15 .4.1. Jane PAGE, Principal Nursing Home Inspector, Portsmouth & S.E. Hants 
Health Authority investigated these concerns formally. On 11th August 
!998, she made an unannounced visit to the Glen Heathers Nursing Home. 
She reported, on 261

h August 1998, that 'From the written records ~btained 
and discussions held, I can find no evidence to substantiate that Mrs 
RICHARDS did not receive appropriate care and medication.' 

!5.4.2. These concerns were discussed further by the Social Services Department at 
a meeting held on 23rd November 1998 when .l\.tlrs LACK was present. The 
conclusion was that 'There was no evidence of deliberate abuse [of Nlrs 
RICHARDS] although there seemed to be problems of complacency in some 
of the care practices which needed review .... However, there was no 
evidence of malpractice by the Home.' 

15.5. On 291
h July 1998, while in the Glen Heathers Nursing Home, Mrs RICHARDS 

sustained a fracture of the neck of her right femur (thighbone). According to Mrs 
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LACK her mother underwent a surgical operation on 30th July 1998 'following a 
discussion with the consultant who thought my mother should be given the chance to 
remain ambulant.' 

15.6. lVlrs LACK has also stated:-

15.6.1. 'My mother received a replacement hip, on her right side, and remained in 
the Haslar Hospital a further eleven days until Tuesday the 11th August 1998. 
[paragraph] I visited my mother every day during this period and, in my 
view, when taking into account the serious injury which she had sustained 
and the trauma she had suffered, my mother appeared to make a good 
recovery during this period.' 

15.6.2. 'Prior to her discharge, and transfer to the Gosport \Var Memorial HospitaL 
my mother was responding to physiotherapy, able to walk a short distance 
with the aid of a zimmer frame and no longer required a catheter. Her 
medication had been reduced and she was able to recognise family members 
and make comments to us which made sense.' 

15.6.3. 'She was with encouragement, eating and drinking naturally and as a result 
the drips, which had facilitated the provision of nourishment after the 
operation, had been removed.' 

15.6.4. 'Signiticantly, my mother was no longer in need of pain relief. It was quite 
apparent, to me, that she was free of pain.' 

15.6.5. 'Such was the extent of my mother's recovery that it was considered 
appropriate to discharge her and transfer her to the Go sport War Memorial 
Hospital where she was admitted to Daedalus \Vard on Tuesday the ll th 
August 1998. This was the first occasion that my mother had been admitted 
to this particular hospital.' 

15. 7. On 121
h August 1998, the day after her mother's admission to the Gosport War 

Memorial Hospital, Mrs LACK visited her mother there and has recorded ' ... I was 
rather surprised to discover that I could not rouse her [Mrs RICHARDS]. As she was 
unrousable she could not take nourishment or be kept hydrated. [paragraph] I enquired 
among the staff and I was told that my mother had been given the morphine based drug 
'Oramorph' for pain. This also surprised me. When my mother had been discharged 
from the Haslar Hospital, the day before, she had not required pain relief for several 
days. [paragraph] I was distressed to observe my mother's deteriorated condition which 
significantly contrasted with the level of recovery which had been achieved following 
treatment at the Haslar hospital during the period after the surgical operation to replace 
her hip. [paragraph] I was told that my mother had been calling out, showing signs of 
being anxious, and it was believed that she was suffering pain. They did not investigate 
the possible cause. I consider it likely that she was in need of the toilet .... One of the 
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consequences ofbeing rendered unrousable, by the effects of'Oramorph', was that no 
fluids could be given to my mother and this, together with the abandonment of other 
forms of rehabilitation, would have served to inhibit or prevent the recovery process 
which had begun prior to her admission to the Go sport War Memorial Hospital.' 

15.8. Mrs RICHARDS had a fall on 13th August 1998 (as described above). On the following 
morning (14th August 1998), l\llrs LACK noted that while her mother was being taken 
to the X-ray department at the Gosport War Memorial Hospital 'She was still deeply 
under the effects of the 'Oramorph' drug.' 

15.9. As described above Mrs RI CHARDS was then transferred to the Royal Hospital Haslar 
for the reduction of her dislocated artificial hip. She was returned to the Gosport War 
Memorial Hospital on 17th August 1998 having been noted the previous day ( 16111 

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

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

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

15.11. Subsequently, the X-ray at the Gosport War Memorial Hospital showed no fresh 
dislocation of the artificial hip. 

15.12. Following this further X-ray, .Mrs LACK told Dr BARTON that Haslar Hospital would 
be prepared to readmit her mother. Or BAR TON is reported to have • ... felt that was 
inappropriate.' l\tlrs LACK ' ... considered this was essential so that the 'cause' of my 
mother's pain could be treated and not simply the pain itself.' 

15.12.1. Or BAR TON is stated to have said to l\tlrs LACK that, ' .. :'It was not 
appropriate for a 91 year old, who had been through two operations, to go 
back to Haslar Hospital where she would not survive further surgery." ' 

15.13. Mrs LACK states that, on 18th August 1998, the Ward Manager [Mr Philip BEED] 
explained to her and her sister that a syringe driver was going to be used. This was to 
ensure Mrs RICHARDS 'was pain free at all times' so that she would not suffer when 
washed, moved, or changed in the event she should become incontinent. Mrs LACK 
has also described in her contemporaneous notes (as well as in her Witness Statement, 
see below) that 'A little later Or BAR TON appeared and confirmed that a haematoma 
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was present and that this [the use of a syringe driver] was the kindest way to treat my 
mother. She [Dr BARTON] also stated "And the next thing will be a chest infection.'''. 

15.13.1. ln her Witness Statement, Mrs LACK has recorded 'The outcome ofthe 
syringe driver was explained to my sister and I fully. Drawing on my 
experience as a nurse I [Mrs LACK] knew that the continuous use of 
morphine, as means of relieving her pain, could result in her death. She [Mrs 
RICHARDS] was, at the time, unconscious from the effects of previous 
doses of 'Oramorph' .... [paragraph] As result of seeing my mother in such 
great pain I was becoming quite distressed at this stage. My sister asked the 
Ward Manager, "Are we talking about euthanasia? It's illegal in this country 
you know." The Ward Manager replied, "Goodness, no, of course not." I was 
upset and said, "Just let her be pain free". [paragraph] The syringe driver was 
applied and my mother was catheterised to ease the nursing of her. She had 
not had anything by mouth since midday Monday l71

h August 1998. 
[paragraph] A little later Or BAR TON [sic] appeared and confirmed that a 
haemetoma [sic] was present and that this was the kindest way to treat my 
mother. She also stated, "And the next thing will be a chest infection." .... 
[In her witness statement ~lrs Mackenzie has stated that' OR BAR TON [sic] 
then said, "Well, of course, the next thing for you to expect is a chest 
infection". '][paragraph] I would like to clarify the issue of my 'agreement' to 
the syringe driver process. It was not a question, in my mind, of 'agreement'. 
[paragraph] I wanted my mother's pain to be relieved. I did not 'agree' to my 
mother being simply subjected to a course of pain relief treatment, at the 
Gosport War Memorial Hospital, which I knew would effectively prevent 
steps being taken to facilitate her recovery and would result in her death. 
[paragraph] I also wanted my mother to be transferred back to the Haslar 
Hospital where she had, on two occasions, undergone operations and 
recovered welL My mother was not, I knew, terminally ill and, with 
hindsight, perhaps I should have challenged Or BAR TON [sic] more 
strongly on this issue. [paragraph] In my severe distress I did not but I do 
believe that my failure to pursue the point more vigorously should not have 
prevented Or BAR TON [sic] from initiating an alternative course of action to 
that which was taken, namely a ref~rral back to the Haslar Hospital where 
my mother's condition could have been treated and where an offer had 
already been made to do so. [paragraph] 1 accept that my mother was unwell 
and that her physical, reserves had been depleted. However, she had, during 
the preceding days and weeks, demonstrated great courage and strength. I 
believe that she should have been given a further chance of recovery 
especially in the light of the fact that her condition had, it would seem likely, 
been aggravated by poor quality service and avoidable delay experienced 
whilst in the hands ofthose whose responsibly [responsibility] it was to care 
tor her. [paragraph] My mother's bodily strength allowed her to survive a 
further 4 days using her reserves. She suffered kidney fai 1 ure on 19th August 
and no further urine was passed. The same catheter remained in place until 
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her death. [paragraph] Because the syringe driver was deemed to be essential 
following the night of several doses of pain relief my mother's condition 
gradually deteriorated during the next few days, as I knew it inevitably 
would, and she died on Friday the 21st August 1998.' 

15.14. It is noted that !vlrs LACK had made contemporaneous hand-written notes comprising 
five numbered pages. In her Witness Statement she records these ' ... are in the form of 
a basic chronology and I incorporated within them a series of questions which focused 
on particular areas of concern in respect of which I sought an explanation or 
clarification from the hospital authorities. Following presentation of my notes we were 
visited on the ward by !vlrs Sue HUTCillNGS [sic] on 20.8.98.' 

15. 14. 1. lVIrs LACK also made a further one page of contemporaneous hand-written 
notes. In these she states she was so appalled about her mother's condition, 
discomfort and severe pain that she visited Haslar Hospital at about 
lunchtime on 17tll August 1998 to ask questions about her mother's condition 
before she [l.Vlrs RICHARDS] had left the Haslar Hospital ward for her 
second transfer to Gosport War Memorial Hospital. She learned that, prior to 
her discharge from Haslar Hospital on 1 ih August 1998, her mother had 
been eating, drinking, using a commode and able to stand if aided. lVIrs 
LACK aiso states in this contemporaneous record that 'On leaving the ward 
[at Haslar Hospital at about lunchtime on 17tll August 1998] I bumped into 
the Dr [doctor] who had been in casualty theatre for my mothers [sic] second 
[sic] operation. He was with consultant when all the procedures were 
explained to me on Friday l4tll [August 1998] He said "How's your mother". 
I explained the current position to him in detail. I told him that she was in 
severe pain since the transfer which had been undertaken a short time earlier. 
He said "We've had no referral. Get them to refer her back. We'll see her." 

15. 15. It is noted that a Discharge Letter from the Royal Hospital Haslar describes !Vlrs 
RI CHARDS' condition on discharge on 17tll August 1998 as "She can, however, 
mobilise fully weight bearing." 

!5.16. It is also noted that Mrs LACK has stated that she and her sister were constantlv at the 
Gosport War Memorial Hospital, day and night, from l i 11 August 1998 until th~ time 
their mother died. 

15. 16.1. Mrs MACKENZIE has stated that 'l stayed with my mother until very late 
that Tuesday night [18111 August 1998]. it was past midnight, in fact, when 
my son arrived from London. As from the Wednesday night my sister also 
sat with me all night long and we both remained, continuously, until twenty 
past nine on the following Friday evening [21st August 1998] when my 
mother died. During that time Dr Barton [sic] did not visit my mother. I am 
quite certain about this because our mother was not left alone, in her room, at 
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any time apart from when she was washed by the nursing staff. Either my 
sister or I, [sic] was with her throughout.' 

15.16.2. Mrs MACKENZIE has also stated that although she did not sign the 
contemporaneous notes made by lVIrs LACK she ' ... was a party, at times, to 
the preparation process and where, on occasions, my sister has referred to 'I' 
in fact it could read 'we' as we were together when certain events occurred.' 

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

Appendix C 

Glossary 

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

ADL [activities of daily living] are those physical activities of daily life necessary for normal 
human functioning and include getting up, washing, dressing, preparing a simple meal, etc. 

Analgesia is the relief of pain. This can be achieved by physical means including warmth and 
comfortable positioning as well as by the use of drugs. The aim is to keep patients pain free 
with minimal side effects from medication. 

Bronchopneumonia is int1ammation of the lung usually caused by bacterial infection. 
Appropriate antibiotic therapy, based on the clinical situation and on microbiological 
studies, will result in complete recovery in the majority of patients. It can contribute to the 
cause of death in moribund patients. 

Co-codamol is a drug mixture consisting of paracetamol and codeine phosphate, which is used 
for the relief of mild to moderate pain. 

Cyclizine is a drug used to prevent nausea and vomiting, vertigo, and motion sickness. 

Dementh1 is the name given to a condition associated with the acquired loss of intellect, 
memory, and social functioning. 

Oiamorphine, also known as heroin, is a powerful opioid analgesic. 
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Haematoma is an accumulation of blood within the tissues. which clots to form a solid 
swelling. 

Haloperidol, a drug used in the treatment of psychoses including schizophrenia and mania and 
also for the short-term management of agitation, excitement, and violent or dangerously 
impulsive behaviour. Dosage for all indications should be individually determined and it is 
best initiated and titrated under close clinical supervision. For patients who are elderly the 
normal starting dose should be halved, followed by a gradual titration to achieve optimal 
response. It is not licensed for subcutaneous administration (see licensed below). 

Hemiarthroplasty is the surgical remodelling of a part of the hip joint whereby the bone end 
of the femur is replaced by a metal or plastic device to create a functioning joint. 

Hyoscine is a drug used to reduce secretions and it also provides a degree of amnesia and 
sedation, and has an anti-vomiting effect. Its side effects include drowsiness. 

Lactulose is a preparation taken by mouth to relieve constipation. 

A microgram is one millionth of a gram and is not to be confused with a milligram dosage of 
a drug, which is one thousand times larger. 

i\'Iidazolam is a sedative drug about which there have been reports ofrespiratory depression. It 
has to be use with caution in elderly people. It is used for intravenous sedative cover fo.r 
minor surgical procedures. It is also used for sedation by intravenous injection in critically 
ill patients in intensive care. It can be given intramuscularly. In the management of 
overdosage special attention should be paid to the respiratory and cardiovascular functions 
in intensive care. It is not licensed for subcutaneous administration (see licensed above). 

i\'lorphine is an opioid analgesic used to relieve severe pain. 

Ora morph is a drug used in the treatment of chronic pain. It contains morphine and is in the 
form of a liquid. lOmls ofOramorph at a strength of IOmgs of morphine sulphate in 5mls 
of liquid is an appropriate first dose to give to a person in severe pain, which had not 
responded to other less potent, pain relieving drugs. 

Respiratory depression is the impairment of breathing by drugs or mechanical means which 
leads to asphyxia and, if uncorrected, to death. 

Subcutaneous means beneath the skin. 

Professor Brian Livesley 
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A syringe driver is a power driven device tbr pushing the plunger of a syringe tbrward at an 
accurately controlled rate. It is an aid to administering medicinal preparations in liquid 
tbrm over much longer periods than could be achieved by injecting by hand. In this case 
the syringe driver used was a Sims Graseby MS 26 Daily rate syringe driver which operates 
over periods of 24-hours. 

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

Unlicensed medicines. In order to ensure that medicines are safe, effective and of suitable 
quality, they must have a product licence (now called a market authorisation) before being 
marketed in the United Kingdom. Unlicensed drugs are not licensed for use for any 
indication or age group. Licensing arrangements constrain pharmaceutical companies but 
not prescribers. The Medicines Act 1968 and European legislation make provision for 
doctors to use unlicensed medicines. Individual prescribers of unlicensed medicines, 
however, are always responsible for ensuring that there is adequate information to support 
the quality, efficacy, safety and intended use of a drug before using it. 

A Zimmer frame is a lightweight, but sturdy, frame the patient can use tbr support to assist 
safe walking. 

APPENDIX D 

Texts used for reference have included: 

1. Adam J. ABC of palliative care: The last 48 hours. British N!edical Journal 1997; 3 15: 
1600-1603. 

L l. This paper is from the widely read, British Medical Journal which is published 
weekly and received by about 30,000 general practitioners and 45,000 hospital 
doctors in England and Wales. It records that treatment with opioids (viz. 
morphine and diamorphine) should be individually tailored, the etfect reviev..-ed. 
and the dose titrated accordingly. 

2. ABPI Compendium qfdata sheets and summaries ofproduct characteristics 1998-99: 
with the code qf practice for the Pharmaceutical Industry. Datapharm Publications 
Limited, 12 Whitehall, London SWlA 2DY. 

3. Breggin P R. Toxic p!:.ychiatry. Drugs and electroconvulsive therapy: the trwh and the 
better alternatives. 1993. HarperCollins Publishers. London. pp. 578. 

4. British Medical Association and the Royal Pharmaceutical Society of Great Britain. 
British National Formulary. Number 32 (September 1996). The Pharmaceutical Press. 
Oxtbrd. 
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Cecil Textbook qfAt!edicine. eds. J.C. Bennett & F. Plum. W.B. Saunders Co. 20th 
Edition. 1996. 

Letter from Clive Ward-Able (Medical and Healthcare Director) and Lee Neubauer 
BSc (Hons) (New Product Specialist), Roche Pharmaceuticals. 

6.1. A copy of this letter has already been supplied to the Police and reports that the 
product licence does not cover the administration ofHypnovel® (midazolam) 
by subcutaneous injection. 

7. Roche Pharmaceuticals. Hypnovel® [midazolam]. Summary ofproduct characteristics. 

8. Letter from Or R J Oonnelly, Medical Director of Janssen-Cilag Ltd. 

8. l. A copy of this letter has already been supplied to the Police and reports that 
Haldol™ decanoate (haloperidol) is not licensed for subcutaneous use. 

9. Letter from Miss Jo Medlock, Manager of Medical Information and 
Pharmacovigilance. Norton Pharmaceuticals. 

9.1. A copy of this letter has already been supplied to the Police and reports that 
Serenace™ (haloperidol) ampoules are not licensed for subcutaneous 
administration. 

10. MeReC. Pain control in palliative care. 1HeReC Bulle!in National Prescribing Cemre. 
1996; 7 (7); 25-28. 

10.1. MeReC is the abbreviation for the 'Medicines Resource Centre'. This bulletin is 
sent free to all general practitioners in England and Wales and also to NHS 
Hospital and Community Pharmacists. The list of those who receive this 
bulletin is updated every few weeks. 

11. Sims Graseby Limited. lvfS 16A !:J),Tinge Driver. :VIS 26 S.;vringe Driver: ImmtcTion 
manual. Sims Graseby Limited. 1998. 

Appendix E 

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

I, Brian Livesley, qualified J\tffi, ChB (Leeds) in 1960. 
My principal additional qualifications are MD (London) 1979, FRCP (London) 1989. 

49 
Prot~ssor Britm Livesley 



.. "" 

GMC101057-1146 

,1 
,I W I. 

f"l 
"'-"" Richards- BLI mc:d rep Jul 0 I 

Pagt! 32 nf 34 

From 1961-69, 1 held a series of clinical training and teaching posts through all hospital 
medical grades to senior medical registrar level at University and District Hospitals in Leeds. 
Manchester and Liverpool in which I gained a wide range of general medical expertise. 

At the beginning of my medical career during 1961, I was also trained in the management of 
diabetic patients in Leeds by Professor (later Sir) Ronald Tunbridge. For five years ( 1963-6 7), 
[held a regular weekly diabetic out-patient clinic in Manchester (two diabetic clinics each 
week during 1963-65) being also responsible for the acute and follow-up management of 
newly presenting diabetic patients as weil as having a full range of general medical experience. 

For four years (1969-72), I was Harvey Research Fellow in cardiology at King's College 
Hospital, London, where I developed original research in electrocardiographic, cardiac pacing, 
and metabolic techniques for the study of ischaemic heart disease. This also involved extensive 
follow-up studies over a period of more than six years. The several and separate aspects of this 
work were published in internationally reputable professional journals and now form part of 
the corpus of present day knowledge in cardiology. My continuing interest in this area led me 
to specialise in geriatric medicine with some emphasis on cardiology in elderly people. 

I have been a consultant physician since 1973 and am entered in the General Medical Council's 
Principal List as a specialist in both General Medicine and Geriatric Medicine. 

In 1987, I was appointed against open competition to a Foundation Chair as the University of 
London's Professor in the Care of the Elderly based at Charing Cross and Westminster 
Medical School (now the Imperial College School of Medicine) and as Honorary Consultant 
Physician. 

I am in active clinical practice at the Chelsea & Westminster Hospital, London, where [head 
up a busy clinical department consisting of three consultant-led medical teams. These are all 
routinely involved in the emergency medical admissions and follow-up management of adults 
of all ages including those with diabetes mellitus, cardiac, respiratory, and skeletal diseases. 
During the last two years I have developed one other team that is providing a palliative care 
service for non-cancer patients. 

Since 1969 l have taught not only undergraduate and postgraduate medical students, but also 
by invitation have lectured (throughout the United Kingdom, Europe, and elsewhere) to a wide 
range of other groups-professional and lay. I have also initiated and led courses teaching and 
appraising senior medical teachers. For fifteen years ( 1980-94 ), I served as a clinical examiner 
tor the Final tv£B degree at the University of London-latterly ( 1990-94) as a senior clinical 
examiner. For six years (1987-93), I also examined in Medicine for the Worshipful Society of 
Apothecaries of London. For seven years (1986-93), I was Royal College of Physicians of 
London Examiner for the Diploma of Geriatric Medicine; and, for two years ( 1994-96) was an 
appointed Member of the United Examining Board for England and Scotland. In addition, 1 
have examined externally tor the degrees ofBPharm and PhD. During 1998, 1999, & 2000 I 
have been an invited external clinical examiner for the Final tvm degree at the Royal Free and 
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University College London Medical School where by recent invitation l will examine the 
candidates being considered for a Distinction in 2001. 

In 1991, by invitation, I addressed a House of Lords group on issues relating to the clinical 
management of elderly people. 

In 1992, I was one of a team at the Royal College of Physicians who contributed to the 
College's publication entitled, 'High quality long-term care for elderly people.' 

From 1983-1995 1 was a Justice of the Peace for the SE London Commission of the Peace 
having to stand down following a invitation in 1995 to head up a comprehensive review of the 
care provided in a 150-bedded nursing home. In 1996 all 16 recommendations in the resulting· 
40,000-word report were accepted and acted upon by the commissioning Health Agency (1). 
Also in 1996, I gave invited evidence on this topic to a Health Committee in the House of 
Commons (2). 

In 1999 and again in 2000, the King's Fund in London identified the work in my clinical 
department as a national model for the care of elderly people. 

In July :woo, I was the only clinician to give a presentation by invitation at a meeting on 
"Emerging Intermediate Care Strategy- 'Leading edge' Practice" held at the Royal College 
of Surgeons of England, London. This was well received and repeated by invitation in the 
North ofEngland in November 2000. 

During 1999 and 2000 I was working with the British Medical Association's Ethics department 
on the topics of 'dying as a diagnosis' and 'the appropriate care of the dying'. ln addition, I 
have recently chaired a medico-legal group within my NHS Hospital Trust and produced a 
report on 'Guidelines for the artificial nutrition ofpatients affected by strokes'. My clinical, 
teaching, and research work on the management of dying patients extends over the last twenty 
five years and I was a leader of the concept that 'dying should be a recognised diagnosis' to 
allow for the appropriate palliative care of patients dying from non-cancer conditions. More 
recently I have established an original palliative care service tor non-cancer patients in my own 
department at the Chelsea & Westminster hospital where we are pursuing research in this topic. 

My over 120 publications include several monographs, many peer-reviewed research 
investigations into clinical, scientific, social, historical, and educational problems of medicine 
in our ageing society, editorials and leading articles by invitation of professional journals, and, 
in addition by invitation, more than l 00 standard and extended book reviews. My peer­
reviewed publications also include those on the clinical management of dying patients. 

Reterences as numbered above: 

l. Livesley B, Ellington S. Report on the independent comprehensive review of the care of 
elderly people at St. Christopher's Nursing Home, Hatfield. East and North Hertfordshire 
Health Authority, 1996. (by invitation) 
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" Livesley B. Memorandum of recommendations and evidence submitted to the Health 
Committee on long-term care provision and funding. Volume Il; pp. 114-22. London: 
HrvlSO, 1996. (by invitation) 
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Elderly Care Unit 
Telep_hone: [~~~~~~~~-~~~~-~~~~~~~~J(dlrect line} 

Frimiey 
Camberley 

Surrey 
GU167UJ 

Fax: r·-·-·-·-·cocie·A-·-·-·-·-(direct into Secretaries' office) 
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Tel: 0 i 276 604604 
Fax: 01276 604148 

KIM/ gnt I gosport 

18 October 2001 

CONFIDENTIAL 

Detective Superintendent J James 
Hampshire Constabulary 
Major Incident Complex 
Kingston Crescent 
North End 
PORTSMOUTH 
P02 8BU 

Dear OS James 

CONFIDENTIAL MEDICAL REPORT REGARDING MEDICAL MANAGEMENT 
OF PATIENTS AT GOSPORT WAR MEMORIAL HOSPITAL 

Thank you for asking me to give a report on the management of four patients who 
died at Gosport War Memorial Hospital. I have based my personal opinion on :-;y 
qualification as a specialist in geriatric medicine. my 13 years experience as :J 

Consultant Geriatrician with several years experience working at the local hospice. 

USE OF OPIOID ANALGESICS 

Opioid analgesics are used to relieve moderate to severe pain and also can ::e 
used to relieve distressing breathlessness and cough. The use of pain killing drugs :n 
palliative care !ie the active total care of patients whose disease is not responsive -:l 

curative treatment) is described in the British National Formulary which is The 
standard reference work circulated to all doctors in Great Britain. The guidance n 
the BNF suggests that non-opioid analgesics such as Aspirin or Paracetamol shoL;id 
be used as first line treatment and occasionally non-steroidal anti-inflammatcry 
drugs may help in the control of bone secondaries. If these drugs are inadequcre 
to control the pain of moderate severity then a weak opioid such as Codeine -:r 
Dextropropoxyphene should be used either alone or in combination with the simp:e 
pain killers in adequate dosage. If the.se weak opioid preparations are r.ot 
controlling the pain Morphine is the most useful opioid analgesic and is normcily 
given by mouth as an oral solution every 4 hours. starting with a dose between 5 mg 
and 20 mg, the aim being to choose the lowest dose which prevents pain. The dose 
should be adjusted with careful assessment of the pain and use of other drugs 
should also be considered. If the pain is not well controlled the dose should be 
increased in a step-wise fashion to control the pain. 

0 
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CASE NOTE REVIEWS 

ARTHUR CUNNINGHAM 

Mr Cunningham was known to suffer with depression. Parkinson's disease and 
cognitive impairment with poor short term memory. He suffered with long 
standing low back pain following a spinal injury sustained in the Second 
World War which required a spinal fusion. He suffered with hypertension 
and non insulin diabetes mellitus. had a previous right renal stone removed. 
end bladder stones, and had a previous li-ons-urethral prostatectomy. 
Myelodysplasia had been diagnosed (a bone marrow problem affecting the 
production of the blood constituents). Mr Cunningham had a one month 
admission under the cere of Or Banks for depression in July and August i 998. 

Mr Cunningham was admitted by Or Lord. Consultant Geriatrician from the 
Dolphin Day Hospital to Dryad Ward at Gosport War Memorial Hospital on 
21 09 1998 because of a large necrotic sacral ulcer with a necrotic area over 
the left outer aspect of the ankle (these are signs of pressure sores). Or Lord's 
intention was to give more aggressive treatment to the sacral ulcer. He was 
seen by Dr Barton. A dose of 2.5 mg to 1 0 mg of Oromorph 4 hourly was 
prescribed and he was given 5 mg prior to his sacral wound dressing at 1450 
and a further dose of 10 mg at 2015. Diamorphine via a syringe driver was 
prescribed at a dose of 20 mg to 200 mg in 24 hours and this was 
commenced at a dose of 20 mg for 24 hours with Midazolam at 2300 on 
21 09 1998. Dr Barton reviewed the patient on 23 September when he was 
said to be "chesty", Hyoscine was added to the syringe driver and the dose 
of Midazolam was increased. The patient was noted to be in some 
discomfort when moved on that day and the next day he was said to be 
"in pain" and the Diamorphine dose was increased to 40 mg for 24 hours. 
then 60 mg the following day and 80 mg on the 26 September. there being 
no further comments as to the patient's condition. The dose of Midazolam 
and Hyoscine was also increased. The patient died at 2315 on 26 09 1998. 

Comments 

All the prescriptions for opiod analgesia ere written in the same hand. and : 
assume they are Dr Barton' s prescriptions although the signature is not 
decipherable. Morphine was started without any attempts to control the 
pain with less potent drugs. There was no clear reason why the syringe driver 
needed to be started as the patient had only received two doses of oral 
Morphine. the 24 hour dose requirement of Diamorphine could not therefore 
be established. The dose of Diamorphine prescribed gave a tenfold range 
from 20 mg to 200 mg in 24 hours which is an unusually large dose range in 
my experience. The patient was reviewed by Dr Barton on at least one 
occasion and the patient was noted to be in some discomfort when moved. 
The dose was therefore appropriately increased to 40 mg per 24 hours but 
there are no further comments as to why the dose needed to be 
progressively increased thereafter. In my view Morphine was started 
prematurely. the switch to a syringe driver was made without any clear 
reason and the dose was increased without any clear indication. 
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2 ALICE WILKIE 

Miss Wilkie was known to suffer with severe dementia, depression and rectal 
bleeding attributed to piles. She had been admitted to Philip Ward with a 
urinary tract infection and immobility under the cere of Or Lord and c 
decision was made to transfer her to Oaed.olus ward at Gosport War 
Memorial Hospital for a few weeks observation prior to a decision on 
placement. She was transferred on the 6 August and was seen by 
Dr Peters. The nurses recorded that the patient was complaining of 
pain but it was difficult to establish the nature or site of this pain. 
Oicmorphine was prescribed on 20 08 1998 in a dose of 20 mg to 
200 mg per 24 hours and the signature is identical to that on 
Mr Cunningham' s case which I assume is Or Barton' s. A dose of 
30 mg was given on 20 08 1998 with Midazciam and an entry ln the 
notes. again apparently by Or Barton. comments on a "marked 
deterioration over last few days". The patient was given another 
30 mg of Diamorphine on 21 08 1998 and died that day at 1830. The 
patient was said to be comfortable and pain free by the nursing staff 
on the final day. 

Comments 

There was no clear indication fer an opiod analgesic to be prescribed. and 
no simple analgesics were given and there was no documented attempt to 
establish the nature of her pain. In my view the dose of Oiamcrphine that 
wcs prescribed at 30 mg initially was excessive and there is no evidence that 
the dose was reviewed prior to her death. Again the Oiamcrphine 
prescription gave a tenfold range from 20 mg to 200 mg in 24 hours. 

RCBERT WILSOI'l 

Mr 'Nilson WCS known to suffer c~:~:~:~:~:~:~~~~:~~:~:~:~:~:~:~:~:~:J-vith gastritis. 
hycothyroidism and heart failure. He was originally admitted via Ac~ident 
& 2mergency on the 22 September with a fractured left humerus one 
transferred to Dickens Ward under the care of Or Lord. His fracture was 
managed conservatively. In view of the severe pain he received several 
dcses of Morphine and was prescribed regular Paracetamol. 

He was reviewed by Dr Luznat. Consultant Psychogeriatricicn. who feit he 
had an early dementia and depression end recommended en anti­
dec:ressant. He was also noted to have poor nutrition. 

Or Lord made a decision to transfer Mr Wiison for a "short spell to a long 
term NHS bed" with the aim of controlling his pain end presumably to try 
to ;ehabi!itaie him. He was accordingly moved to Dryad ward at Gosport 
Wcr Memorial Hospital on the 14 October. The transfer letter from Dickens 
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ward shows that he was still " in a lot of pain in arm". 

The prescription appears to have been written by Or Barton once again. 
Paracetamol was prescribed but never given by the nursing staff. Oramorph 
was prescribed 10 mg 4 hourly and 20 mg nocte commencing on 15 10 1998 
and the night time dose was given with "good effect" as judged by the 
nursing staff. The nursing report goes on to say that Mr Wilson had become 
"chesty" and had "difficulty in swallowing medications". Oramorph was also 
prescribed 5 mg to 1 0 mg as required 4 h~wrly and four doses were given, 
suggesting Mr Wilson was in persisting pain. on 16 1 0 1998 the patient was 
seen by Or Knapman. The patient was said to be unwell, breathless, 
unresponsive with gross swelling of the arms and legs. No ECG or oxygen 
saturation was recorded but the patient's dose of Frusemide (a diuretic) 
was increased, so I assume the patient was thought to have worsening 
heart failure. The nurses report a "very bubbly chest". A 

. Diamorphine/Midazolam subcutaneous infusion was prescribed on 
16 10 1998 again, in Or Barton' s handwriting, the dose range from 
20 mg to 200 mg in 24 hours. 20 mg of Oiamorphine was given on 
16 10 1998 and the nurses commented later that the "patient appears 
comfortable", the dose was increased to 40 mg the next day when copious 
secretions were suctioned from Mr Wilson's chest. On 18 10 1998 the patient 
was seen by Or Peters and the dose of Diamorphine was increased to 60 mg 
in 24 hours and Midazolam and Hyoscine were added. The patient died on 
18 1 0 1998 at 2340 hours. 

Comments 

Mr Wilson was clearly in pain from his fractured arm at the time of transfer to 
Dryad ward. Simple analgesia was prescribed but never given (there was en 
entry earlier in the episode of care that Mr Wilson had refused Paracetamol). 
No other analgesia was tried prior to starting morphine. Mr Wilson had 
difficulty in swallowing medication. The Oramorphine was converted to 
subcutaneous Oiamcrphine in appropriate dose as judged by the Bl'lF 
guidelines. The patient was reviewed by a doctor prior to the final increase 
in Oiamorphine. Once again the Oiamorphine prescription had a tenfold 
dose range as prescribed. 

lt is clear that Mr Wilson's condition suddenly deteriorated probably due to a 
combination of worsening heart failure and terminal bronchopneumonia 
and I consider that the palliative care given was appropriate. A Do Not 
Resuscitate decision had been made by Or Lord on 29 09 1998. 

4 EVA PAGE 

Mrs Page was known to suffer with hypertension, ischaemic heart disease 
with heart failure and paroxysmal atrial fibrillation, depression, episodic 
confusion and .had sustained a miner stroke in the past. She was admitted 
on 06 02 1998 to Victory Ward with nausea. anorexia and dehydration and 
had recently been treated fer depression. She was transferred to Charles 
Ward on 19 02 1998 and had been noted to have a 5 cm mass on chesf 
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x-ray compatible with a lung cancer. She was transferred to Dryad ward. 
Gosport Memorial Hospital on 27 02 1998 for palliative care. On arrival she 
was noted to be calling out frequently. and anxious. She was prescribed 
Thioridazine (a tranquilliser) but this did not relieve her distress and she was 
prescribed Oramorph 5 mg to 10 mg as required 4 hourly. I believe, by 
Or Barton. The nurses report "no relief". She was seen by another doctor who 
was not named in the nursing record who prescribed regular Thioridazine 
and Heminevrin at night. On 01 03 1998 it is recorced that Mrs Page "spat 
out medication". on 02 03 1998 there was-en entry, I believe by Or Barton, 
stating "no improvement on major tranquillisers. I suggest adequate opioids 
to control fear and pain". He prescribed a Fentanyl patch 25 mg (another 
opioid which can be given as a skin patch) and the prescription was 
countersigned by Or Lord. I believe. The nursing records state she was 
"very distressed". she was reviewed by Or Barton and Diamorphine 5 mg 
intramuscularly was given. She was then seen by Dr Lord and a further dose 
of intramuscular 5 mg Diamorphine was given. On 03 03 1998 a syringe driver 
wcs started. prescribed. I believe. by Dr Bcrton, at c dose of 20 mg to 
200 mg in 24 hours. The initial dose given was 20 rr.g of Diamorphine with 
Midazolam which was started at 1050. The nurses record "rapid deterioration 
......... right side flaccid" . The patient diec at 2130 that evening. 

Comments 

Mrs Page had a clinical diagnosis of lung cancer. There was no 
documentation of any symptoms relevant to this and no evidence of 
metastatic disease. There was no documentation of any pain experienced 
by the patient. When she was transferrec to Dryad Ward most medication 
wcs stopped but she required sedative medication because of her distress 
end anxiety. No psychogeriatric advice was taken regarding her symptom 
control and she was started on opioid analgesia. in my view. inappropriately. 
Following her spitting out of medication she was given a topical form of an 
opioid analgesic (Fentanyl). A decision wcs taken to start a syringe driver 
because of her distress. This included Micczolcm which would have helped 
her agitation and anxiety. 

The prescription for subcutaneous Diamcr;:hine inf~sion again showed a 
ter:fold range from 20 mg to 200 mg. lt was clear tr.at her physical condition 
deteriorated rapidly and I suspect she may have had a stroke from the 
description of the nursing staff shortly prier to death. 

CONCLUSIONS 

I felt that the nursing records at Gospcrt War Memorial Hospital were comprehensive 
on the whole. The reason fer starting cpioid thercpy was not apparent in several of 
the cases concerned. There had been no mention of any pain. shortness of breath 
er cough requiring relief. In several of the cases concerned oral morphine was not 
given for lcng enough to ascertain the patient"s dose requirements. the reason fer 
switching to parenteral Diamorphine via subcutaneous infusion was net 
::ocumer.ted and the prescription cf a tenfcid range 120 mg to 200 mg) cf 
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Diamorphine on the "as required" section of the drug chart is, in my view, 
unacceptable. In my view the dose of Diamorphine should be prescribed on a 
regular basis and reviewed regularly by medical staff in conjunction with the nursing 
team. There was little indication why the dose of Diamorphine was increased in 
several of the cases and the dose appears to have been increased without the 
input of medical staff on several occasions. 

Specimen signatures of Or Lcrd and Or Bcrton ere necessary to confirm the identity 
of the prescribers and doctors making entries int~ }he clinical notes. 

1 believe that the use of Diamorphine as described in these four cases suggest that 
the prescriber did not comply with standard practise. There was no involvement cs 
far as I could tell, from a palliative cere team er specialist nurse advising on pain 
control. I believe these two issues require further consideration by the Hospital Trust. 

1 trust this report contains ell the essential information you require. Please let me 
know if you wish me to give any further comment. 

Yours sincerely 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 
; 

Code A! 
; 
; 
; 

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

OR K MUNDY FRCP 
CONSULTANT PHYSICIAN AND GERIATRICIAN 
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. MEDICO-LEGAL REPORT 

Re: Gladys Mabel RICHARDS 
Arthur "Brian" CUNNING HAM 
Alice WILKE 

Prepared by: 

Robert WILSON 
Eva PAGE 

Professor G A Ford, MA, FRCP 
Consultant Physician, Freeman Hospital 
Newcastle upon Tyne 
Professor of Pharmacology of Old Age, University of 
Newcastle upon Tyne 

For: Hampshire Constabulary 

Date: 121
h December 2001 
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palliative care and prescribing in the elderly 
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Introduction and Remit of the Report 

8.1 I am Professor of Pharmacology of Old Age in the Wolfson Unit of Clinical 
Pharmacology at the University of Newcastle upon Tyne, and a Consultant 
Physician in Clinical Pharmacology at Freeman Hospital. I am a Doctor of 
Medicine and care for patients with acute medical problems, acute poisoning 
and stroke. I have trained and am accredited on the Specialist Register in 
Geriatric Medicine, Clinical Pharmacology and Therapeutics and General 
Internal Medicine. I provide medical advice and support to the Regional Drugs 
and Therapeutics Centre Regional National Poisons Information Service. I was 
previously clinical head of the Freeman Hospital Care of the Elderly Service 
and have headed the Freeman Hospital Stroke Service since 1993. I 
undertake research into the effects of drugs in older people. I am co-editor of 
the book 'Drugs and the Older Population' and in 2000 was awarded the 
William B Abrams award for outstanding contributions to Geriatric Clinical 
Pharmacology by the American Society of Clinical Pharmacology and 
Therapeutics. I am a Fellow of the Royal College of Physicians and have 
practised as a Consultant Physician for nine years. 

8.2 I have been asked by Detective Superintendent 
John James of Hampshire Constabulary to examine the clinical notes of five 
patients (Giadys Mabel Richards, Arthur "Brian" Cunningham, Alice Wilkie, 
Robert Wilson, Eva Page) treated at the Gosport War Memorial Hospital and to 
apply my professional judgement to the following: 

• The gamut of patient management and clinical practices exercised at the 
hospital 

• Articulation of the leadership, roles, responsibilities and communication in 
respect of the clinicians involved 

• The accuracy of diagnosis and prognosis including risk assessments 
• An evaluation of drugs prescribed and the administration regimes 
• The quality and sufficiency of the medical records 
• The appropriateness and justification of the decisions that were made 
• Comment on the recorded causes of death 
• Articulate the duty of care issues and highlight any failures 

1.3 I have prepared individual reports on each case and an additional report 
commenting on general aspects of care at Gosport War Hospital from a 
consideration of all five cases. 

1.4 I have been provided with the following documents by Hampshire 
Constabulary, which I have reviewed in preparing this report: 

• Comment on the recorded causes of death 
• Letter OS J James dated 151

h August 2001 
• Terms of Reference document 
• Hospital Medical Records of Gladys Richards, Brian Cunningham. Alice Wilkie, 

Robert Wilson and Eva Page 
• Witness statements by Leslie France Lack, and Gillian MacKenzie 
• Report of Professor Brian Livesley 
• Transcripts of police interviews with Gosport War Memorial staff Or Barton, Mr 

Seed, Ms Couchman, Ms Joice 
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• Transcript of police interviews with Royal Hospital Haslar staff Or Reid and Fit. 
Lt. Edmondson 

• Transcript of interviews with patient transfer staff Mr Warren and Mr Tanner 
• Transcript of police interviews with or statements from following medical and 

nursing staff: Or Lord, LM Baldacchino. M Berry, JM Brewer, J Cook, E Oalton, 
W Edgar, A Fletcher, J Florio and A Funnel!. 
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Gladys Mabel RICHARDS 

Course of Events 
2.1 Gladys Richards was 91 years old when admitted as an emergency via the 

Accident & Emergency Department to Haslar Hospital on 29Th July 1998. She 
had fallen onto her right hip and developed pain. At this time she lived in a 
nursing home and was diagnosed as having dementia. She had experienced a 
number of falls in the previous 6 months and the admission notes comments 
"quality of life has .f.j markedly last 6112". She was found to have a fracture of 
the right neck of femur. An entry in the medical notes by Surgeon Commander 
Malcom Pott, Consultant orthopaedic surgeon dated 30 July 1998 states 'After 
discu_ssion with the patient's daughters in the event of this patient having a 
cardiac arrest she is NOT for cardiopulmonary resuscitation. However she is to 
be kept pain free, hydrated and nourished.' Surgery (right hemiarthroplasty) 
was performed on 30 July 1998. 

2.2 On 3rd August she was referred for a geriatric opinion and seen by Or Reid, 
Consultant Physician in Geriatrics on 3rd August 1998. In his letter dated 51

h 

August 1998 he notes she had been on treatment with haloperidol and 
trazadone and that her daughters thought she had been 'knocked off by this 
medication for months, and had not spoken to then for 6-7 months. Her 
mobility had deteriorated. Her daughters commented to Or Reid that she had 
spoken to them and had been brighter mentally since the trazadone had been 
omitted following admission. Or Reid found Mrs Richards to be confused but 
pleasant and cooperative, unable to actively lift her right leg from the bed but 
appeared to have little discomfort on passive movement of the right hip. He 
commented 'I understand she has been sitting out in a chair and I think that 
despite her dementia, she should be afforded the opportunity to try to re­
mobilise her. He arranged for her transfer to Gosport War Memorial Hospital. 

2.3 Following Or Reid's entry in the notes on 3rd August two further entries are 
made in the medical notes by the on call house officer (Or Coales?) on 81

h 

August 1998. Or Coales was asked to see Mrs Richards who was agitated on 
the ward. She had been given 2mg haloperidol and was asleep when first seen 
at 0045h. At 02130 hr a further entry records Mrs Richards was 'noisy and 
disturbing other patients n ward. Unable to reason with patient. Prescribed 
25mg thioridazine: A transfer letter for Sergeant Curran, staff nurse to the 
Sister in Charge dated 1 O'h August 1998 describes Mrs Richards status 
immediately prior to transfer and notes 'Is now fully weight bearing, walking with 
the aid of two nurses and a zimmer frame. Gladys needs total care with 
washing and dressing eating and drinking. Gladys is continent, when she 
becomes fidgety and agitated it means she wants the toilet. Occasionally 
incontinent at night, but usually wakes. 

2.4 On 11 1
h August 1998 Mrs Richards was transferred to Daedalus ward. Or 

Barton writes in the medical notes "Impression frail demented lady, not 
obviously in pain, please make comfortable. Transfers with hoist, usually 
continent, needs help with ADL Barthel 2. I am happy for nursing staff to 
confirm death': The summary admitting nursing notes record "now fully weight 
bearing and walking with the aid of two nurses and a Zimmer frame". On 121

h 

August the nursing notes record "Haloperidol given at 2330 as woke from 
sleep. Very agitated, shaking and crying. Didn't settle for more than a few 
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minutes at a time. Did not seem to be in pain" .On 131
h August nursing notes 

record "found on floor at 1330h. Checked for injury none apparent at time. 
Hoisted into safer chair. 1930 pain Rt hip internally rotated, Or Brigg contacted 
advised Xray am and analgesia during the night. Inappropriate to transfer for 
Xray this pm." 

2.5 On 141h August 1998 Or Barton wrote 'sedation/pain relief has been a problem. 
Screaming not controlled by haloperidol1g ? but very sensitive to Oramorph. 
Fell out of chair last night. R hip shorter and internally rotated, Daughter nurse 
and not happy. Plan X ray . Is this lady well enough for another surgical 
procedure?" A further entry the same day states "Dear Cdr Spalding, further to 
our telephone conversation thank you for seeing this unfortunate lady who 
slipped from her chair and appears to have dislocated her R hip. 
Hemiarthroplasty was done on 30-8-98. I am sending X rays. She has had 2. 5ml 
of 10mg/5ml oramoroph at midday. Many thanks': 

2.6 Following readmission to Haslar hospital Mrs Richards underwent manipulation 
of R hip under iv sedation (2 mg midazolam) at 1400h. At 2215h the same day 
she was not responding to verbal stimulation but observations of blood 
pressure, pulse, respiration and temperature were all in the normal range. A 
further entry on 1 rh August by Or Hamlin (House Officer) states "fit for 
discharge today (Gosport War Mem) To remain in straight knee splint for 4152. 
For pillow between legs (abduction) at night." A transfer letter to the nurse in 
charge at Oaedalus ward states "Thank you for taking Mrs Richards back under 
your care ... was decided to pass an indwelling catheter which still remains in 
situ. She has been given a canvas knee immobilising splint to discourage any 
further dislocation and this must stay in situ for 4 weeks. When in bed it is 
advisable to encourage abduction by using pillows or abduction wedge. She 
can however mobilise fully weight bearing': 

2.7 Nursing notes record on 1rh August" 1148h returned from R.N.Haslar patient 
very distressed appears to be in pain. No canvas under patient- transferred 
on sheet by crew." Later that day at 1305h "in pain and distress, agreed with 
daughter to give her mother Oramorph 2.5mg in 5mf'. A further hip Xray was 
performed which demonstrated no fracture. Or Barton writes on 171

h August 
1998 "readmission to Daedalus ward. Closed reduction under iv sedation. 
Remained unresponsive for some hours. Now appears peaceful. Can continue 
haloperidol, only for Ora morph if in severe pain. See daughter again" and on 
181h August "still in great pain, nursing a problem, I suggest se diamorphine! 
haloperidol/midazolam. I will see daughters today. Please make comfortable:' 
Nursing notes record "reviewed by Or Barton for pain control via syringe driver". 
At 2000h "patient remained peaceful and sleeping. Reacted to pain when being 
moved- this was pain in both legs': On 191

h August the nursing notes record 
"Mrs Richards comfortable" and in a separate entry "apparently pain free". 
There are no nursing entries I can find on 201

h August. I can find no entries in 
the nursing notes describing fluid or food intake following admission on 171h 
August. 

2.8 The next entry in the medical notes is on 21 51 August by Or Barton "much more 
peaceful. Needs hyoscine for rattly chesr'. The nursing notes record "patient's 
overall condition deteriorating. Medication keeping her comfortable". A staff 
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nurse records Mrs Richards's death in the notes at 2120h later that day. The 
cause of death was recorded as bronchopneumonia. 

2.9 Medication charts record the following administration of opiate, analgesic and 
sedative drugs during Mrs Richards's first admission to Haslar Hospital. 

29 July 2000h Trazadone 1 OOmg (then discontinued) 
29 July to 11th August. Haloperidol 1 mg twice daily 
30 July 0230h Morphine iv 2.5mg 
31 July0150h morphine iv 2.5mg 

1905h morphine iv 2.5 mg 
1 Aug 1920h morphine iv 2.5mg 
2 Aug 0720h morphine iv 2.5mg 
Cocodamol two tablets as required taken on 16 occasions at varying times 
between 1-91h August 

2.10 Medication charts record the following administration of opiate, analgesic and 
sedative drugs during Mrs Richards second admission to Haslar Hospital 

14 Aug 141 Oh midazolam 2mg iv 
15 Aug 0325h cocodamol two tablets orally 
16 Aug 041 Oh haloperidol 2mg orally 

0800h haloperidol 1 mg orally 
1800h haloperidol 1 mg orally 
231 Oh haloperidol 2mg orally 

! 7 Aug 0800h haloperidol 1 mg orally 

2.11 Medication charts record the following administration of opiate and sedative 
drugs on Daedalus ward: 

11 Aug 

12 Aug 

13 Aug 
14 Aug 
17 Aug 

18 Aug 

19Aug 

20Aug 

21 Aug 

1115h 5mg/5ml Oramorph 
1145h 1 0 mg Ora morph 
1800h 1 mg haloperidol 
0615h 1 0 mg Ora morph 

haloperidol 
2050h 1 Omg Oramorph 
1150h 1 Omg Oramorph 
1300h 5mg Oramorph 
? 5 mg Oramorph 
1645h 5mg Oramorph 
2030h 1 Omg Ora morph 
0230h 1 Omg Ora morph 
? 1 Omg Oramorph 
1145h diamorphine 40mg/24hr, haloperidol 5mg/24hr 

midazolam 20mg/24hrby 
1120h diamorphine 40mg/24hr, haloperidol 5mg/24hr 

midazolam 20mg/24hr, hyoscine 400microg/24hr 
1 045h diamorphine 40mg/24hr, haloperidol 5mg/24hr 

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

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

c; 
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2.12 Primary responsibility for the medical care of Mrs Richards during her two 
admissions to Gosport Hospital Jay with Or Lord, as the consultant responsible 
for his care. My understanding is that day-to-day medical care was delegated to 
the clinical assistant Or Barton and during out of hours period the on call doctor 
based at the Queen Alexander Hospital (statement of Or Lord in interview with 
DC Colvin and DC McNally). Primary responsibility for the medical care of Mrs 
Richards during her two admissions to Queen Alexandra Hospital lay with 
Surgeon Commander Scott, Consultant Orthopaedic Surgeon. Junior medical 
staff were responsible for day-to-day medical care of Mrs Richards whilst at 
Queen Alexandra Hospital. Ward nursing staff were responsible for assessing 
and monitoring Mrs Richards and informing medical staff of any significant 
deterioration. 

2.13 Or Reid, Consultant Geriatrician was responsible for assessing Mrs Richards 
and making recommendations concerning her future care following her 
orthopaedic surgery, and arranged transfer to Gosport Hospital for 
rehabilitation. 

Accuracy of diagnosis and prognosis including risk assessments 
2.14 The initial assessment by the orthopaedic team was in my opinion competent 

and the admitting medical team obtained a good history of her decline in the 
previous six months. Surgeon Commander Pott discussed management 
options with the family and a decision was made to proceed with surgery but for 
Mrs Richards to not undergo cardiopulmonary resuscitation if she sustained a 
cardiac arrest, with a clear decision to keep Mrs Richards pain free, hydrated 
and nourished. There are good reasons to offer surgery for a fractured neck of 
femur to very frail patients with dementia even when a high risk of pari­
operative death or complications is present. This is because without surgery 
patients continue to be in pain, remain immobile and nearly invariably develop 
serious complications such as pneumonia and pressure sores, which are 
usually fatal. From the information I have seen I would, as a consultant 
physician/geriatrician recommended the initial management undertaken. I 
consider it good management that the trazadone as discontinued when the 
history from the daughters suggested this might have been responsible for 
decline in the recent past. 

2.15 After Mrs Richards was stable a few days following surgery it was appropriate 
to refer her for a geriatric opinion, and Or Reid rapidly provided this. Or Reid's 
assessment was in my opinion thorough and competent. He identified the 
potential for her to benefit from rehabilitation. I would consider his decision to 
refer her for rehabilitation despite her dementia to be appropriate. An elderly 
care rehabilitation, rather than an acute orthopaedic ward is in general a 
preferable environment to undertake such rehabilitation. 1t is implicit in his 
decision to transfer her to Gosport War Memorial Hospital that she would 
receive rehabilitation there and not care on a continuing care ward without input 
from a rehabilitation team. Or Lord in an interview with DC McNally and DC 
Colvin describes Daedalus ward as "Back in '98 .. Daeda/us was a continuing 
care ward with 24 beds of which 8 beds were for slow stream stroke 
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rehabilitation". Although Mrs Richards had a fractured neck of femur and not 
stroke as her primary problem requiring rehabilitation I would assume, in the 
light of Or Reid's letter that she was transferred to one of the 8 slow stream 
rehabilitation beds on Daedalus ward. 

2.16 The transfer letter from Sergeant Curran provides a clear description of Mrs 
Richards's status at the time of transfer. The observation that she was walking 
with the aid of two nurses and a zimmer frame, and the usual cause of agitation 
was when she needed to use the toilet are relevant to subsequent events 
following transfer to Gosport Hospital. The use of a Barthel Index score as a 
measure of disability is good practice and demonstrates that Mrs Richards was 
severely dependent at the time of her transfer to Gosport Hospital. 

2.17 The initial entry by Or Barton following Mrs Richards' transfer to Daedalus ward 
does not mention that she has been transferred for rehabilitation, and focuses 
on keeping her 'comfortable' despite recording that she is "not obviously in 
pain". The statement 'I am happy for nursing staff to confirm death" also 
suggests that Or Barton's assessment was that Mrs Richards might die in the 
near future. Or Barton in her statement to OS Sackman and DC Colvin, 
confirms this when she states "I appreciated that there was a possibility that 
she might die sooner rather than later". Or Barton refers to her admission as a 
"holding manoeuvre" and her statement suggests a much more negative view 
of the potential for rehabilitation. She does not describe any rehabilitation team 
or focus on the ward and suggests her transfer was necessary because she 
was not appropriate for an acute bed, rather than her being appropriate for 
rehabilitation- ".her condition was not appropriate for an acute bed . .... seen 
whether she would recover and mobilise after surgery. If as was more likely 
she would deteriorate due to her age, her dementia, her frail condition and the 
shock of the fall followed by the major surgery, then she was to be nursed in a 
clam environment away from the stresses of an acute ward'. In my opinion this 
initial note entry and the statement by Or Baron indicate a much less proactive 
view of rehabilitation, less appreciation than Or Reid of the potential for Mrs 
Richards to recover to her previous level of functioning, and probably a failure 
to appreciate the potential benefits of appropriate multidisciplinary rehabilitation 
to Mrs Richards. This leads me to believe that Or Barton's approach to Mrs 
Richards was in the context of considering her as a continuing care patient who 
was likely to die on the ward. lt was not wrong or incorrect of Or Barton to 
believe Mrs Richards might die on the ward, but I would consider her apparent 
failure to recognise Mrs Barton's rehabilitation needs may have led to 
subsequent sub-optimal care. 

2.18 There are a number of explanations and contributory factors that may have led 
to Or Barton possibly not recognising Mrs Richard's rehabilitation needs in 
addition to her nursing and analgesic needs. First she may have not clearly 
understood Or Reid's assessment that she needed rehabilitation. In her 
statement Or Barton states " Or Reid was of the view that, despite her 
dementia, she should be given the opportunity to try to remobilise" which 
suggests Or Barton may not have considered the necessity for Mrs Richards to 
receive Physiotherapy as a necessary part of her opportunity to remobilise. 
Second the ward had both continuing care and rehabilitation beds and these 
patients may require very different care. lt is not uncommon for "slow stream" 
rehabilitation beds to be in the same ward as continuing care beds, but it does 
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require much broader range of care to meet the medical and social needs of 
these patients. I would anticipate that some patients would move from the slow 
stream rehabilitation to continuing care category. Or Lord describes the 
existence of fortnightly multidisciplinary ward case conference suggesting there 
was a structured team approach that would have made Or Barton and nursing 
staff aware of rehabilitation needs of patients. In Mrs Richards's case no such 
case conference took place because she became too unwell in a short period. 
Third Or Barton may not have received sufficient training or gained adequate 
experience of rehabilitation or geriatrics despite working under the supervision 
of Or Lord. Or Lord states that Or Barton was "an experienced GP' who had 
rights of admission to a GP ward and that Or Lord had admitted patients "under 
her care say for palliative care". Experience in palliative care may possibly 
have influenced her understanding and expectations of rehabilitating older 
patients. 

The assessment of Mrs Richard's agitation the following day on 12th August 
was in my opinion sub-optimal. The nursing records state that she did not 
appear to be in pain. There is no entry from Or Barton this day but in her 
statement she states which I have some difficulty in interpreting: "When I 
assessed Mrs Richards on her arrival she was clearly confused and unable to 
give any history. She was pleasant and co-operative on arrival and did not 
appear to be in pain. Later her pain relief and sedation became a problem. She 
was screaming. This can be a symptom of dementia but could also be caused 
by pain. In my opinion it was caused by pain as it was not controlled by 
Haloperidol alone. Screaming caused by dementia is frequently controlled by 
this sedative. Given my assessment that she was in pain I wrote a prescription 
for a number of drugs on 111

h August, including Ora morph and Diamorphine. 
This allowed nursing staff to respond to their clinical assessment of her needs 
rather than wait until my next visit the following day. This is an integral part of 
team management. lt was not in fact necessary to give diamorphine over the 
first few days following her admission but a limited number of small doses of 
Oramorph were given totalling 20mg over the first 24 hours and 1 Omg daily 
thereafter. This would be an appropriate level of pain relief after such a major 
orthopaedic procedure". 

I am unable establish from the notes and Or Barton's statement whether she 
saw Mrs Richards in pain after she wrote in the notes and then wrote up the 
opiate drugs later on the 11th August, or if she wrote up these drugs after 
seeing her when she was not in pain, because she considered she might 
develop pain and agitation. In either case there is no evidence that the 
previous information provided by Sergeant Curran that Mrs Richards usually 
required the toilet when she was agitated was considered by Or Barton. 
Screaming is a well-described behavioural disturbance in dementia (Or Barton 
was clearly aware of this), which can be due to pain but is often not. In some 
cases it is not possible to identify a clear precipitating cause although a move to 
a new ward could precipitate such a behavioural disturbance. I would consider 
the assumption by Or Barton that Mrs Richards screaming was due to pain was 
not supported by her own recorded observations_ There is no evidence from 
the notes that Or Barton examined Mrs Richards in the first two days to find any 
evidence on clinical examination that pain from her hip was the cause of her 
screaming. If the screaming had been worse on weight bearing or movement 
of the hip this would have provided supportive evidence that her screaming was 
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due to hip pain. Staff Nurse Jennifer Brewer in her interview with DC Colvin 
and DC McNally states that the nursing staff had considered the need for 
toileting and other potential causes of Mrs Richards screaming. 

2.21 Mrs Richards pain following surgery had been controlled at Haslar hospital by 
intermittent doses of intravenous morphine and then intermittent doses of 
cocodamol (paracetamol and codeine phosphate). Or Barton did not prescribe 
cocodamol or another mild or moderate analgesic to Mrs Richards to take on a 
prn basis when she was transferred. This makes me consider it probable that 
Or Barton prescribed prn Oramorph, diamorphine, hyoscine and midazolam 
when she first saw Mrs Richards and she was not in pain. If this is the case it is 
highly unusual practice in a patient who has been transferred for rehabilitation, 
was not taking any regular or intermittent analgesics for 36 hours prior to 
transfer, and had last taken two tablets of cocodamol. In a rehabilitation or 
continuing care ward without resident medical staff I would consider it 
reasonable and usual practice to prescribe a mild or moderate analgesic to take 
on an as required basis in case further pain developed. In Mrs Richards's case 
a reasonable choice would have been cocodamol since she had been taking 
this a few days earlier without problems. I do not consider it was appropriate to 
administer intermittent doses of oramorph to Mrs Richards before first 
prescribing paracetamol, non-steroidal anti-inflammatory drugs or mild opiate. 
lt is not appropriate to prescribe powerful opiate drugs as a first line treatment 
for pain not clearly due to a fracture or dislocation to a patient such as Mrs 
Richards 12 days following surgery. Or Barton's statement that diamorphine 
and oramorph were appropriate analgesics at this stage following surgery when 
she had been pain free is incorrect and in my opinion would not be a view held 
by the vast majority of practising general practitioners and geriatricians. 

2.22 The management of Mrs Richards when sustained a dislocation of her hip on 
13'h August was in my opinion sub-optimal. The hip dislocation most likely 
occurred following the fall from her chair at 1330h. The nursing notes suggest 
signs of a dislocation were noted at 1930h. If there was a delay in recognising 
the dislocation I would not consider this indicates poor care, as hip fractures 
and dislocations can be difficult to detect in patients who have dementia and 
communication difficulties. Mrs Richards suspected dislocation or fracture was 
discussed with the on-call doctor, Or Briggs, who I would assume is a medical 
house officer. Given the concern about a fracture or dislocation I would judge it 
would have been preferable for her to b transferred to the orthopaedic ward that 
evening and be assessed by the orthopaedic team. I certainly consider the 
·case should have been discussed with either the on call consultant geriatrician 
or the orthopaedic team. The benefits of transfer that evening in a patient where 
it was highly probable a fracture or dislocafion were present would have been 
Mrs Richards could have received manipulation earlier the following morning 
and possibly that same evening, and that traction could have been applied 
even if reduction was not attempted. 

2.23 Mrs Richards was found to have a dislocation of her right hip and this was 
manipulated under intravenous sedation the same day. Although she was 
initially unresponsive, most probably due to prolonged effects of the 
intravenous midazolam, 3 days later on 171h August she was mobilising and 
fully weight bearing and not requiring any analgesia. Although there are few 
medical note entries, the management at Haslar hospital during this period 
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appears to be appropriate and competent. Shortly after transfer back to 
Daedalus ward Mrs Richards again became very distressed. The nursing notes 
indicate there was an incorrect transfer by the ambulance staff of Mrs Richards 
onto her bed. Repeat dislocation of the right hip was reasonably suspected but 
not found on a repeat Xray. My impression is that this transfer may have 
precipitated hip or other musculoskeletal pain in Mrs Richards but that other 
causes of screaming were possible. 

Intermittent doses of oral morphine were first administered to Mrs Richards, 
again without first determining whether less powerful analgesics would have 
been helpful. On 181

h August Dr Barton suggested commencing subcutaneous 
diamorphine, haloperidol and midazolam. The diamorphine and midazolam 
had been prescribed 7 days earlier. An infusion of the three drugs was 
commenced later that morning and hyoscine was added on 19th August. Both 
Dr Barton's notes and the nursing notes indicate Mrs Richards was in pain, 
although it is not clear what they considered was the cause of the pain at this 
stage, having excluded a fracture or dislocation of the right hip. Dr Barton 
states in her prepared statement " ... it was my assessment that she had 
developed a haematoma or large collection of bruising around the area where 
the prosthesis had been lying while dislocated'. 

Although there are no clear descriptions of Mrs Richard's conscious level in the 
last few days, her level of alertness appears to have deteriorated once the 
subcutaneous infusion of diamorphine, haloperidol and midazolam was 
commenced. lt also seems that she was not offered fluids or food and 
intravenous or subcutaneous fluids were not considered as an alternative. My 
interpretation is that this was most probably because medical and nursing staff 
were of the opinion that Mrs Richards were dying and that provision of fluids or 
nutrition would not change this outcome. In her prepared statement Dr Barton 
states "As their mother was not eating or drinking or able to swallow, 
subcutaneous infusion of pain killers was the best way to control her pain." and 
"I was aware that Mrs Richards was not taking food or water by mouth': She 
then goes on to say "I believe I would have explained to the daughters that 
subcutaneous fluids were not appropriate". 

Evaluation of drugs prescribed and the administration regimens 
2.26 The decision to prescribe oral opiates and subcutaneous diamorphine to Mrs 

Richards initial admission to Daedalus ward was in my opinion inappropriate 
and placed Mrs Richards at significant risk of developing adverse effects of 
excessive sedation and respiratory depression. The prescription of oral 
paracetamol, mild opiates such as codeine or non-steroidal anti-inflammatory 
drugs such as ibuprofen, naproxen would have been appropriate oral and 
preferable with a better risk/benefit ratio. The prescription of subcutaneous 
diamorphine, haloperidol and midazolam infusions to be taken if required was 
inappropriate even if she was experiencing pain, Subcutaneous opiate 
infusions should be used only in patients whose pain is not controlled by oral 
analgesia and who cannot swallow oral opiates. The prescription by Or Barton 
on 11th August of three sedative drugs by su!Jcutaneous infusion was in my 
opinion reckless and inappropriate and placed Mrs Richards at serious risk of 
developing coma and respiratory depression had these been administered by 
the nursing staff. lt is exceptionally unusual to prescribe subcutaneous infusion 
of these three drugs with powerful effects on conscious level and respiration to 
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frail elderly patients with non-malignant conditions in a continuing care or slow 
stream rehabilitation ward and I have not personally used, seen or heard of this 
practice in other care of the elderly rehabilitation or continuing care wards. The 
prescription of three sedative drugs is potentially hazardous in any patient but 
particularly so in a frail older patient with dementia and would be expected to 
carry a high risk of producing respiratory depression or coma. 

2.27 I consider the statement by Or Barton "my use of midazolam in the dose of 
20mg over 24 hours was as a muscle relaxant, to assist movement of Mrs 
Richards for nursing procedures in the hope that she could be as comfortable 
as possible. I felt it appropriate to prescribe an equivalence of haloperidol to 
that which she had been having orally since her first admission." Indicates poor 
knowledge of the indications for and appropriate use of midazolam 
administered by subcutaneous infusion to older people. Midazolam is primarily 
used for sedation and is not licensed for use as a muscle relaxant. Doses of 
benzodiazepine that produce significant muscle relaxation in general produce 
unacceptable depression of conscious level, and it is not usual practice 
amongst continuing care and rehabilitation wards to administer subcutaneous 
midazolam to assist moving patients. 

Quality and sufficiency of the medical records 
2.28 The medical and nursing records relating to Mrs Richards admissions to 

Daedalus ward are in my opinion not of an adequate standard. The medical 
notes fail to adequately account for the reasons why oramorph and then 
infusions of diamorphine and haloperidol were used. The nursing records do 
not adequately document hydration and nutritional needs of Mrs Richards 
during her admissions to Daedalus ward. 

Appropriateness and justification of the decisions that were made 
2.29 There are a number of decisions made in the care of Mrs Richards that I 

consider to be inappropriate. The initial management of her dislocated hip 
prosthesis was sub-optimal. The decision to prescribe oral morphine without 
first observing the response to milder opiate or other analgesic drugs was 
inappropriate. The decision to prescribe diamorphine, haloperidol and 
midazolam by subcutaneous infusion was, in my opinion, highly inappropriate. 

·Recorded cause of death 
2.30 The recorded cause of death was bronchopneumonia. I understand that the 

cause of death was discussed with the coroner. A post mortem was not 
obtained and the recorded cause was certainly a possible cause of Mrs 
Richards's death. I am surprised the death certificate makes no mention of Mrs 
Richards's fractured neck of femur or her dementia. lt is possible that Mrs 
Richards died from drug induced respiratory depression without 
bronchopneumonia present or from the combined effects of bronchopneumonia 
and drug-induced respiratory depression. Mrs Richards was at high risk of 
developing pneumonia because of the immobility that resulted following her 
transfer back to Daedalus ward even if she had not received sedative and 
opiate drugs. Bronchopneumonia can also occur as a secondary complication 
of opiate and sedative induced respiratory depression. In the absence of post­
mortem, radiological data (chest Xray) or recordings of Mr Cunningham's 
respiratory rate I would consider the recorded cause of death of 
bronchopneumonia was possible. However given the rapid decline in 
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conscious level that preceded the development of respiratory symptoms (rattly 
chest) I would consider it more likely that Mrs Richards became unconscious 
because of the sedative and opiate drugs she received by subcutaneous 
infusion, that these drugs caused respiratory depression and that Mrs Richards 
died from drug induced respiratory depression and/or without 
bronchopneumonia resulting from immobility or drug induced respiratory 
depression. There are no accurate records of Mrs Richards respiratory rate but 
with the doses used and her previous marked sedative response to intravenous 
midazolam it is highly proba.ble that respiratory depression was present. 

Duty of care issues 
2.31 Medical and nursing staff on Daedalus ward had a duty of care to deliver 

medical and nursing care to attempt to monitor Mrs Richards and to document 
the effects of drugs prescribed. In my opinion this duty of care was not 
adequately met. The prescription of diamorphine, midazolam and haloperidol 
was extremely hazardous and Mrs Richards was inadequately monitored. The 
duty of care of the medical and nursing staff to meet Mrs Richard's hydration 
and nutritional needs was also in my opinion probably not met. 

Summary 
2.32 Gladys Richards was a frail older lady with dementia who sustained a fractured 

neck of femur, successfully surgically treated with a hemiarthroplasty, and then 
complicated by dislocation. During her two admissions to Daedalus ward there 
was inappropriate prescribing of opiates and sedative drugs by Or Baron. 
These drugs in combination are highly likely to have produced respiratory 
depression and/or the development of bronchopneumonia that led to her death. 
In my opinion it is likely the administration of the drugs hastened her death. 
There is some evidence that Mrs Richards was in pain during the three days 
prior to her heath and the administration of opiates can be justified on these 
grounds. However Mrs Richards was at high risk of developing pneumonia and 
it possible she would have died from pneumonia even if she had not been 
administered the subcutaneous sedative and opiate drugs. 
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Arthur "Brian" CUNNINGHAM 

Course of Events 
3.1 Mr Cunningham was 79 years old when admitted to Dryad ward, Gosport 

Hospital under the care of Dr Lord. Or Lord had assessed him on a number of 
occasions in the previous 4 years. A letter dated 2"d December 1994 from Or 
Bell, Clinical Assistant, indicates Parkinson's disease had been diagnosed in 
the mid 1980s and that he was having difficulties walking at this time. In 1998 it 
was noted he had experienced visual hallucinations and had moved into Merlin 
Park Rest Home. His weight was 69Kg in August 1998. In July 1998 he was 
admitted under the care of Or Banks, Consultant in Old Age Psychiatry to 
Mulberry Ward A and discharged after 6 weeks to Thalassa Nursing Home. He 
was assessed to have Parkinson's disease and dementia, depression and 
myelodysplasia. Or Lord in a letter dated 1 September 1998 summarises her 
assessment of Mr Cunningham when she saw him on Mulberry Ward A on 27 
August 1998 before he was discharged to Thalassa Nursing Home. At this time 
he required 1 *2 people to transfer and was unable to wheel himself around in 
his wheelchair. She commented that more levodopa might be required but was 
concerned it would upset his mental state. She arranged to review him at the 
Dolphin Day Hospital. 

3.2 On 21st September 1998 he was seen at the Dolphin Day Hospital by Dr Lord 
who recorded 'very frail, tablets found in mouth, offensive large necrotic sacral 
sore with thick black scar. PO - no worse. Diagnoses listed as sacral sore (in 
NIH), PO, old back injury, depression and element of dementia, diabetes 
mellitus -diet, catheterised for retention. Plan - stop codanthramer and 
metronidazole. looks fine. TCI Oyad today -aserbine for sacral ulcer- nurse 
on side - high protein diet- ora morph pm if pain. N!Home to keep bed open 
for next 3152 at least. Pt informed of admission agrees. Inform N/Home Or 
Banks and social worker. Analgesics pm.' He was admitted to Dyad ward. An 
entry by Or Baron on 21 September states 'make comfortable, give adequate 
analgesia. Am happy for nursing staff to confirm death: On 24th September Or 
Lord has written 'remains unwell. Son has ??? again today and is aware of how 
unwell he is. se analgesia is controlling pain just. I am happy for nursing staff 
to confirm death.' The next entry by Or Brook is on 25th September 'remains 
very poorly. On syringe driver. For TLC: 

3.3 Medication charts record the following administration of opiate and sedative 
drugs: 

21 Sep 1415h Ora morph 5mg 
1800h Coproxamol two tablets 

(subsequent regular doses not administered) 
2015h Oramorph1 Omg 

21 Sep231 Oh Diamorphine 20mg/24hr, midazolam 20mg/24hr infusion se 
22 Sep2020h Diamorphine 20mg/24hr, midazolam 20mg/24hr infusion se 
23 Sep0925h Diamorphine 20mg/24hr, hyoscine 200microg/24hr 

midazolam 20 mg/24hr infusion se 
2000h Diamorphine 20mg/24hr, hyoscine 200microg/24hr 

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

midazolam 80mg/24hr infusion se 
25 Sep 1 015h Oiamorphine 60mg/24hr, hyoscine 1200mg/24hr 
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midazolam 80mg/24hr infusion 
26 Sep 1150h Diamorphine 80mg/24hr, hyoscine 1200mg/24hr 

midazolam 1 00mg/24hr infusion 
Sine met 11 0 5 times/day was discontinued on 23rd September 
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The nursing notes relating to the admission to Dyad ward record on 21 61 Sept 
'remained agitated until approx 2030h. Syringe driver commenced as requested 
(unclear who made this request) diamorphine 20mg, midazolam 20mg at 2300. 
Peaceful following". On 22nd Sep 'explained that a syringe driver contains 
diamorphine and midazolam was commenced yesterday evening for pain relief 
and to allay his anxiety following an episode where Arthur tried to wipe sputum 
on a nurse saying he had HIV and going to give it to her. He also tried to 
remove his catheter and empty the bag and removed his sacral dressing 
throwing it across the room. Finally he took off his covers and exposed himself.' 

On 23rd Sep 'Has become chesty overnight to have hyoscine added to driver. 
Stepson contacted imd informed of deterioration. Mr Farthing asked is this was 
due to the commencement of the syringe driver and informed that Mr 
Cunningham was on a small dosage which he needed.' A later entry 'now fully 
aware that Brian is dying and needs to be made comfortable. Became a little 
agitated at 2300h, syringe driver adjusted with effect. Seems in some 
discomfort when moved, driver boosted prior to position change: On 241

h Sept 
'report from night staff that Brian was in pain when attended to, also in pain with 
day staff- especially his knees. Syringe driver renewed at 1 055': On 251

h Sept 
'All care given this am. Driver recharged at 1015 -diamorphine 60mg, 
midazolam BOmg and hyoscine 1200mcg at a rate of SOmmols/hr. Peaceful 
night- unchanged, still doesn't like being moved.' On 261

h September 'condition 
appears to be deteriorating slowly: 

On 261
h September staff nurse Tubbritt records death at 2315h. Cause of death 

was recorded on the death certificate as bronchopneumonia with contributory 
causes of Parkinson's disease and Sacral Ulcer. 

Opinion on patient management 

leadership, roles, responsibilities and communication in respect of the 
clinicians involved 
3. 7 Primary responsibility for the medical care of Mr Cunningham during his last 

admission lay with Dr Lord, as the consultant responsible for his care. She saw 
Mr Cunningham 5 days before his death in the Dolphin Day Hospital, and 2 
days before his death on Dyad ward. My understanding is that day-to-day 
medical care was the responsibility of the clinical assistant Dr Barton and 
during out of hours period the on call doctor based at the Queen Alexander 
Hospital. Ward nursing staff were responsible for assessing and monitoring Mr 
Cunningham and informing medical staff of any significant deterioration. 

Accuracy of diagnosis and prognosis including risk assessments 
3.8 Initial assessment by Dr Lord was comprehensive and appropriate with a clear 

management plan described. The nursing staff record Mr Cunning ham was 
agitated following admission on 21 51 September. Dr Lord had prescribed prn 
(intermittent as required) oramorph for pain. Nursing staff made the decision to 
administer oramorph but there is no clear recording in the nursing notes that he 



GMC101057-1170 

was in pain or the site of pain. The nursing entry on 22"d Sept indicates a 
syringe driver was commenced for 'pain relief and to allay anxiety. Again the 
site of pain is not states. My interpretation of the records is that the nursing 
staff considered his agitation was due to pain from his sacral ulcer. The 
medical and nursing teams view on the cause of Mr Cunningham's 
deterioration on 23rd September when he became 'chesty' are not explicitly 
stated, but would seem to have been thought to be due to bronchopneumonia 
since this was the cause of death later entered on the death certificate. The 
medical and nursing staff may not have considered the possibility that Mr 
Cunningham's respiratory symptoms and deterioration may have been due to 
opiate and benzodiazepine induced respiratory depression. The nursing staff 
filed to appreciate that the agitation Mr Cunningham experienced on 23rd Sept 
at 2300h may have been due to the midazolam and diamorphine. lt was 
appropriate for nursing staff to discuss Mr Cunningham's condition with medical 
staff at this stage. 

3.9 When Or Lord reviewed Mr Cunningham on 241
h September the notes imply 

that he was much worse that when she had seen him 3 days earlier. There is 
clear recording by Or Lord that Mr Cunningham was in pain. The following day 
the diamorphine dose was increased three fold from 20mg/24hr to 60mg/24hr 
and the dose was further increased on 261

h September to 80mg/24hr although 
the nursing and medical notes do not record the reason for this. The notes 
suggest that the nursing and medical staff may have failed to consider causes 
of agitation other than pain in Mr Cunning ham or to recognise the adverse 
consequences of opiates and sedative drugs on respiratory function in frail 
older individuals. 

Evaluation of drugs prescribed and the administration regimens 
3.10 The prescription of ora morph to be taken 4 hourly as required by Mr 

Cunningham was reasonable if his pain was uncontrolled from cocodamol. 
consider the decision by Or Barton to prescribe and administer diamorphine 
and midazolam by subcutaneous infusion the same evening he was admitted 
was highly inappropriate, particularly when there was a clear instruction by Or 
Lord that he should be prescribed intermittent {underlined instruction) doses of 
oramorph earlier in the day. I consider the undated prescription by Or Baron of 
subcutaneous diamorphine 20-200mg/24hr prn, hyoscine 200-800microg/24hr 
and midazolam 20-80mg/24hr to be poor practice and potentially very 
hazardous. In my opinion it is poor management to initially commence both 
diamorphine and midazolam in a frail elderly underweight patient such as Mr 
Cunningham. The combination could result in profound respiratory depression 
and it would have been more appropriate to review the response to 
diamorphine alone before commencing midazolam, had it been appropriate to 
commence subcutaneous analgesia, which as I have stated before was not the 
case. 

3.11 In my opinion it is doubtful the nursing and medical staff understood that when 
a syringe infusion pump rate is increased it takes an often appreciable effect of 
time before the maximum effect of the increased dose rate becomes evident 
Typically the time period would be 5 drug half-lives. In the case of diamorphine 
this would be between 15 and 25 hours in an older frail individual. 

Quality and sufficiency of the medical records 
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3.12 In my opinion the medical and nursing records are inadequate following Mr 
Cunningham's admission to Dryad ward. The initial assessment by Or Lord on 
21st September is in my opinion competent and appropriate. The medical notes 
following this are inadequate and do not explain why he was commenced on 
subcutaneous infusions of diamorphine and midazolam. The nursing notes are 
variable and at times inadequate. 

Appropriateness and justification of the decisions that were made 
3.13 An inappropriately high dose of diamorphine and midazolam was first 

prescribed. There was a failure to recognise or respond to drug induced 
problems. Inappropriate dose escalation of diamorphine and midazolam and 
poor assessment by Or Lord. The assessment by Or Lord on 21 51 September 
1998 was thorough and competent and a clear plan of management was 
outlined. There is a clear note by Or Lord that oramorph was to be given 
intermittently (PRN) for pain and not regularly. lt is not clear from the medical 
and nursing notes why Mr Cunningham was not administered the regular 
cocodamol he was prescribed following the initial dose he received at 1800h 
following admission. lt is good practice to provide regular oral analgesia, with 
paracetamol and a mild opiate, particularly when a patient has been already 
taking this medication and to use prn morphine for breakthrough pain. I 
consider the prescription by Or Barton on admission of prn subcutaneous 
diamorphine 20-200mg/24hr prn, hyoscine 200-800microg/24hr and midazolam 
20-80mg/24hr to be unjustified, poor practice and potentially very hazardous. lt 
is particularly notable that only hours earlier Or Lord had written that oramorph 
was to be given intermittently and this had been underlined in the medical 
notes. There is no clear justification in the notes for the commencement of 
subcutaneous diamorphine and midazolam on the evening following admission. 
If increased opiate analgesia was required increasing the oramorph dose and 
frequency could have provided this. I would judge it poor management to 
initially commence both diamorphine and midazolam. The combination could 
result in profound respiratory depression and it would have been more 
appropriate to review the response to diamorphine alone before commencing 
midazolam. 

3.14 I am concerned by the initial note entry by Or Barton on 21 51 September 1998 
that she was happy for nursing staff to confirm death. There was no indication 
by Or Lord that Mr Barton was expected to die, and Or Barton does not list the 
reason she would have cause to consider Mr Cunningham would die within the 
next 24 hours before he was reviewed the following day by medical staff. In my 
opinion it is of concern that the nursing notes suggest the diamorphine and 
midazolam infusions were commenced because of Mr Cunningham's behaviour 
recorded in the nursing entry on 22"d September. 

3.15 Hyoscine was commenced on 23rd September after Mr Cunningham had 
become 'chesty' overnight. I consider it very poor practice that there is no 
record of Mr Cunningham being examined by a doctor following admission on 
21 51 September, and a decision to treat this symptomatically with hyoscine 
appears to have been made by the medical staff. At this stage Mr 
Cunningham's respiratory signs are likely to have been due to 
bronchopneumonia or respiratory depression resulting in depressed clearance 
of bronchial secretions. A medical assessment was very necessary at this 
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stage to diagnose the cause of symptoms and to consider treatment with 
antibiotics or reduction in the dose of diamorphine and midazolam. 

3.16 Again I consider it very poor practice that the midazolam was increased from 
20mg/24hr to 60mg/24 hr at 2000h on 23rd September. There is no entry in the 
medical notes to explain this dose increase. The decision to triple the 
midazolam dose appears to have been made by a member of nursing staff as 
the nursing notes record "agitated at 2300h, syringe driver boosted with effect~ 

3.17 A medical assessment should have been obtained before the decision to 
increase the midazolam dose was made. At the very least Mr Cunningham's 
problems should have been discussed with on call medical staff. Mr 
Cunningham's agitation may have been due to pain, where increasing 
analgesia would have been appropriate, or hypoxia (lack of oxygen). If Mr 
Cunningham's agitation was due to hypoxia a number of interventions may 
have been indicated. Reducing the diamorphine and midazolam dose would 
have been appropriate if hypoxia was due to respiratory depression. 
Commencement of oxygen tryerapy and possibly antibiotics would have been 
appropriate if hypoxia was due to pneumonia. Reducing the dose diamorphine 
or midazolam would have been indicated if hypoxia was due to drug-induced 
respiratory depression. The decision to increase the midazolam dose was not 
appropriately made by the ward nursing staff without discussion with medical 
staff. 

3.18 When Mr Cunningham was reviewed by Dr Lord on 241
h September he was 

very unwell but there is not a clear description of his respiratory status or 
whether he had signs of pneumonia. At this stage Dr Lord notes Mr 
Cunningham is in pain, but does not state the site of his pain. lt is not clear to 
me whether the subsequent alteration in infusion rate of diamorphine, hyoscine 
and midazolam was discussed with and sanctioned by Dr Lord or Dr Barton. I 
consider the increase in midazolam from 60mg/24 hr to BOmg/24 hr was 
inappropriate as a response to the observation that Mr Cunningham was in 
pain. lt would have been more appropriate to increase the diamorphine dose or 
even consider treatment with a non-steroidal anti-inflammatory drug. The 
increase in midazolam dose to BOmg/24 hr would simply make Mr Cunningham 
less conscious than he already appears to have been (there is not a clear 
description of his conscious level at this stage). 

3. 19 The increase in hyoscine dose to 800microg/24 hr is also difficult to justify when 
there is no record that the management of bronchial secretions was a problem. 
The subsequent threefold increase in diamorphine dose later that day to 
60mg/24 hr is in my view very poor practice. Such an increase was highly likely 
to result in respiratory depression and marked depression of conscious level, 
both of which could lead to premature death. The description of Mr 
Cunningham, was that analgesia was 'just' controlling pain and a more cautious 
increase in diamorphine dose, certainly no more than two fold, was indicated 
with careful review of respiratory status and conscious level after steady state 
levels of diamorphinc would have been obtoined obout 20 hours loter. A more 
appropriate response to deal with any acute breakthrough pain is to administer 
a single prn (intermittent) dose of opiate by the oral or intramuscular route, 
depending on whether Mr,Cunningham was unable to swallow at this time. 
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3.20 The increase in both diamorphine dose and midazolam dose on 26th September 
is difficult to justify when there is no record in the medical or nursing notes that 
Mr Cunningham's pain was uncontrolled. Although it is possible to accept the 
increase in diamorphine dose may have been appropriate if Mr Cunning ham 
was observed to be in pain, I find the further increase in midazolam dose to 
1 00mg/24hr of great concern. I would anticipate that this dose of midazolam 
administered with 80mg/24hr of diamorphine would be virtually certain to 
produce respiratory depression and severe depression of conscious level. This 
would be expected to result in death in a frail individual such as Mr 
Cunningham. I would expect to see very clear reasons for the use of such 
doses recorded in the medical notes. 

3.21 I can find no record of Mr Cunning ham receiving food or fluids following his 
admission on 21st September despite a note from Or Lord that Mr Cunningham 
was to receive a 'high protein diet'. There is no indication in the medical or 
nursing notes as to whether this had been discussed, but given that Mr 
Cunningham was admitted with the intention of returning to his Nursing Home 
(it was to be held open for 3 weeks) I would expect the notes to record a clear 
discussion and decision making process involving senior medical staff 
accounting for the decision to not administer subcutaneous fluids and/or 
nasogastric nutrition once Mr Cunningham was commenced on drugs which 
may have made him unable to swallow fluids or food. 

Recorded causes of death 
3.22 The recorded cause of death was bronchopneumonia with contributory causes 

of Parkinson's disease and sacral ulcer. A post mortem was not obtained and 
the recorded causes were in my opinion reasonable. lt is possible that Mr 
Cunningham died from drug induced respiratory depression without 
bronchopneumonia present or from the combined effects of bronchopneumonia 
and drug-induced respiratory depression. Mr Cunningham was at high risk of 
developing pneumonia even if he had not received sedative or opiate drugs, 
bronchopneumonia can occur as a secondary complication of opiate and 
sedative induced respiratory depression. In the absence of post-mortem, 
radiological data (chest Xray) or recordings of Mr Cunningham's respiratory 
rate I would consider the recorded cause of death of bronchopneumonia as 
reasonable. Even if the staff had considered Mr Cunning ham had drug-induced 
respiratory depression as a contributory factor, it would not be usual medical 
practice to enter this as a contributory cause of death where the administration 
of such drugs was considered appropriate for symptom relief. 

Duty of care issues 
3.23 Medical and nursing staff on Dryad ward had a duty of care to deliver medical 

and nursing care to attempt to heal Mr Cunningham's sacral ulcer and to 
document the effects of drugs prescribed. In my opinion this duty of are was 
not adequately met and the denial of fluid and diet and prescription of high 
doses of diamorphine and midazolam was poor practice and may have 
contributed to Mr Cunningham's death. 

Summary 
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3.24 In summary although Mr Cunningham was admitted for medical and nursing 
care to attempt to heal and control pain from his sacral ulcer, Dr Barton and the 
ward staff appear to have considered Mr Cunningham was dying and had been 
admitted for terminal care. The medical and nursing records are inadequate in 
documenting his clinical state at this time. The initial prescription of 
subcutaneous diamorphine, midazolam and hyoscine by Dr Barton was in my 
view reckless. The dose increases undertaken by nursing staff were 
inappropriate if not undertaken after medical assessment and review of Mr 
Cunningham. I consider it highly likely that Mr Cunningham experienced 
respiratory depression and profound depression of conscious level due to the 
infusion of diamorphine and midazolam. I consider the doses of these drugs 
prescribed and administered were inappropriate and that these drugs most 
likely contributed to his death through pneumonia and/or respiratory 
depression. 
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ALICE WILKIE 

Course of Events 
4.1 Alice Wilkie was 81 years old when admitted under the care of Dr Lord, by her 

general practitioner on 31st July 1998 from Addenbrooke Rest Home to Phillip 
Ward, Department of Medicine for Elderly People, at the Queen Alexandra 
Hospital, Portsmouth. The general practitioner referral letter states "This 
demented lady has been in this psychogeriatric care home for a year. She had 
a UTI early this week and has not responded to trimethoprim. Having fallen last 
night, she is not refusing fluids and is becoming a little dry~ The medical 
admitting notes record she was taking prozac (fluoxetine) syrup 20 mg once 
daily, codanthramer 5-10ml nocte, lactulose 10ml once daily zopiclone 1.875 or 
3. 75mg nocte and promazine syrup 25mg as required. On examination she 
had a fever and bilateral conjunctivitis but no other significant findings. The 
admitting doctor diagnosed a urinary tract infection and commenced 
intravenous antibiotics to be administered after a blood culture and catheter 
specimen of urine had been obtained. The following day DNR (do not 
resuscitate) is recorded in the notes. On 3rd August 1998 the medical notes 
record the fever had settled, that she was taking some fluids orally, was taking 
the antibiotic Augmentin elixir orally and receiving subcutaneous fluids. The 
notes then record (date not clear) that her Mental Test Score was 0/10 and 
Barthel1/20 (indicating severe dependency). Mrs Wilkie was to be transferred 
to Daedalus NHS continuing care ward on 6th August 1998 with a note that her 
bed was to be kept at Addenbrooke Rest Home. 

4.2 Following transfer on 6th August an entry in the medical notes states 
"Transferred from Phi/lips Ward. For 4-6152 only. On Augmentin for UTf'. Dr 
Lord writes on 1oth August 1998 'Barthel 2120. Eating and drinking better. 
Confused and slow. Give up place at Addenbrooke's. RN (review) in 1112 
(one month) -if no specialist medical or nursing problems D (discharge) to a 
N/Home. Stop f/uoxetine: The next entry is by Dr Barton on 21st August 
"Marked deterioration over last few days. se analgesia commenced yesterday. 
Family aware and happy': The final entry is on the same day at 1830h where 
death is confirmed. The most recent record of the patient's weight I can find is 
56Kg in April 1994. 

4.3 The nursing notes, which have daily entries during her one week stay on Phillip 
ward note she was catheterised, was confused at times and was sleeping well 
prior to transfer. The nursing notes on Daedalus ward record "6/8/98 
Transferred from Philip ward QAH for 4-6 weeks assessment and observation 
and then decide on placement. Medical history of advanced dementia, urinary 
tract infection and dehydration" and that she was seen by Dr Peters. The 
nursing assessment sheet notes "does have pain at times unable to ascertain 
where". The nutrition care plan states on 6th August 1998 "Due to dementia 
patient has a poor dietary intake". And dietary intake is recorded between 12th 
August and 18th August but not before or following these dates. Nursing entries 
in the contact record state on 17th August 1998 "Condition has generally 
deteriorated over the weekend Daughter seen- aware that mums condition is 
worsening, agrees active treatment not appropriate and to use of syringe driver 
if Mrs Wilkie is in pain". There is no entry in the notes on 20th August or 
preceding few days indicating Mrs Wilkie was in pain. 
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4.4 A nursing entry on 21st August 1998 at 1255h states "Condition deteriorating 
during morning. Daughter and granddaughters visited and stayed. Patient 
comfortable and pain free'~ There are a number of routine entries in the period 
6th August 1998 to death on 21st August 1998 in nutrition, pressure area care, 
constipation, catheter care, and personal hygiene. The nursing care plan 
records no significant deterioration until 21st August where it is noted death was 
pronounced at 2120h by staff nurse Sylvia Roberts. Cause of death was 
recorded as bronchopneumonia. 

4.5 The drug charts records that Or Barton prescribed as a regular daily review (not 
intermittent as required) prescription diamorphine 20-200mg/24hr, hyoscine 
200-800microg/24hr and midazolam 20-80mg/24hr all to be administered 
subcutaneously. The prescription is not dated. Drugs were first administered 
on 20th August, diamorphine at 30mg/24hr and midazolam 20mg/24hr from 
1350h and then again on 21st August. Mrs Wilkie had not been prescribed or 
administered any analgesic drugs during her admission to Daedalus ward prior 
to administration of the diamorphine and midazolam infusions. During the 
period 161h-181h August she was prescribed and received zopiclone (a sedative 
hypnotic) 3.75mg nocte and co-danthramer 5-10ml (a laxative) orally. 

Opinion on patient management 

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

4.6 Primary responsibility for the medical care of Mrs Wilkie during her admission to 
Daedalus ward lay with Or Lord, as the consultant responsible for her care. She 
saw Mrs Wilkie on 1 O'h August 1998, 11 days prior to her death. My 
understanding is that day-to-day medical care was the responsibility of the 
clinical assistant Or Barton and during out of hours period the on call doctor 
based at the Queen Alexander Hospital. Ward nursing staff were responsible 
for assessing and monitoring Mrs Wilkie and informing medical staff of any 
significant deterioration. 

Accuracy of diagnosis and prognosis including risk assessments 
4. 7 The initial diagnosis of a urinary tract infection and dehydration was reasonable 

and appears correct. Mrs Wilkie had a diagnosis of dementia, which there was 
clear evidence for. The entry by Or Lord on 1 O'h August 1998 provides a 
reasonable assessment of her functional level at this time, and a plan to review 
appropriate placement in one month's time. No diagnosis was made to explain 
the deterioration Mrs Wilkie is reported to have experienced around 15th 
August. There is no medical assessment in the notes following 1 O'h August 
except documentation on 21 51 August 1998 of a marked deterioration. There is 
no clear evidence that Mrs Wilkie was in pain although she was commenced on 
opiate analgesics. 

Evaluation of drugs prescribed and the administration regimens 
4.8 No information is recorded in the medical or nursing notes to explain why Mrs 

Wilkie was commenced on diamorphine and hyoscine infusions. In my opinion 
there was no indication for the use of diamorphine and hyoscine in Mrs Wilkie. 
Other oral analgesics, such as paracetamol and mild opiate drugs could and 
should first have been tried, if Mrs Wilkie was in pain, although there is no 
evidence that she was. If these were inadequate oral morphine would have 
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been the next appropriate choice. From the information I have seen in the 
notes it appears the diamorphine and midazolam may have been commenced 
for non-specific reasons, perhaps as a non·defined palliative reasons as it was 
judged she was likely to die in the near future. 

I consider the undated prescription by Dr Barton of subcutaneous diamorphine 
20-200mg/24hr prn, hyoscine 200-800microg/24hr and midazolam 20· 
80mg/24hr to be poor practice and potentially very hazardous. I consider it poor 
and hazardous management to initially commence both diamorphine and 
midazolam in a frail elderly underweight patient with dementia such as Mrs 
Wilkie. The combination could result in profound respiratory depression and it 
would have been more appropriate to review the response to diamorphine 
alone before commencing midazolam, had it been appropriate to commence 
subcutaneous analgesia, which as I have stated before was not the case. 

Quality and sufficiency of the medical records 
4.10 The medical and nursing records during her stay on Daedalus ward are 

inadequate not sufficiently detailed, and do not provide a clear picture of Mrs 
Wilkie's condition. In my opinion the standard of the notes falls below the 
expected level of documentation on a continuing care or rehabilitation ward. 
The assessment by Dr Lord on 1 O'h August 1998 is the only satisfactory 
medical note entry during her 15 day stay on Daedalus ward. 

Appropriateness and justification of the decisions that were made 
4.11 As discussed above I do not consider the decision to commence diamorphine 

and hyoscine was appropriate on the basis of the information recorded in the 
clinical notes. 

Recorded causes of death 
4.12 There was no specific evidence that bronchopneumonia was present, although 

this is a common pre-terminal event in frail older people, and is often entered as 
the final cause of death in frail older patients. I am surprised the death 
certificate did not apparently refer to Mrs Wilkie's dementia as a contributory 
cause. lt is possible Mrs Wilkie's death was due at least in part to respiratory 
depression from the diamorphine she received, or that the diamorphine led to 
the development of bronchopneumonia. However since there are no clear 
observations of Mrs Wilkie's respiratory observations it is difficult to know 
whether respiratory depression was present Mrs Wilkie deteriorated prior to 
administration of diamorphine and midazolam infusion, and in view of this, my 
opinion would be that although the opiate and sedative drugs administered may 
have hastened death, and these drugs were not indicated, Mrs Wilkie may well 
have died at the time she did even if she had not received the diamorphine and 
midazolam infusions. 

Duty of care issues 
4.13 Medical and nursing staff on Daedalus ward had a duty of care to deliver 

medical and nursing care, to monitor, and to document the effects of drugs 
prescribed to Mrs Wilkie In my npininn thi~ rluty nf r.::trP. w::t~ nnt ::trlF!C]II::ttP.Iy 

met, the prescription of diamorphine and midazolam was poor practice and this 
may have contributed to Mrs Wilkie's death. 

Summary 
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4.14 In my opinion the prescription of subcutaneous diamorphine and midazolam 
was inappropriate, and probably resulted in depressed conscious level and 
respiratory depression, which may have hastened her death. However Mrs 
Wilkie was a frail very dependent lady with dementia who was at high risk of 
developing pneumonia. lt is possible she would have died from pneumonia 
even if she had not been administered the subcutaneous sedative and opiate 
drugs. 

24 
82 



GMC101057-1179 

Robert WILSON 

5.1 Mr Wilson was 75 years old man when he was admitted to Queen Alexandra 
Hospital on 22"d September 1998 after he sustained a proximal fracture of the 
left humerus. He was treated with morphine, initially administered intravenously 
and then subcutaneously. He developed vomiting. On 24th September he was 
given 5mg diamorphine and lost sensation in the left hand. On 29th September 
an entry in the medical notes states "ref to social worker, review res us status. 
Not for resuscitation in view of quality of life and poor prognosis". 

5.2 On 7th October the notes record he was "not keen on residential home and 
wished to return to his own home': Or Lusznat, Consultant in Old Age 
Psychiatry on 8th October 1998, saw him. Or Lusznat's letter on 8th October 
notes that Mr Wilson had been sleepy and withdrawn and low in mood but was 
now eating and drinking well and appeared brighter in mood. His Barthel score 
was 5/20. Or Lusznat noted he had a heavy alcohol intake during the last 5 
years. At the time he was seen by Or Lusznat her was prescribed thiamine 100 
mg daily, multivitamins two tablets daily, senna two tablets daily, magnesium 
hydroxide 10 mls twice daily and paracetamol1g four time daily. On 
examination he had mildly impaired cognitive function (Mini Mental State 
Examination 24/30). Or Lusznat considered Mr Wilson might have developed 
an early dementia, i ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-c;·c;·ae-"A··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 Alzheimer's disease 
or vascular dementia~·-·-An·-,iiltidep.re-s~ia-nftrazaaon-e·-som·g; nocte was 
commenced. Or Lusznat states at the end of her letter "On the practical side he 
may well require nursing home care though at the moment he is strongly 
opposed to that idea I shall be happy to arrange follow up by our team once we 
know when and where he is going to be discharged'. On 13th October the 
medical notes record a ward round took place, that he required both nursing 
and medical care, was at risk of falling and that a short spell in long-term NHS 
care would be appropriate. Reviewing the drug charts Mr Wilson was taking 
regular soluble paracetamol (1g four times daily) and codeine phosphate 30mg 
as required for pain. Between 8th and 13th October Mr Wilson was administered 
four doses of 30mg codeine. Mr Wilson's weight in March 1997 was 93Kg 

5.3 On the 14th October Mr Wilson was transferred to Dryad Ward. An entry in the 
medical notes by Or Barton reads "Transfer to Dryad ward continuing care. 
HPC fracture humerus. needs help with ADL (activities of Daily Living), hoisting, 
continent, Barthel 7. Lives with wife. Plan further mobilisation~ On 16th 
November the notes record; 'Decline overnight with S.O.B. o/e? weak pulse. 
Unresponsive to spoken work. Oedema ++ in arms and legs. Diagnosis ?silent 
M/, ? decreased_ function. 1frusemide to 2 x 40mg om '. On 17th October 
the notes record 'comfortable but rapid deterioration: On 18th October staff 
nurse Collins records death at 2340h. Cause of death is recorded as 
congestive cardiac failure. 

5.4 Nursing notes state in the summary sec~io.o .. on.J4~~.Q.Gt_Q_!;>_~-~-~·_tff~!9._fX __ C?(!eft 
humerus fracture, arm in collar and cuff.l Code A i L VF 
ohronio oodomatous logs. SIB Dr Barton.·-o;;;n;~;;;ti·-iciirig/5mTglvo-ri.-·-dontinont 
of urine- uses bottles". On 15th October "Commenced oramorph 10mg/5m/4 
hrly for pain in L arm. Wife seen by sis. Hamblin who explained Robert's 
condition is poor'. An earlier note states "settled and slept welf'. On 16th 
October "seen by Or Knapman an as deteriorated over night. Increase 
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frusemide to BOmgdai/y. For A.N.C (active nursing care)". Later that day a e 
further entry states "Patient very bubbly chest this pm. Syringe driver 
commenced 20mg diamorphine, 400mcgs hyoscine. Explained to family reason 
for driver". A separate note on 16th October in the nursing care plan states 
"More secretions- pharyngeal- during the night, but Robert hasn't been 
distressed. Appears comfortable': On 17th October 0515h "Hyoscine increased 
to 600mcgs as oro-pharyngeal secretions increasing. Diamorphine 20mg." 
Later that day a further entry states "Slow deterioration in already poor 
condition. Requiring suction very regularly- copious amounts suctioned. 
Syringe driver reviewed at 15.50 sic diamorphine 40mg, midazolam 20mcgs, 
hyoscine BOO mcgs". A later note states "night: noisy secretions but not 
distressing Robert. Suction given as required during night. Appears 
comfortable". On 18th October "further deterioration in already poor condition. 
Syringe driver reviewed at 14:40 sic diamorphine 60mg, midazolam 40mg, 
hyoscine 1200mcg. Continues to require regular suction". 

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

2345h ora morph 1 Omg 
16 Sep 161 Oh diamorphine 20mg/24 hr, hyoscine 400 microg/24hr 

subcutaneous infusion 
17 Sep0515h diamorphine 20mg/24hr, hyoscine 600 microg/24hr 

1550h diamorphine 40mg/24hr, hyoscine 800 microg/24hr 
midazolam 20mg/24hr 

18 Sep 1450h diamorphine 60mg/24hr, hyoscine 1200 microg/24hr 
midazolam 40mg/24hr 

Frusemide was administered at a dose of 80mg daily at 0900h on 15th and 16th 
October. An additional 80 mg oral dose was administered at an unstated time 
on 16th October. 

Opinion on patient management 

Leadership, roles, responsibilities and communication in respect of the 
clinicians involved 
5.6 Responsibility for the care of Mr Wilson during his admission to Dryad ward lay 

with Or Lord as the consultant responsible for his care. My understanding is 
that day to day medical care was delegated to the clinical assistant Or Barton 
and during the out of hours responsibility was with the on call doctor based at 
Queen Alexandra Hospital. Ward nursing staff were responsible for assessing 
and monitoring Mr Wilson and informing medical staff of any significant 
deterioration. 

5. 7 Or Lusznat was responsible for assessing Mr Wilson and making further 
recommendations concerning his future care when he was seen at Queen 
Alexandra Hospital. 

Accuracy of diagnosis and prognosis including risk assessments 
5.8 Or Barton assessed Mr Wilson on 14th October the day he was transferred to 

Dyad ward. There was a plan to attempt to improve his mobilisation through 
rehabilitation. There is no record of any significant symptomatic medical 
problems, in particular any record that Mr Wilson was in pain in the medical 
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notes. The nursing notes suggest Mr Wilson was prescribed oramorph for pain 
in his arm following his admission to Dryad Ward. He was prescribed 
paracetamol to take as required but did not receive any paracetamol whilst on 
Dryad Ward. 

Mr Wilson deteriorated on 15th September when he became short of breath. 
The working diagnosis was of heart failure due to a myocardial infarct. I do not 
consider the assessment by the on call doctor of Mr Wilson was adequate or 
competent. There is no record of his blood pressure, clinical examination 
findings in the chest (which might have indicated whether he had signs of 
pulmonary oedema or pneumonia}. In my opinion an ECG should have been 
obtained that night, and a Chest Xray obtained the following morning to provide 
supporting evidence for the diagnosis. Mr Wilson was admitted for 
rehabilitation not terminal care and it was necessary and appropriate to perform 
reasonable clinical assessments and investigations to make a correct 
diagnosis. 

Following treatment Mr Wilson was noted to have had a rapid deterioration. 
The medical and nursing teams appear to have failed to consider that Mr 
Wilson's deterioration may have been due to the diamorphine infusion. In my 
opinion when Mr Wilson was unconscious the diamorphine infusion should 
have been reduced or discontinued. The nursing and medical staff failed to 
record Mr Wilson's respiratory rate, which was likely to have been reduced, 
because of respiratory depressant effects of the diamorphine. The diamorphine 
and hyoscine infusion should have been discontinued to determine whether this 
was contributing to his deteriorating state. There is no record of the reason for 
the prescribing of the midazolam infusion commenced the day before his death. 
At this time the nursing notes record he was comfortable. Mr Wilson did not 
improve. The medical and nursing teams did not appear to consider that the 
diamorphine, hyoscine and midazolam infusion could be a major contributory 
factor in Mr Wilson's subsequent decline. The infusion should have been 
discontinued and the need for this treatment, in my opinion unnecessary at the 
time of commencement, reviewed. 

Evaluation of drugs prescribed and the administration regimens 
5.11 The initial prescription and administration of oramorph to Mr Wilson following 

his transfer to Dryad ward was in my opinion inappropriate. His pain had been 
controlled with regular paracetamol and as required codeine phosphate (a mild 
opiate} prior to his transfer, and in the first instance these should have been 
discontinued. 

5.12 I am unable to establish when Or Barton wrote the prescription for 
subcutaneous diamorphine 20-200mg/24hr, hyoscine 200-800microg/24hr, and 
midazolam 20-80mg/24hr as these are undated. The administration of 
diamorphine and hyoscine by subcutaneous infusion as a treatment for the 
diagnosis of a silent myocardial infarction was in my opinion inappropriate. The 
prescription of a single dose of intravenous opiate is standard treatment for a 
patient with chest pain following myocardial infarction is appropriate standard 
practice but was not indicated in Mr Wilson's case as he did not have pain. The 
prescription of an initial single dose of diamorphine is appropriate as a 
treatment for pulmonary oedema if a patient fails to respond to intravenous 
diuretics such as frusemide. Mr Wilson was not administered intravenous 
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frusemide or another loop diuretic. Instead only a single additional oral dose of e 
frusemide was administered. In my opinion this was an inadequate response to 
Mr Wilson's deterioration. The prescription of continuous subcutaneous 
infusion of diamorphine and hyoscine is not appropriate treatment for a patient 
who is pain free with a diagnosis of a myocardial infarction and heart failure. 
When opiates are used to treat heart failure, close monitoring of blood pressure 
and respiratory rate, preferably with monitoring of oxygen saturation is required. 
This was not undertaken. 

5.13 The increase in diamorphine dose to 40mg/24hr and then 60mg/24 hr in the 
following 48 hours is not appropriate when the nursing and medical notes 
record no evidence that Mr Wilson was in pain or distressed at this time. This 
was poor practice and potentially very hazardous. Similarly the addition of 
midazolam and subsequent increase in dose to 40mg/24hr was in my opinion 
highly inappropriate and would be expected to carry a high risk of producing 
profound depression of conscious level and respiratory drive. 

Quality and sufficiency of the medical records 
5.14 The initial entry in the medical records by Dr Barton on 14th October is 

reasonable and sufficient. The subsequent entries relating to Mr Wilson's 
deterioration are in my opinion inadequate, and greater detail and the results of 
examination findings should have been recorded. No justification for the 
increases in diamorphine, midazolam and hyoscine dose are written in the 
medical notes. The nursing notes are generally of adequate quality but I can 
find no record of fluid and food intake by Mr Wilson. 

Appropriateness and justification of the decisions that were made 
5.15 I consider the prescription of oramorph was inappropriate. The subsequent 

prescription and administration of diamorphine, hyoscine and midazolam was 
highly inappropriate, not justified by information presented in the notes and 
could be expected to result in profound depression of conscious level and 
respiratory depression in a frail elderly man such as Mr Wilson. 

Recorded causes of death 
5.16 The recorded cause of death was congestive cardiac failure. The limited 

clinical information recorded in the absence of a chest Xray result or post­
mortem findings, suggest this may have been the cause of Mr Wilson's death. 
However in my opinion it is highly likely that the diamorphine, hyoscine and 
midazolam infusion led to respiratory depression and/or bronchopneumonia 
and it is possible that Mr Wilson died from drug induced respiratory depression. 

Duty of care issues 
5.17 Medical and nursing staff on Dryad ward had a duty of care to deliver 

appropriate medical and nursing care to Mr Wilson, and to monitor the effects 
of drugs prescribed. In my opinion this duty of care was not adequate. The 
administration of high doses of diamorphine and midazolam was poor practice 
and may have contributed to Mr Wilson's death. 

Summary 
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5.18 Mr Wilson was a frail elderly man with early dementia who was physically 
dependent. Following his admission to Dryad ward he was, in my opinion, 
inappropriately treated with high doses of opiate and sedative drugs. These 
drugs are likely to have produced respiratory depression and/or the 
development of bronchopneumonia and may have contributed to his death. 
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Eva PAGE 

6.1 Eva Page was 87 years old when admitted as an emergency on 6th February 
1998 to the Department of Medicine for Elderly People at Queen Alexandra 
Hospital. The medical notes record that she had experienced a general 
deterioration over the last 5 days was complaining of nausea and reduced 
appetite and was dehydrated. She had felt 'depressed' during the last few 
weeks. On admission she was taking ramipril 5mg once daily (a treatment for 
heart failure and hypertension), frusemide 40mg once daily (treatment for fluid 
retention), digoxin 125microg once daily (to control irregular heart rate), sotalol 
40 mg twice daily (to control irregular heart rate), aspirin 75 mg once daily (to 
prevent stroke and myocardial infarction) and sertraline 50mg once daily (an 
antidepressant commenced by her general practitioner on 26th January 1998). 
A discharge summary and medical notes relating to an admission in May 1997 
states that she was admitted with acute confusion, had reduced movement on 
the right side and was discharged back to her residential home on aspirin. No 
admitting diagnosis is recorded in the clerking notes written by Or Harris on 6th 
February 1998 but they record that "patient refuses iv fluids and is willing to 
accept increased oral fluids". 

6.2 On 7th February 1998 the medical notes record an opacity seen on the chest 
Xray and sate "mood low. Feels frightened- doesn't know why. Nausea and 
??. Little else. Nil clinically." An increased white cell count is noted (13.0) and 
antibiotics commenced. A subsequent chest Xray report (undated) states 
there is a 5cm mass superimposed on the left hilum highly suspicious of 
malignancy. The medical notes on 11 February 1998 record this at the Xray 
meeting. On 12th February 1998 the notes record (? Or Shain) 'In view of 
advanced age aim in the management should be palliative care. Charles Ward 
is suitable. Not for CPR~ On 13th February the notes record 'remains v low 
Appears to have 'given up' dlw son re probably diagnosis d/w RH (residential 
home) re ability to cope'. The notes record 'son agrees not suitable for invasive 
Tx (treatment). Matron from RH visiting today will check on ability to cope.' 

6.3 On 19th February the notes record she fell on the ward and experienced minor 
cuts. On 16th February 'gradual deterioration, no pain, confused. For Charles 
Ward she could be discharged to community from Charles Ward: On 19th 
February the notes summarise her problems 'probable Carcinoma of the 
bronchus, previous left ventricular failure, atrial fibrillation, digoxin toxicity and a 
transient ischaemic attack, that she was sleepy but responsive, states that she 
is frightened but doesn't know why. Says she has forgotten things, not possible 
to elicit what she can't remember, low MTS (mental test score). Plan 
encourage oral fluids, sic fluid over night if tolerated. Continue 
antidepressants'. On 18th February the medical notes state "No change. 
Awaiting Charles Ward bed'. 

6.4 The nursing notes record she was confused but mobilised independently. On 
19th February she was transferred to Charles Ward instead of the preferred 
option of a bed at Gosport Hospital, which the notes record was full ('no beds'). 
The Queen Alexandra Hospital medical notes record a summary of her 
problems on 19th February prior to transfer as follows " Diagnosis CA bronchus 
probable [no histology] Diag based on CXR. PMH 95 L VF + AF 95 Digoxin 
toxicity 97 TIA. Admitted 6.2.98 general deterioration CXR? Ca Bronchus. 
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Well defined 0 lesion. Exam: sleepy but responsive answers appropriately. 
States that she is frightened but doesn't know why. Says she has forgotten 
things. Not possible to elicit what she can't remember. Low MTS" and "Feels in 
general tired and very thirsty. Plan encourage oral fluids, sic fluid overnight is 
tolerated continue antidepressants'~ 

The medical notes on 23rd February record diagnoses of depression, dementia, 
? Ca bronchus, ischaemic heart disease and congestive heart failure. On 25th 
February Or Lord records in the medical notes "confused and some agitation 
towards afternoon - evening try tds (three times daily) thioridazine, son in 
Gosport, transfer to Gosport 27/2, heminevrin pm nocte'. A further entry states 
'All other drugs stopped by Or Lord: 

Mrs Page was transferred to Dryad ward at Gosport War Memorial Hospital on 
27th February 1998. Or Barton writes in the medical notes "Transfer to Dryad 
ward continuing care, Diagnosis of Ca Bronchus on CXR on admission. 
Generally unwell off legs, not eating, bronchoscopy not done, catheterised, 
needs help with eating and drinking, needs hoisting, Barthel 0. Family seen 
and well aware of prognosis. Opiates commenced. I'm happy for nursing staff to 
confirm death". The nursing notes state she was admitted for 'palliative care: 
that she had a urinary catheter {inserted on 22"d February 1998) was 
incontinent of faeces, and was dependent for washing and dressing but could 
hold a beaker and pick up small amounts of food. Barthellndex was 2/20. The 
nursing action plan states 'encourage adequate fluid intake: On 28th February 
an entry in the medical notes by Or Laing {duty GP) record 'asked to see: 
confused. Feels 'lost' agitated esp. night/evening, not in pain, to give 
thioridazine 25mg tds regular, heminevrin noct. The nursing notes record she 
was very distressed and that she was administered thioridazine and Ora morph 
2.5ml. 

On 2"d March Or Barton records 'no improvement on major tranquillisers. I 
suggest adequate opioids to control fear and pain; Son to be seen by Or Lord 
today'. A subsequent entry by Or Lord on the same day states ' spitting out 
thioridazine, quieter on pm se diamorphine. Fentanyl patch started today. 
Agitated and calling out even when staff present (diagnoses) 1) Ca Bronchus 2) 
? Cerebral metastases. -et (continue) fentanyl patches.' A further entry by Or 
Lord that day records 'son seen. Concerned about deterioration today. 
Explained about agitation and that drowsiness was probably due in part to 
diamorphine. He accepts that his mother is dying and agrees we continue 
present plan of Mx (management)". 

On 2"d March the nursing notes record "commenced on Fentanyl25mcg this 
am. Very distressed this morning seen by Or Barton to have and diamorphine 
5mg ilm (intramuscular) same given 0810h by a syringe driver. A further entry 
the same day states "SIB Or Lord. Oiamorphine 5mg i/m given for syringe 
driver with diamorphine loaded''. On 3rd March a rapid deterioration in Mrs 
Page's condition is recorded 'Neck and left side of body rigid- right side rigid, 
At 1 050h diamorphine and midazolam were commenced by syringe driver. 
Death is recorded later that day at 2130h, 4 days following admission to Dyad 
ward. 
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6.9 The prescription charts (which are incompletely copied in notes made available e 
to me) indicate she received the following drugs during this admission Two 
doses of intramuscular diamorphine 5 mg were administered at 0800 and 
1500h (date not visible) 

28 Feb 1998 1300h thioridazine 25mg 
1620h oramorph 5mg 
2200h heminevrin 250mg in 5ml 

1 Mar 1998 0700h thioridazine 25 mg 
1300h thioridazine 25 mg 
2200h heminevrin 250mg 

2 Mar 1998 0700h thioridazine 25mg 
0800h fentanyl 25microg 

3 Mar 1998 1050h diamorphine 20mg/24hr, midazolam 20 mg/24hr 
by subcutaneous infusion 

On 271
h February Or Barton prescribed thioridazine 25mg (prn tds) and 

Ora morph (1 Omg/5ml) 4hrly prn. On 2"d March Or Barton prescribed fentanyl 
25microg patch (x3 days) to take as required (prn). On 3rd March Or Barton 
prescribed diamorphine 20-200mg/24hr, hyoscine 200-800ucg/24hr and 
midazolam 20-80mg/24hr by subcutaneous infusion. 
The notes do not indicate that the fentanyl patch was removed and I would 
assume this was continued when the diamorphine and .midazolam infusion was 
commenced. 

Opinion on patient management 

Leadership, roles, responsibilities and communication in respect of the 
clinicians involved 
6.10 Primary responsibility for the medical care of Mrs Page during her admission to 

Dryad Ward lay with Or Lord, as the consultant responsible for his care. She 
saw Mrs Page 2 days before her transfer to Dryad ward and two days following 
her admission, the day before she died. My understanding is that day-to-day 
medical care was the responsibility of the clinical assistant Or Barton and 
during out of hours period the on call doctor based at the Queen Alexander 
Hospital. Ward nursing staff were responsible for assessing and monitoring Mrs 
Page and informing medical staff of any significant deterioration. 

Accuracy of diagnosis and prognosis including risk assessments 
6.11 The assessment and management of Mrs Page at Alexandra Hospital was in 

my opinion competent and considered. From the information in the clinical 
notes I would agree with the diagnosis of probable carcinoma of bronchus. The 
decision to prescribe an antidepressant was in my opinion appropriate. Prior to 
transfer to Dryad ward she was not in pain but was transferred for palliative 
care. Although Mrs Page was clearly very dependent and unwell, it is not clear 
why Or Barton prescribed opiates to Mrs Page on admission to Dryad ward 
when there is no evidence she was in pain. I suspect the reason was to provide 
relief for Mrs Page's anxiety and agitation. This is a reasonable indication for 
opiates in the palliative care of a patient with known inoperable carcinoma. Mrs 
Page was noted to be severely dependent, Barthellndex 0, and in conjunction 
with a probable carcinoma of the bronchus the assessment that she required 
palliative care and was likely to die in the near future was appropriate. 

Evaluation of drugs prescribed and the administration regimens 
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6.12 The prescription of the major tranquilliser thioridazine for anxiety was 
reasonable and appropriate. The prescribing of the sedative/hypnotic drug 
heminevrin was similarly reasonable although potential problems of sedation 
from the combination need to be considered. Mrs Page was not in pain but I 
consider the prescription of ora morph on 281

h February to attempt to improve 
her distress was reasonable. By 2"d March Mrs Page remained very distressed 
despite prescription of Oramorph, thioridazine and heminevrin. Since the notes 
reported she was more settled following intramuscular diamorphine and she 
had been spitting out her oral medication, I would consider it appropriate to 
prescribe a transdermal fentanyl patch to provide continuing opioid drugs to 
Mrs Page. The lowest dose patch was administered but it would have been 
important to be aware of the potential for depression of respiration and/or 
conscious level that could occur. 

6.13 I do not understand why subcutaneous diamorphine and midazolam infusions 
were commenced on 3rd March when Mrs Page had deteriorated whilst on the 
fentanyl patch. There is no indication in the notes that Mrs Page was in pain or 
distressed. The notes describe her as having undergone a rapid deterioration, 
which could have been due to a number of different causes, including a stroke 
or an adverse effect of the fentanyl patch. In my opinion the prescription by Or 
Barton of subcutaneous diamorphine 20-200mg/24hr prn, hyoscine 200-
800microg/24hr and midazolam 20-80mg/24hr was poor practice and 
potentially very hazardous. I would judge it poor management to initially 
commence both diamorphine and midazolam in a frail elderly underweight 
patient such as Mrs Page who was already receiving transdermal fentanyl. 
would expect very clear reasons to support the use of the drugs to be recorded 
in the medical notes. The combination could result in profound respiratory 
depression and there are no symptoms recorded which suggest the 
administration of either drug was appropriate. 

Quality and sufficiency of the medical records 
6.14 The medical and nursing records relating to Mrs Page's admission to Dryad 

ward are in my view of adequate quality, although as stated above the reasons 
for the use of midazolam and diamorphine are not recorded in either the 
medical or nursing notes. 

Appropriateness and justification of the decisions that were made 
6.15 In my opinion the majority of management and prescribing decisions made by 

medical and nursing staff were appropriate. The exception is the prescription of 
diamorphine and midazolam on the day of Mrs Page's death. From the 
information I have seen in the notes it appears that Dr Barton may have 
commenced the diamorphine and midazolam infusion for non-specific reasons 
or for non-defined palliative reasons when it was judged she was likely to die in 
the near future. 

Recorded causes of death 
6.16 In the absence of a post-mortem the recorded cause of death is reasonable. 

Mrs Page had a probable carcinoma· of the bronchus and experienced a slow 
deterioration in her general health and functional abilities. lt is possible that Mrs 
Page died from drug induced respiratory depression. However Mrs Page was 
at high risk of dying from the effects of her probable carcinoma of the bronchus 
even if she had not received sedative and opiate drugs. Bronchopneumonia 
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can also occur as a complication of opiate and sedative induced respiratory 
depression but also in patients deteriorating from malignancy. In the absence 
of post-mortem, radiological data (chest Xray) or recordings of Mrs Page's 
respiratory rate I would consider the recorded cause of death was possible. 
The deterioration on between the 2"d March and 3rd March could have been 
secondary to the fentanyl patch she received but again could have occurred in 
the absence of receiving this drug. There are no accurate records of Mrs 
Page's respiratory rate but significant potentially fatal respiratory depression 
was likely to have resulted could have resulted from the combination of 
diamorphine, midazolam and fentanyl. 

Duty of care issues 
6.17 Medical and nursing staff on Dryad ward had a duty of care to deliver medical 

and nursing care, to monitor Mrs Page and to document the effects of drugs 
prescribed. In my opinion this duty of care was adequately met except during 
the last day of her life when the prescription of diamorphine and midazolam was 
poor practice and may have contributed to Mrs Wilkie's death. 

Summary 
6.18 Mrs Page was a frail elderly lady with probable carcinoma of the bronchus who 

had been deteriorating during the two weeks prior to admission to Dryad ward. 
In general I consider the medical and nursing care she received was 
appropriate and of adequate quality. However I cannot identify a reason for the 
prescription of subcutaneous diamorphine, midazolam and hyoscine by Dr 
Barton on the 3rd March. In my view this was an inappropriate, potentially 
hazardous prescription. I would consider it highly likely that Mrs Page 
experienced respiratory depression and profound depression of conscious level 
from the combination of these two drugs and fentanyl but I cannot exclude other 
causes for her deterioration and death at this time such as stroke or 
pneumonia. 
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7.1 My opinion on the five cases I have been asked to review at Gosport War 
Memorial Hospital must be considered in context. My understanding is that the 
five cases have been selected by Hampshire Police because of concerns 
expressed relating to the management of these patients. Therefore my 
comments should not be interpreted as an opinion on the quality of care in 
general at Gosport War Memorial Hospital or of the general quality of care by 
the clinicians involved. My comments also relate to a period 2-4 years ago and 
the current clinical practice at the hospital may be very different today. An 
opinion on the quality of care in general at the hospital or of the clinicians would 
require a systematic review of cases, selected at random or with pre-defined 
patient characteristics. Examination of selected cases is not an appropriate 
mechanism to comment on the general quality of care of an institution or 
individual practitioners. 

7.2 However having reviewed the five cases I would consider they raise a number 
of concerns that merit further examination by independent enquiry. Such 
enquiries could be made through further police interviews or perhaps more 
appropriately through mechanisms within the National Health Service, such as 
the Commission for Health Improvement, and professional medical and nursing 
bodies such as the General Medical Council or United Kingdom Central Council 
for Nursery, Midwifery and Health Visiting. 

7.3 My principle concerns relate to the following three areas of practice: 
prescription and administration of subcutaneous infusions of opiate and 
sedative drugs in patients with non-malignant disease, lack of training and 
appropriate medical supervision of decisions made by nursing staff, and the 
level of nursing and non-consultant medical skills on the wards in relation to the 
management of older people with rehabilitation needs. 

7.4 In all five cases subcutaneous infusions of diamorphine and in combination with 
sedative drugs were administered to older people who were mostly admitted for 
rehabilitation. One patient with carcinoma of the bronchus was admitted for 
palliative care. Although intravenous infusion of these drugs are used 
frequently in intensive care settings, very close monitoring of patients is 
undertaken to ensure respiratory depression does not occur. Subcutaneous 
infusion of these drugs is also used in palliative care, but the British National 
Formulary indicates this route should be used only when the patient is unable 
to take medicines by mouth, has malignant bowel obstruction or where the 
patient does not wish to take regular medication (Appendix 2). In only one case 
were these criteria clearly fulfilled i.e. in Mrs Page who was refusing to take oral 
medication. Opiate and sedative drugs used were frequently used at excessive 
doses and in combination with often no indication for dose escalation that took 
place. There was a failure by medical and nursing staff to recognise or respond 
to severe adverse effects of depressed respiratory function and conscious level 
that seemed to have occurred in all five patients. Nursing and medical staff 
appeared to have little knowledge of the adverse effects of these drugs in older 
people. 
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7.5 Review of the cases suggested that the decision to commence and increase e 
the dose of diamorphine and sedative drugs might have been made by nursing 
staff without appropriate consultation with medical staff. There is a possibility 
that prescriptions of subcutaneous infusions of diamorphine, midazolam and 
hyoscine may have been routinely written up for many older frail patients 
admitted to Daedalus and Dryad wards, which nurses then had the discretion to 
commence. This practice if present was highly inappropriate, hazardous to 
patients and suggests failure of the senior hospital medical and managerial staff 
to monitor and supervise care on the ward. Routine use of opiate and sedative 
drug infusions without clear indications for their use would raise concerns that a 
culture of "involuntary euthanasia" existed on the ward. Closer enquiry into the 
ward practice, philosophy and individual staffs understanding of these 
practices would be necessary to establish whether this was the case. Any 
problems may have been due to inadequate training in management of older 
patients. lt would be important to examine levels of staffing in relation to patient 
need during this period, as the failure to keep adequate nursing records could 
have resulted from under-staffing of the ward. Similarly there may have been 
inadequate senior medical staff input into the wards, and it would be important 
to examine this in detail, both in terms of weekly patient contact and in time 
available to lead practice development on the wards. My review of Or Lord's 
medical notes and her statement leads me to conclude she is a competent, 
thoughtful geriatrician who had a considerable clinical workload during the 
period the above cases took place. 

7.6 I consider the five cases raise serious concerns about the general management 
of older people admitted for rehabilitation on Daedalus and Dryad wards and 
that the level of skills of nursing and non-consultant medical staff, particularly Or 
Barton, were not adequate at the time these patients were admitted. 

7.7 Having reviewed the five cases presented to me by Hampshire Police, I 
consider they raise serious concerns about nursing and medical practice on 
Daedalus and Dryad wards at Gosport War Memorial Hospital. In my opinion a 
review of practice at the institution is necessary, if this has not already taken 
place. I would recommend that if criminal proceedings do not take place, that 
these cases are brought to the attention of the General Medical Council and 
United Kingdom Central Council for Nursery, Midwifery and Health Visiting, in 
relation to the professional competence of the medical and nursing staff, and 
the Commission for Health Improvement, in relation to the quality of service 
provided to older people in the Trust. 
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APPENDIX 1 

Pharmacology of Opiate and Sedative Drugs 

Morphine 
8.1 Morphine is a potent opiate analgesic considered by many to the 'drug of 

choice' for the control of acute pain (Therapeutic Drugs Dollery). 
Recommended starting dosage regimens for a fit adult of 70Kg are for 
intravenous bolus dosing 2.5mg every 5 min until analgesia achieved with 
monitoring of the duration of pain and dosing interval, or a loading dose of 5-
15mg over 30min than 2,5mg - 5mg every hour. A standard reference text 
recommends 'morphine doses should be reduced in elderly patients and titrated 
to provide optimal pain relief with minimal side effects'. Morphine can be used 
for sedation where sedation and pain relief are indicated, Dollery comments 'it 
should be noted that morphine is not indicated as a sedative drug for long-term 
use. Rather the use of morphine is indicated where the requirement for pain 
relief and sedation coexist such as in patients admitted to intensive care units 
and other high dependency areas, the morphine dose should be titrated to 
provide pain relief and an appropriate level of sedation. Frequently other 
pharmacological agents (e.g.: benzodiazepines) are added to this regimen to 
increase the level of sedation': 

8.2 Diamorphine 
8.3 

8.4 Fentanyl 
8.5 Fentanyl is a transdermal opioid analgesic available as a transdermal patch. 

The '25' patch releases 25microg/hr. 

8.6 The British National Formulary (copy of prescribing in palliative care attached 
Appendix 2) comments on the use of syringe drivers in prescribing in palliative 
care that drugs can usually be administered by mouth to control symptoms, and 
that indications for the parenteral route are: patient unable to take medicines by 
mouth, where there is malignant bowel obstruction, and where the patient does 
not wish to take regular medication by mouth, lt comments that staff using 
syringe drivers should be adequately trained and that incorrect use of syringe 
drivers is a common cause of drug errors. 

Heminevrin 

Midazolam 
8.1 Midazolam is a benzodiazepine sedative drug. lt is used as a hypnotic, 

preoperative medication, sedation for procedures such as dentistry and GO 
endoscopy, long-term sedation and induction of general anaesthesia. lot is not 
licensed for subcutaneous use, but is described in the British National 
Formulary prescribing in palliative care section as 'suitable for a very restless 
patient: it is given in a subcutaneous infusion dose of 20-1 OOmg/24 hrs. 

8.2 DA standard text describes the use of sedation with midazolam in the intensive 
care unit setting, and states, "sedation is most commonly met by a combination 
of a benzodiazepine and an opioid, and midazolam has generally replaced 
diazepam in this respect': lt goes on to state, "in critically ill patients, prolonged 
sedation may follow the use of midazolam infusions as a result of delayed 
administration". Potentially life threatening adverse effects are described, 
"Midazolam can cause dose-related CNS depression, respiratory and 
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cardiovascular depression. There is a wide variation in susceptibility to its 
effects, the elderly being particularly sensitive. Respiratory depression, 
respiratory arrest, hypotension and even death have been reported following its 
use usually during conscious sedation. The elderly are listed as a high-risk 
group; the elderly are particularly sensitive to midazolam. The dose should be 
reduced and the drug given slowly intravenously in a diluted form until the 
desired response is achieved. In drug interactions the following is stated. 
"midazolam will also potentiate the central depressant effects of opioids, 
barbituates, and other sedatives and anaesthetics, and profound and prolonged 
respiratory depression might result. 

Hyoscine 
8.4 The British National Formulary describes hyoscine hydrobromide as an 

antagonist (blocking drug) of acetylcholine. lt reduces salivary and respiratory 
secretions and provides a degree of amnesia, sedation and antiemesis 
(antinausea). IN some patients, especially the elderly, hyoscine may cause the 
central anticholinergic syndrome (excitement, ataxia, hallucinations, 
behavioural abnormalities, and drowsiness). The palliative care section 
describes it as being given in a subcutaneous infusion dose of 0.6-2.4mg/24 
hours. 

8.5 
Use of syringe drivers 
8.1 The BNF states 'oral medication is usually satisfactory unless there is severe 

nausea and vomiting, dysphagia, weakness, or coma in which case parenteral 
medication may be necessary. In the pain section it comments the non-opioid 
analgesics aspirin or paracetamol given regularly will often make the use of 
opioids unnecessary. An opioid such as codeine or dextropropoxyphene alone 
or in combination with a non-opioid analgesic at adequate dosage may be 
helpful in the control of moderate pain id non-opioids are not sufficient. If these 
preparations are not controlling the pain, morphine is the most useful opioid 
analgesic. Alternatives to morphine are hydromoprhine, oxycodone and 
transdermal fentanyl. In prescribing morphine it states 'morphine is given as an 
oral solution or as standard tablets every 4 hour, the initial dose depending 
largely on the patient's previous treatment. A dose of 5-1 Omg is enough to 
replace a weaker analgesic. If the first dose of morphine is no more effective 
than the previous analgesic it should be increased by 50% the aim being to 
choose the lowest dose which prevents pain. The dose should be adjusted 
with careful assessment of the pain and the use of adjuvant analgesics (such 
as NSAIDs) should also be considered. Although morphine in a dose of 5-10mg 
is usually adequate there should be no hesitation in increasing it stepwise 
according to response to 1 OOmg or occasionally up to 500mg or higher if 
necessary. The BNF comments on the parenteral route 'diamorphine is 
preferred for injection. The equivalent intramuscular or subcutaneous dose of 
diamorphine is approximately a third of the oral dose of morphine: 

8.2 In the chapter on pain relief in 'Drugs and the Older Person' Creme writes on 
the treatment of acute pain ' treat the underlying cause and give adequate pain 
relief. The nature of the painful condition, the response of the patient and the 
presence of comorbidity will dictate whether to start with a mild analgesic or to 
go immediately to a more potent drug. In order to avoid the situation that 
patients remain in pain, "starting low" must be followed by regular re-evaluation 
with, if necessary, frequent increases in drug dose. The usual method of 
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prescribing morphine for chronic pain is to start with standard oral morphine in 
a dose of 5-10mg every four hours. The dose should be halved in frail older 
people. 

Prescribing for the Elderly 
The British National Formulary states in Prescribing for the Elderly section "The 
ageing nervous system shows increased susceptibility to many commonly used 
drugs, such as opioid analgesics, benzodiazepines, antipsychotics and 
antiparkinsonian drugs, all of which must be used with caution". 
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Mr M. Hudspith 
General Medical Council 
178 Great Portland Street 
London Wl W 5JE 

Dear Mr Hudspith, 
M rs G ladys Richards 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 
; 
; 
; 
; 

Code A\ 
; 

~. 
' ; 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

28th May 2002 

As progress is being made with your enquires regarding the conduct of medical staff 
at the Gosport War Memorial Hospital I wish the following concerns to be put on 
record. 

When I approached the Gosport C.I.D. on 2 October 1998 I alleged a case of gross 
negligence manslaughter relating to the death of my mother, Mrs Gladys Richards. I 
quoted the points of law to be proved following Lord MacKay's ruling in 1995 
concerning the case of Adomako. At that time I had not seen the medical files. 

As you are aware the second investigation commencing in October 1999 revealed the 
contents of the files to me. I subsequently alleged a more serious situation as it 
appeared to me there was written indication of 'intent'. I am still of that opinion. The 
total disregard of Dr. Ian Reid's letter dated 5 August 1998 and the discharge letter 
from Haslar dated 10 August 1998 constitutes more than negligence. In addition the 
discharge note from Haslar dated 17 August 1998 indicates my mother was once more 
mobile. The medical files are now in your possession and you are aware of the grave 
issues raised. The P.C.A. upheld all my complaints relating to 'investigative failures' 
in the first investigation by Gosport C.I.D. I understand a similar situation has arisen 
relating to cases brought to the attention of police in 2001 and formal complaints have 
been lodged with the Chief Constable. 

I am aware of the boundaries set for the G.M.C. and cases are not referred to the 
criminal court. However the patterns set in my mother's case and apparently followed 
in approximately nine other cases (to date) are such that I feel very strongly they 
should be dealt with in a Court of Law. A recent remark in a conversation with a 
police officer "Juries do not like to convict Doctors" says something of the 
intelligence of the average jury and the explanation of the law by an unbiased judge -
let alone the Obiter Dicta by a Judge (Mars- Jones/Carr) (1986) 

c./ 
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I hope your legal panel will bear this in mind and make recommendations accordingly 
before deciding on a hearing only before the G.M.C. I understand that a hearing 
would be open to the public with press coverage and this could bar a case belng heard 
in the criminal court. ... · 

;-·-·-·-YQ!:!.r..s...~jp_~~.r~Jy ________________________________________________ _ 

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

Gillian. M. MacKenzie 

Copies: 
RT Hon David Blunkctt MP 
Paul Kernaghan Chief Constable 
Nigcl Watcrson MP Eastbourne · 
Peter Viggers MP Gosport 
Duncan Geer PCA 
Paul Close CPS London 
David Parry Treasury Counsel 
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Mr M HUDSPITH 
British Medical Council 
178 Great Portland Street 
London 
WIW 5JE 

Dear Mr HUDSPITH, 

WAR MEMORIAL HOSPITAL, GOSPORT 

GMC101057-1196 

; 
; 
; 
; 
; 

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

I Code A 
; 
; 
; 
; 
; 
; 
L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

28 June 2002 

( 

It has been brought to my attention that you arc involved in an investigation into various members of the medical 
staff at the above hospital in late 1998, and feel you should be aware of the untimely death of my step-father in 
September of that year whilst under its care. ifyou do not know already. 

My step-fhther was Arthur Denis Brian CUNNINGHAM. who was admitted into this hospital on 21 September 
with serious bed-sores. as outlined in various papers sent by me to the Hampshire Constabulary some considerable 
time ago. He died on 26 September, apparently from Bronchopneumonia. 

For my own peace of mind, I would like you to take account of Mr CUNNINGHAM's case along with the others, 
and I will be pleased to assist your enquiries in any way possible. To this end. I would be readily available for a 
personal interview in your office during most of July :md August, as I will be residing in London during that period. 

I look forward to hearing from you. 

Yours faithfully, 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

~-·-·code A i 
' ' i i 
i.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-= 

C R S FARTHING 
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Code A 

I J April 200.2 

Gent.~ Medica) CtlUDcil 
178 Great Portland Sired 
London 
VrlJW 5JE 

Mr Michacl Hudspith 

.• 

FORMAL COMPLAINT 

r :nn writing further to ouc recent telephone conversation with yourself regarding m_y 
mochcr AJice Wilkie~s treatment at the Gosport War Memorial Hospital in AugtL~ 
-1~)8. 

.J, 

r am complc1ely di<;..~tioe;ficd with the sub-standard care that my mother received and 
her subsequent death on 21 August 1998. To ~mnUlUirise briefl_y the C\l:llts which took 
place. Ill}' molhc£ wa.oe; taken from Addcnbrooke Nursing Home on 31 July l9tJ8 to 
<,}.uecn Alcx.andra hospillll as a resull of a Urinary Trnct Infection. My mother stayed 
at Queen Alex.mdra for 6'\-e da}'S and appeared to be making good progress. 
Subsequently,. she was sent to the Gosport War Memorial H~-pital for assessment and 
rebabilitatiOIL 

At the GO!t-porl War Memorial Dl)' mother appeared increasingly si~·. weak and 
unwell. she couldo. ~, stand (ll( walk unaided When I c]UCri.ed this '"'ith the ward sister I 
wa-o; simply told "'):"cs,. she was deteriorating". I was given no explanation as to why or 
what actions were being takm to help her. Ju-o;t a few days later. I was called into 
Pbillip Beur S offtce and \"\'US ad\i-o;cd that my mother Wll.<; dying and 1here was 
nothing that the hospital could do to help her. I thought this wa.<; strange at the time 
and was at not poiol given any explanation as to why this deteriorntion had taken 
place and why nothing could be done. I told Phillip Heed that I did not \\.'ish for my 
molb.er to ~utler but that was the depth of our conversation at this time. There was no 
explanation of what. actioos would be taken with my mother and her care. 

Whilst. vi~ing on August 2flh I noticed that my mother appeared to be in pain. When 
l mentioned 1his to 1he mm;ing staff they were dismissive and said that they could see 
no evidence of this. [bad to ask nvice and waited for over an hour before Pbillip Seed 
came to see me. He did not examine m)' mother at tltis stage and did nothing to 
aSttrtain the level of pain she was in,. but he did say he would arrange for some pain 
relief that wookl make hec sleepy. I left the hospital at 13.55 and at this point nothing 
1wd been done to alleviate my mofuers discomfort despite the fact that her notes ~1ate 
that. she was placed on a ~.,-ringe driver at l3 :50. I had not left the hospital at thi<; time 
so where ha.-; this disaepaocy come from'! I telephoned my daughter as l wa.-; very 
coocemcd about my mother and aski:d her to go to the Gosport War Memorial to find 
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out \\bat was ba~ \VI101 m~' daughter arrived, the DUI'Se said to her in a \ety 

rude ID8Ill1a" ')"UlD" mother~ to think that your grandnullber i.; in pain". By lhc 
time 1 rdumed to lhe hospibl1 at ei~t o ~clock that evenin~ my nxltha- had OOc'J1 
placed c.lll a syringe dri\U ac.hninistering Diamorphine drugs into ha- system. She \\1'.'5. 

ttllally unetl0Sciot6 and DC\\.T repined it She died the ne:\1 e\'Ciling. 

1 ba\<-e many qucstic.ms that hone new.r been answered regarding this. Why was my 
Dkllbes- placed c.lll Diamc.wphine \la a syringe drh-er. when c.lnly that aftemoon, the 
nur.;in@. slaft" appean...J unaware and unetlllccmed that she was in any pain"! Why were 
c.llhcr ~ not lril'd first to relie\ -e her discomf'C.lrt and why was the Diamc.vphine 
administered .in 30mg quantities"! 1 belie\-e that 5 to I 0 mg 's would be a normal 
dosage. 1 cannc.lt undenotand \\by Diamorphine was used when lkl c.llhcr drug.s bad 
bcco tried first Why \\3S no in\"t."Stigatic.lll done to find out where my mc.llheno pain 
was and the cause of it 1 s~ that it could ba\'C been a simple problem that etJUld 
ha\-e hl"CD r~ohw '"1tb less :st.'"\~ p:Un relict: 

Also. early on the mc.wning of lhe 21 $f August a Lady came to my mutber.; bedside and 
JDc!rely stated "'anytime mlw .... before walking away. 1 recognised the lady as Dr 
Bartc.lll. She \\as \U'J" lD1C3ring,. rude and abrupt and did not bother to explain to 
my~lf c.w my daughtas .. ".itba- \\ho she was or what the current situatic.lll was 
reop.rding my mc.lllk."'". This is unacceptable and unprotessional on the put c.lfDr 
Barton. 

[ was pasuadcd to go home f()(" some food and a cbange of clothes late in the 
afternoon of the 21""'. [expressed my concem about leaving her to Phillip Beed as [ 
did not wish for her to be alone. [\\!as as.-mred by Bced that should 311}' change take 
place he would ooolad. us immediately. Howe\7er. when I returned a short while later 
Pbillip Seed entered my molhcrs room in front of u~ and told us that she bad just died. 
Howe'\tt, ( do ool beli~"C that she died upon our return, but I bcli~~e tbat sbe died 
alone and bad not been monitored in our absence. Phillip Seed told us that my mother 
bad waited until she heard our ,·oices before passing away, however, it was quite 
obvious that s1Je bad died much earlier than this. My mothers records slate that her 
daughter and @lCIIJddnughl.er were pn:seoL at time of death, this is disputed by us and 
we know 1his was not the case. 

l have DO\"\' recei.'fed my mother"s medical file and am m().')"t distressed by it. The file 
itself appears to be incomplete and the details contained within it are sadly lacking to 
say the least. One of my main concerns is tlmt in this file, there i~ a note from Pbillip 
Seed ~1ating 1hat [bad agm:d for my mother to be placed on a syringe driver. [can 
categorically ten you that 1bis ·aneged· conversation never took. place. Also. there 
appears to be a mix up on the recoo:Js of my mother and another patient Mrs Gladys 
Ricbatds. A DCJI.e stating that. my mother was given Oramorph was crossed out. \"\-ith a 
note saying that this was written in error on the wrong notes. Also,. the time of death 
on my mothers files says 18:30 and 21:20. How can she die twice? A.tler speaking 
with Gladys Ridmds daughter she has oonfumed that 21:20 i~ the time her mother 
passed away. This is gross incompetence on the part of the hospital and [wonder 
whether my motha- was gi\1:111hese drugs in error or whether it was ooly written on 
her notes in error. The notes themselves are incomplete and there are whole days 
when nothing is written on them and there is no record of what. if anything. she was 
given to eat O£ drink. l would expect. that if she had a lJTL was catheterised and 
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ddlydnltt.-d lhm there should be a ntlte oflxlth her intake and her urinary output This 
was d<W1C at Qut."U1 Alexandra hut dtlCS not appear to he dorie at the Gospmt War 
Mmxlrial , 

~. 

I would also hl."'e to .know \\by my motba-s notes state DNR on lhml without this 
being discus..-;cd with m~1:df and also why her place at Addenhmoke \\US gi\"eel up 
without my .knowledge.. After all the mlte from Queen Alexandra said lbat she wa..~ 
merely entmng the War Mc!moriaJ for rehab and assessment, .she did JKX go there to 
die!!! 

I am not piqm"Cd to let this matrer lie. I belie\-e that my mother died 3$ a direct m\ult 
ofnegli2-cnce , ... the put ofthebt'b-pilal and the administering ofDiamorphine drugs 
which \vcre nc.x necessary. The death certificate states she died of Pneumonia hut she 
shc.l\\o'OO no S}nJptoms of this bcfi.Jre dying and we were at no point adl-iscd of this 
condition. I am ntll happy lhat this case i-; being let\ and am pt..~J"Suinp. the matter with 
the Police furtbt....- as I belie\~ that criminal acts ha'\-e taken place. I will not n."St Wltil 
appmpriale action has bca1 blkcn against Dr Barton and Phillip BeOO.. 

I look lllrnmd to .bearing ln101 you StlOIL 

Yours sincerely 

Mrs M Jackson 

~--··c·od_e_ A 1 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

CC: Chic:fCc.lmilable Kcmagban- Hampshire Constabulary 
Peter Vi~a'S MP 
I~n-id Blum.:ett MP 
lain Duncan Smith MP 
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L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

18th May 2002 

The General Medical Council 
178 Great Portland Street 
London 
WIW 5JE 

Dear Sir, 

I 
# 

Ct)PY LE1~T-ER 

Regarding tile deatll of n1y Father Robert Caldwe/1 Wilson at tile Gosport 
War Memorial Hospital on 18th October 1998. 

( 

I wish to make a formal complaint against Or Jane Barton and who were I 
believe, responsible for my fathers care, administration of drugs and his death. 

My father's death has been investigated by Hampshire police and by two medical experts, the 
information of their findings is in a secret .• ~eport now held by Hampshire police. 

I wish to be kept fully informed with regards this complaint and the eventual outcome. 

If I can be of any further help please do not hesitate to contact me. 

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

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· I 

\Code A\ 
i i 
i i 

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

lain Wilson. 
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Frid<1y 17th May 2002 

The Director 
Mr Mike Hudspith 
11te General Medical Council 
173 Great Portland Street 
London 
W\W SJE 

Dear Mr Hudspith 

Tcl: Home 
Work 

RE: GOSPORT WAR i\\Ei\IORIAL- DEATII OF i\lrs E I PAGE 

Code A 

I wish to make a formal complaint against two doctors working at The Gosport War Memorial in 
Gosport, llampshire, during the time that my mother was in their care. Th.: doctors conc.:rn.:d ar.: 
••••• :llld .J:111e A BARTON (GP Code No. 3357406) 

My mother was admilled from Queelt Aiexandra 's I lospital, Portsmouth on 27'11 Feb 1998 and died the 
evening or the 3'J or March 1998. . . 

The events le;tding up and including h.:r death wer.: inv.:stigated in a serious crimes investigation 
carried out by The Major Incident Compkx, Portsmouth. Iter case was serious enough to be sent to 
medical experts for opinion, I believe this report substantiates concern in her tn:atment. I also believe 
you have :1 copy and am aware or this case. 

1t is important to note that! was first made aware that there was concern in the treatment of elderly 
patients during 1998, when Mrs Gillian MacKenzies's case made local press news. At that time I 
wrote a lcller to the police stating that I had co111.:ern relating to my mother, this was on the 9111 April 
200 I. I was told that my mother's case would be investigated. I heard nothing until the 13 February 
2002. At that time I was invited with other concerned relatives to a meeting with the head of the 
enquiry team who explained the events of the il~vestigation and the reasons as to why no further action 
would be taken. At this meeting I lirst learnt that my mother's case was one of four cases investigated 
and expert opinions sought. I was also told at this meeting that these reports would be available to me. 
This promise was rescinded, and I was told later that Court Orders would be required, and this may 
well be refused. 

I subsequently obtained my mothers notes and after perusal with a professional opinion, I found several 
grave areas of concern. I now understand from Mrs Ann Reeves (another unhappy relative) that these 
police reports were sent to you and you have/are investigating further. 

I am annoyed that throughout this time I have been kept in the dark by the police as to any 
investigation made, and the investigating officers decision to take no further action, anrl his subsequent 
withdraw of the offer to release the medical opinions. I am presently making a formal complaint to 
The ChicfConstable, Hampshire Police. 

I trust you are able to assist me in this very serious matter. 

,._.Yo.ur.~ . .t.rJJ.lu.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

l_no-;n~P~~-~--~-----~ 
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(CJ Act 1967, s.9; MC Act 1980, ss.5A(3) (a) and 58; MC Rules 1981, r.70) 

Statement of: Lesley Frances LACK 

Age if under 18 : Over 18yrs (if over 18 insert 'over 18 ') 

Occupation : Retired 

Tiais statement (consisting of -~0 pages e:tch 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. 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
! i 

Signature: I Code A I Dated the 3i . Jr...:L.o~r.:.__:,j ;:G~ ~ 
------i!·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-··J_; ----------------------

I am the natural daughter of Gladys Mable RICHARDS (Nee BEECH) who was born on the 13th 
April1907. 

My mother died on the 21 51 August 1998 whilst she was an admitted patient at the Gosport War 
Memorial Hospital. 

1 am a retired Registered General Nurse (RGN). I retired during 1996 after 41 years, 
continuously, in the nursing profession. For 25 years, prior to my retirement, I was involved in the 
care of elderly people. For 20 years, prior to my retirement, I held supervisory and managerial 
positions in this particular field of nursing. 

My mother was a resident in two nursing homes from 1991 or thereabouts. The first was located in 
the Basingstoke area and the most recent was the 'Glen Heathers' Nursing and Residential 
Home, Milvil Road, Lee on Solent, Hampshire. My mother spent approximately four years at the 
..31en Heathers' Home. On admission to Glen Heathers my mother was ambulant - able to go up 

and down stairs and walk well. 

She was generally well, physically, but had the onset of dementia and became increasingly 
forgetful. At the beginning of 1998 my mother's dementia was becoming more marked and she 
had become less able physically. She was inclined to wander and following a change in her 
medication began to have falls. 

However, despite this my mother was able to stand, walk and attend the toilet. I used to take her 
out for trips in my car. Her last visit to my home occurred during Christmas 1997. 

My mother left the 'Glen Heathers' Home on the 29th July 1998 and was admitted to the Haslar 
Hospital, Gosport. • 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
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Signed: L. F. LACK 
• 
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R. J. BURT Detective Chief 
Inspector 7410 



. (' 
/ . 

.. ( 

~ 
I 

HAJ\'IPSHIRE CONSTABULARY 

WITNESS STATEI\'IENT 
(CJ Act 1967, s.9; MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 1981, r.70) 

GMC101057-1203 

:VlGllA(D(cont.) 

Page No.: 2 

Continuation of Statement of: Lesley Frances LACK 

My mother had suffered a fall, at the Home, at approximately 1450 hours during the afternoon of 
that day. She was eventually taken to Haslar Hospital, by ambulance, at approximately 2100 
hours that evening where she was diagnosed as having broken a neck of femur on her right side. 

Whilst it may not have a direct bearing on my main concerns surrounding my mother's death, 
which I will describe later in this statement, I would like to point out that I did have serious 
reservations as regards the standard of care which my mother was receiving whilst residing at the 
'Glen Heathers' Home. 

In f~ct, following my mother's admission to the Haslar Hospital on the 291
h July 1998, 1 had 

decided that, if and when my mother recovered, she would not be returning to the 'Glen Heathers' 
Home. 

I was asked by the Social Services Department why I had made this decision and, in response, 1 
prepared and provided a hand-written account describing what I considered to be a catalogue of 
unacceptable events which had led me to conclude that the level of care which my mother was 
receiving at the 'Glen Heathers' Home was no longer acceptable to me. 

The hand-written account was prepared, by me, during August 1998 and I consider that it 
represented a truthful statement which dealt with various events and circumstances which I had 
observed or had become aware of during the months which preceded my mother's admission to 
the Haslar Hospital. 

I will not, for the purposes of this statement, refer in detail to the matters described in that account 
~ut I will, by way of introducing the events which followed, make some brief references, drawing 
on my personal recollections and my notes, to my involvement in the events leading to my 
mother's admission to the Haslar Hospital on Wednesday the 29th July 1998. 

I was a frequent and regular visitor to the 'Glen Heathers' Home whilst my mother was residing 
there and I played an active role in helping her in her daily routines. My visits were generally 
daily in the last 8 months of her life. 

I recall that I was unable to get to the 'Glen Heathers' Home at lunchtime on Wednesday the 291
h 

July 1998. I telephoned the Home to inform them that I would be going there later in the 
afternoon. 

When I arrived, at approximately 1550 hours, I saw that my mother was lying in an armchair. She 
appeared to have an anxious expression on her face. I asked a care assistant to help me to move 
my mother into a more comfortable sitting position which, together, we tried to do but, as a result, 

my mother screamed f-l:l!_i_~·-P-~.!1!~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i ~-·-·c-O.(ie-·-·A-·-·1 1 0 7 
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Signed : L. F. LAC.x·-·-·-·-·-·-·-T~~;;;~r-·-·-·-·-·-·-·-·-·-s1'gnature witnessed by : R. J. BURT Detective Chief 
Inspector 7410 
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Continuation of Statement of: Lesley Frances LACK 

I saw John PERKINS, an RGN and the Home's Matron/Manager, and I asked him if there was 
anything wrong with my mother which might account for her pain. He told me that she was fine. 

I clearly knew that this could not be the case but I was not in a position to do anything. more at 
that time. I had to leave the Home at 1615 hours in order to meet a flight at Southampton Airport. 
I said that I would return later. 

I arrived home, from the Airport, at approximately 1810 hours. I found a message on my 
telephone answer machine, timed at 1528 hours, from a woman I knew as Margaret who was an 
RG~ who worked at the Home. Margaret stated that my mother had experienced a fall earlier 
and; whilst she was alright, she was a bit noisy and upset. Margaret asked if I could attend the 
Home, before teatime, and sit with her, to calm her down. 

I immediately telephoned the Home, at approximately 1815 hours, and spoke to John PERKJNS. I 
told him about the message from Margaret and pointed out that I had seen him, at the Home, 
after the message had been left on my answer machine. 

John PERKINS agreed that this was the case but stated that when he had spoken to me he was 
not aware of my mother's fall. He stated that he had learned about it during the 1800 hours 'hand 
over' process when Margaret had gone off duty. 

I asked John about my mother's current condition and he said that she was OK. I told John that I 
would call again later. I had to go out in the meantime. 

I returned home at approximately 2030 hours. I found three messages from the Home on my 
telephone answer machine: 

1) 2008 hours - from John PERKINS - stating that my mother was quite agitated and noisy 
and inviting me to attend and sit with her. 

2) 2029 hours - stating that my mother was calling as if she may be in pain. She had been put 
to bed and consideration was being given to calling a doctor. 

3) 2030 hours (approximately) - from a woman named Sue, a member of the night staff -
stating that she was sorry but she was sure that my mother had a fractured femur. She 
went on to state that when she had started work she had been told, by John, to see my 
mother who had been shouting for ages. Sue stated that when she did so the injury 
appeared obvious and, as a result, she had called an amb~lance. 
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Signed: 
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L. F. LAC~---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·jignature witnessed by : R. J. BURT Detective Chief 
Inspector 7410 
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Continuation of Statement of: Lesley Frances LACK 

I telephoned the Home and advised the staff that I would meet the ambulance at the Haslar 
Hospital. · 

On admission to the Haslar Hospital my mother was 'x' rayed and the diagnosis was confirmed. 
Furthermore, it was observed that the injury was consistent with my mother having been· 'walked' 
after the fall had occurred. There was a shortening of the limb and an external rotation of the right 
foot. My mother was extremely upset and was crying and wailing in fear. 
I subsequently sought a full explanation from the 'Glen Heathers' Home about the events which 
occurred on the 29th July 1998. As a result I saw a woman named Pauline, an RGN and 
consultant/advisor to the Home. 

Pauline read to me from several statements which had been obtained from members of staff at 
the Home. I was not given copies. 

During this process I was advised that my mother had fallen at 1450 hours in the dining room. 

The statements read to me, by Pauline, indicated that my mother had been walked to the lounge, 
at some time after the fall had occurred, and, at some time thereafter, walked to the bedroom 
from the lounge. 

The statements confirmed the following key points: 

1) The fall had occurred at 1450 hours. 

2) The serious injury which had apparently been sustained during this fall was not 
identified or even suspected by the staff despite my mother clearly showing signs of 
being in considerable and sustained pain. 

3) My mother was walked on two occasions after apparently sustaining the injury which 
appears to have seriously aggravated her condition. 

4) A doctor was not called to the Home. 

5) My mother's condition was not effectively identified until a member of the night staff 
correctly diagnosed the likely cause of her severe discomfort and pain at or about 2030 

-----h~:--:o-u--,-rs-w'Fien an am5ulance was calleatolne Rome anasne was-taRen ta-ttle Rasla-r -
Hospital. 
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Continuation of Statement of: Lesley Frances LACK 

1 can produce a copy of the hand-written notes ~hich I prepared. These notes have attached to 
them a Hampshire Constabulary exhibit label which I have signed and which bears the reference 
LFU1. 

Following her admission to the Haslar Hospital, at approximately 2100 hours on Wednesday the 
29th July 1998, my mother underwent a surgical operation. This was carried out during the 
following day, Thursday the 30th· July 1998, following a discussion with the consultant who 
thought my mother should be given the chance to remain ambulant. 

My !110ther received a replacement hip, on her right side, and remained in the Haslar Hospital for 
a further eleven days until Tuesday the 11th August 1998. · 

I visited my mother every day during this period and, in my view, when taking into account the 
serious injury which she had sustained and the trauma she had suffered, my mother appeared to 
make a good recovery during this period. 

Prior to her discharge, and transfer to the Gosport War Memorial Hospital, my mother was 
responding to physiotherapy, able to walk a short distance with the aid of a zimmer frame and no 
longer required a catheter. Her medication had been reduced and she was able to recognise 
family members and make comments to us which m·ade sense. 

She was, with encouragement, eating and drinking naturally and as a result the drips, which had 
facilitated the provision of nourishment after the operation, had been removed. 

Significantly, my mother was no longer in need of pain relief. lt was quite apparent, to me, that 
she was free of pain. 

Such was the extent of my· mother's recovery that it was considered appropriate to discharge her 
and transfer her to the Gosport War Memorial Hospital where she was admitted to Daedalus 
Ward on Tuesday the 11th August 1998. This was the first occasion ·that my mother had been 
admitted to this particular hospital. 

I will now deal with the matters which arose during the following ten days culminating in my 
mother's death on Friday the 21 51 August 1998. 

In doing so I will draw upon my personal recollections and also refer to a further set of hand­
written notes which I prepared, whilst sitting at my mothers bedside, while she was still alive with 
my sister Gillian MACKENZIE, as I was unhappy with the events that had befallen my mother. 

~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 
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Continuation of Statement of: Lesley Frances LACK 

I telephoned the Complaints Department at Po~smouth Health Care Trust on Wednesday 191h 
August from Oaedulus ward and spoke· to Lesley HUMPHREY in depth. Having listened, she 
advised me that everything must be in writing. I continued adding to my notes - hence the use of 
different pens. I prepared these notes on the advice of Lesley HUMPHREY, the Quality Manager 
for the Portsmouth Health Care Trust, to whom I expressed my serious concerns about the care 
and treatment given to my mother by staff at the Gosport War Memorial Hospital. 

The hand-written notes, a copy of which I passed to Lesley HUMPHREY, are in the fonn of a 
basic chronology and I incorporated within them a series of questions which focused on particular 
are~s of concern in respect of which I sought an explanation or clarification from the hospital 
authorities. Following presentation of my notes we were visited on the ward by Mrs Sue 
HUTCHINGS on 20.8.98. 

I produce the original hand-written notes which I prepared comprising of 5 numbered pages. 
These notes have attached to them a Hampshire Constabulary exhibit label which I have signed 
and which bears the reference LFU2. 

I am in possession of a further page of notes, in my hand-writing, which I prepared at the time. I 
cannot now recall whether this additional page was copied to Mrs HUMPHREY with the other 
pages. This single page has attached to it a Hampshire Constabulary Exhibit Label bearing the 
reference LFU2A which I have signed. 

Many of the events and occasions I refer to in this statement took place in the presence of my 
sister Gillian Mackenzie. The addition to the notes were made when my sister and I read them 
::>rior to passing them to Lesley HUMPHREY as requested. Gillian remained at the hospital with 
me from 18th to 21st August 1998 inclusive, either of us leaving for very short periods only. 

I visited my mother the day of her admission and discussed her present condition with the staff 
and on the following day after her admission to the Gosport War Memorial Hospital, namely 
Wednesday the 12th August 1998, I was rather surprised to discover that I could not rouse her. 
As she was unrousable she could not take nourishment or be kept hydrated. 

I enquired among the staff and I was told that my mother had been given the morphine based 
drug 'Oramorph' for pain. This also surprised me. When my mother had been discharged from the 
Haslar Hospital, the day before, she had not required pain relief for several days. 

I was distressed to observe my mother's deteriorated condition which' significantly contrasted with 
the level of recovery which had been achieved following treatment at the Haslar Hospital during 
the period after the surgical operation to replace her hip. r························································ 
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I was told that my mother had been calling ou~. showing signs of being anxious, and it was 
believed that she was suffering pain. They did not investigate a possible cause. I consider it likely 
that she was in need of the toilet. 

I became concerned that perhaps the staff at the Gosport War Memorial Hospital may have 
misinterpreted my mother's anxio~s and occasionally noisy behaviour. She had been showing 
signs of dementia for some time, prior to her admission to the Haslar Hospital, and she was prone 
to becoming very anxious at times particularly when she wanted to use the toilet. · 

On~ of the consequences of being rendered unrousable, by the effects of 'Oramorph, was that no 
fluids could be given to my mother and this, together with the abandonment of other forms of 
rehabilitation, would have served to inhibit or prevent the recovery process which had begun prior 
to her admission to the Gosport War Memorial Hospital. 

I would like to clarify an important concern I felt at this stage. 

I believed that it was possible, having regard to the level of recovery which my mother had 
achieved upon being discharged from the Haslar Hospital the day before, that her reported 
behaviour could have been wrongly attributed to the presence of pain as opposed to other 
possible causes, such as anxiety, which could have been addressed naturally or by the use of 
alternative and milder forms of medication. I believe that the possible misinterpretation of my 
mother's behaviour is a particularly significant factor in this case. 

In the circumstances which I have just described I consider that it is possible that my mother's 
signs of anxiety could have been misinterpreted for pain whereas, subsequently, it appears likely 
that the fact that my mother, after having fallen, and was clearly showing signs of being in pain, 
these signs were either ignored or dismissed as being the result of her dementia. 

During the following day, Thursday the 131
h August 1998, I received a telephone call, at 

approximately 1400 hours, from my daughter, Karen READ, who is a qualified nurse. As a result J 

went to the Gosport War Memorial Hospital to see my mother. 

I arrived at the Gosport War Memorial Hospital at approximately 1545 - 1600 hours. I immediately 
saw that my mother appeared to be uncomfortable and in pain. She had an anxious expression, 
was weeping and was calling out. She was sitting in a chair and appeared grossly 
uncomfortable. 

I spoke to several trained and untrained members of staff expressing my concern over my 
mother's condition. I was told that there was nothing wrong and that her behaviour was the result 
of her dementia. I waspnt..satis.fi@.r.Lwith._thi~--~planation and I was conV:inc.~_cuh:::!.LO'l.\.'--.r.r.I.Otb..a..,_ ..... ~s 
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Later, at approximately 1630 - 1700 hours, a care assistant came into my mother's room. She told 
me that my mother had fallen from a chair earlier that day. 

I immediately enquired if my mother had been examined by a doctor but the care assistant did not 
know. I also asked if my mother could be x-rayed but I do not recall receiving a response to this 
request. I was able to give my mother a fruit drink which I had brought with me and she drank it 
readily. The whole glass. 

A little later I saw an RGN who was doing the medicine round at approximately 1730 - 1800 
hOl:J.fS. I was, at this time, feeding my mother by tea spooning her with some soup. My mother was 
quiet then. 

The RGN asked me, " Do you think your mother is in pain?" In reply I expressed the view, "Not at 
the moment while I'm feeding her." I was rather taken aback by the RGN's rather curt reply, "Well 
you said she was in pain". I replied, "Yes, she has been very uncomfortable since I got here. Do 
you think she has done some damage?" The RGN replied, "No, she only fell on her bottom from 
her chair". I was shocked by this seemingly casual and insensitive remark- when this accident 
could very easily have caused damage and had not been checked. 

I remained with my mother until approximately 1945 hours that evening (Thursday the 13th August 
1998). After I had fed her she once again became distressed and showed signs of being in 
considerable pain. She remained in this condition, throughout, until my departure. I left very 
distressed as my mother was crying out and I could do nothing for her. 

After I arrived home I received a telephone call from Daedalus Ward at the Gosport War 
Memorial Hospital. The caller stated that, "When we put your mother to bed she was in great pain 
and she may have 'done something'. The doctor feels it's too late to. send her to Haslar and our x­
ray unit is closed. We will give her 'Oramorph' for the night to keep her pain free and x-ray her in 
the morning". 

I was becoming extremely concerned about what was happening to my mother. 

lt appeared, to me, at that time, that my mother had suffered a potentially serious fall at some 
time prior to my daughter's telephone call, to me, at approximately 1400 hours. I have, earlier in 
this account, referred to conversations which I had, during the afternoon and early evening, with 
two members of staff who both knew about, and referred to, the fall. 

Despite the fact that my elderly mother ~as known to have suffered a fall, so soon after a hip 
operation, and then so clearly showed signs of anxiety, discomfort and 2ain, the reason was not 

properly explored and t~ll,_()~_~cJ_, _______________ l 
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Continuation of Statement of: Lesley Frances LACK 

This, in fact, resulted in what I believe was an avoidable delay of eight hours, in the first instance, 
before it was acknowledged, at approximately 2130 hours, that my mother, "may have done 
something". 

I reiterate that I was, at that time, advised that the proper facilities (x-ray· unit) for diagnosing my 
mother's condition, at the Gosport War Memorial Hospital, "were closed" and that the doctor, 
"feels it is too late to send her to Haslar". 

Instead, my mother was given 'Oramorph' for pain relief and remained, effectively untreated, at 
the Gosport War Memorial Hospital overnight. 

I strongly believe that the failure, on the part of the staff at the Gosport War Memorial Hospital, to 
properly and promptly take steps to accurately diagnose my mother's condition, on Thursday the 
13th August 1998, and immediately initiate action to effectively deal with the cause by seeking a 
transfer to the Haslar Hospital where treatment was available, represE?nted an example of a 
pattern of omission and failure which, ultimately, contributed in her death. 

The following morning, Friday the 14th August 1998, I went to the Gosport War Memorial Hospital. 
I arrived as my mother was being taken, on a trolley, to the x-ray department. She was still deeply 
under the effects of the 'Oramorph' drug. I accompanied my mother whilst she underwent the x­
ray process the associated movements of which caused her great pain. 

When the x-ray process was completed we returned to my mother's ward and I was called into an 
office by Philip, the Ward Manager, where I also saw Or BARTON. I was told, "Your worst fears of 
!ast night appear to be true, we have rung Haslar and they have accepted her back". 

My mother was admitted to the Haslar Hospital, for the second time, during the late morning of 
Friday the 141h August 1998. I accompanied my mother and she was expected. The eonsultant 
was called and he saw my mother in the Casualty Department immediately. 

The Consultant showed me the x-rays and the position of my mother's limb, something else which 
I had observed, the day before, at the Gosport War Memorial Hospital. 

My mother's right hip, which had been the subject of a surgical 'replacement' operation 14 days 
previously, had become dislocated from its socket. Within one hour of being admitted my mother 
underwent a successful surgical operation to manipulate the hip back into the socket. 

, 

This did, indeed, corJfirm my fears about the care my mother had received. She had fallen, whilst 
at the Go sport War. Memorial Hospital, and it had taken almost 24. .. hours. . ..to ... secure ... eff.ective 
treatment. r--c-o-tie--A-1- . 
Signed: L. F. LACL.·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·.Signature witnessed by : 

j Code A ~.14 
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i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

R. J. HURT Detective Chief 
Inspector 7410 
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I remained at the hospital until approximately 1 Opm. 
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My mother did not regain consciousness until approximately 0100 hours on Saturday the 15th 
August 1998 due to the amount of analgesia required for the procedure. I telephoned the ward at 
thfs time as I was anxious. The night staff told me she had just regained consciousness. 
She was the catheterised so that there was no need to use a slipper pan. She had a drip as she 
had been given nil by mouth since before the x-ray procedure carried out on Friday the 14th 
August 1998. 

She remained pain free, in a full length leg splint. The Consultant showed me that both legs were 
level and straight. No analgesia was required and she was able to use a commode for the toilet 
with weight bare for transfer. My mother began to eat and drink and the drip was removed. Her 
fluid balance was acceptable. I visited daily. 

Such was my mother's progress that during the following day, Sunday the 161
h August 1998, she 

became easily manageable. 

The issue I wish to highlight, at this point, is that when my mother's condition was correctly 
diagnosed and treated her pain and discomfort were removed and she recovered well. 

My mother was examined early on Monday the 1 ih August 1998 when a transfer back to the 
Gosport War Memorial Hospital was recommended. I contacted the Haslar Hospital by telephone 
at approximately 0830 hours as requested and was told that my mother would be transferred that 
morning. 

1 offered to attend the Haslar Hospital so that I could pack my mother's things and accompany her 
but I was told that there was, "No need, she is fine". 

1 arrived at the Gosport War Memorial Hospital at approximately 1045 hours with Gillian 
MACKENZIE and we were told that the ambulance, carrying my mother, was due at midday or 
thereabouts. 

We returned to the Gosport War Memorial Hospital at approximately 1215 hours. 

On entering through the swing doors to the ward 1. heard my mother screaming. When I arrived at 
my mother's room a care assistant said, "You try feeding her. I can't do it. She is screaming all 
the time". 

My mother had a staring anxious expression. She was gripin.g her rip.bL.tbiab ___ .aLthe_.siob.Lof.,the 
· I t" t" htl : c ~ ~ surglca opera IOn, IQ i .Y.·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i I 0 de A ! ;) 

i Code A :. . i ! 
Signed : L. F. LACk·-·-·-·-·-·-·-·-·-·-·-·.r-·-·-·-·-·-·-·-·-·-·-·-·Jignature witnessed by : &·-;[]iURt-·oetectlv·e-·C"hlef 

Inspector 7410 



I 

HAI\'IPSHIRE CONSTABULARY 

WITNESS ST A TEl\'IENT 
(CJ Act 1967, s.9; MC Act 1980, ss.5A(3) (a) and 58; MC Rules 1981, r.70) 

Continuation of Statement of: Lesley Fr:mces LACK 

GMC101057-1212 

c 
~lGllA(T)(cont.) 

Page No. : 11 

She uttered the words, "Do something, do something. The pain, the pain. Don't just stand there. I 
don't understand it. The pain, the pain, the pain.· Sharp, sharp. This is some adventure". Gillian 
MACKENZIE was present. 

An SRN came into the room because of the noise my mother was making. I removed the sheet 
covering my mother as she lay on her bed and pointed out the awful position she was in. She was 
lying awkwardly towards the left side and the hips were uneven. 

My mother was crying in pain and I said to the RGN, "Can we please move her." We moved her 
tog~ther with our arms together under her lower back and our other arms under her thighs. We 
placed her squarely on her buttocks and within minutes she had stopped screaming. 

I was concerned that my mother's position had not, apparently, been checked when she had 
been transferred from the ambulance. I was also concerned about the fact that, once again, the 
source of the pain had not, immediately, been sought. 

I left my sister, at the Gosport War Memorial Hospital, at around this time and I went to the Haslar 
Hospital. This would have been about lunchtime. 

I was so appalled at my mother's condition, discomfort and severe pain that I went to the ward in 
which she had been treated, E3, and enquired about her condition upon discharge earlier that 
morning. 

When I had, earlier that day, telephoned E3 ward and I had been further advised that my mother 
was eating, drinking, using a commode and able to stand if aided. The Consultant responsible for 
my mother was, I was told, happy that she could be sent back to the Gosport War Memorial 
Hospital. 

lt is, perhaps, worthwhile re-emphasising that this was the level of recovery my mother had 
achieved on the morning of Monday the 17th August 1998 prior to being discharged from the 
Haslar Hospital. Whilst she was an elderly and frail lady she was not suffering with a fatal illness. 
Her discharge notes from Haslar refer to her care for the next 4 weeks, to ensure her proaress 
was maintained. 

Upon leaving Haslar Hospital's E3 ward, after confirming the information I had earlier been given, 
I met the Doctor who had been present in the Casualty Theatre at the time of my mother's second 
operatfon ~hich took place on Friday the 14th August 1998. This Doctor had been with the 
Consultant when all the procedures were explained to me, upon my m~!.b_E?.C§ .. ?..9.!:D.i§§!9._Q.! .. ~b?..Lqay. 
The Doctor asked, "How's your mother?" ! C ! 

r--cod-e--A-l . ~--------~~-~--~--~ 
' ' 

Signed: L. F. LACt..: ..................... _ ............................ Jignature witnessed by: R. J. BURT Detective Chief 
Inspector 7 410 
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I explained the current position to him in detail. 1. told him that she was in severe pain since the 
transfer which had been undertaken a short time earlier. He said, "We've had no referral. Get 
them to refer her back. We'll see her. n 

I then returned to the Gosport War Memorial Hospital where I noted that the Charge ·Nurse 
Manager frequently checked my mother. He acknowledged my concern and the fact that my 
mother was obviously in pain. 
I asked for my mother to be x-rayed and enquired what had happened between my mother having 
left the Haslar Hospital and her arrival at the Gosport War Memorial Hospital. 

lt was acknowledged that "something" had happened. The Charge Nurse was concerned for my 
mother's pain and analgesia was given three times between her admission and 1800 hours. 

Phi lip, the Ward Manager, agreed that my mother needed an x-ray to establish if further damage 
had been done to the hip. 

The x-ray department refused to act upon forms of authority prepared and signed on behalf of the 
doctor who was unavailable. 

An appointment for x-ray was made for 1545 hours as the Doctor who had been called was 
expected at approximately 1515 hours. 

The Charge Nurse did all he could to expedite this, keeping me informed and constantly checking 
my mother's obvious severe pain. He administered pain relief in readiness for the x-ray 
procedure. He was courteous and attentive at all times. 

Or BARTON arrived and I left the room as requested whilst she examined my mother. She stated 
that whilst she did not think that there was further dislocation the x:-ray could go aheacf' A review 
would be conducted later when the result of the x-ray was known. 

I accompanied my mother to the x-ray department. My mother remained in pain despite the pain 
relief which had been administered to her. I was not allowed to accompany her as I had been the 
previous week . Whilst I waited outside I could hear my mother wailing, while the x-ray was taken. 

In due course I returned to the ward and I was told that there was no dislocation but obviously 
'something' had happened. I was not given sight of the x-ray. 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Signed: 

I Code AI 
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L. F. LACK-·-·-·-·-·-·-·-·-·-·-·-·""·-·-·-·-·-·-·-·-·-·-·-·-Sig~ature witnessed by : 

, 
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R. J. BURT Detective Chief 
Inspector 7410 
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Continuation ofStateme.:: of: Lesley Frances LACK 

1 was told, by either · ·1e Ward Manager or Doctor BARTON, that my mother would be given 
'Oramorph' for the pai:l, four hourly, through the night and she would be reviewed in the morning. 
1 told them that Haslar ·.vould accept her back but Dr BARTON felt that was inappropriate. 

1 told Or BARTON an ·.1 the Ward Manager that I had been to the Haslar Hospital that morning, 
explained what was f"appening, and told them that Haslar would be prepared to re-admit my 
mother. I considered this was essential so that the 'cause' of my mother's pain could be treated 
and not simply the pain itself. · 

Or .BARTON said thar, "lt was not appropriate for a 91 year old, who had been through two 
operations, to go back to Haslar Hospital where she would not survive further surgery." 

The following day, Tuesday the 18th August 1998, I returned to the Gosport War Memorial 
Hospital with my sister :n the morning. Upon arrival we were told by, the Ward Manager Mr Philip 
SEED, that whilst my rnother had undergone a peaceful night she had, however, developed a 
massive heamatoma in the vicinity of the operation site which was causing her severe pain. 

The plan of managemsnt, as explained to us by the Ward Manager, was to use a syringe driver to 
ensure my mother was pain free at all times so that she would not suffer when washed, moved or 
changed in the event s:1e should she become incontinent. 

The outcome of the use of the syringe driver was explained to my sister and I fully. Drawing on 
my experience as a nurse I knew that the continuous use of morphine, as a means of relieving 
her pain, could result in her death. She was, at that time, unconscious from the effects of previous 
doses of 'Oramorph' and therefore unable to take nourishment by mouth. lt was my 
understanding that it would not have been possible for nourishment to have been given to my 
mother, by way of a drip, whilst she remained at the Gosport War Memorial Hospital. 

As a result of seeing my mother in such great pain I was becoming quite distressed at this stage. 
My sister asked the Ward Manager, " Are we talking about euthanasia? lt's illegal in this country 
you know." The Ward Manager replied, "Goodness, no, of course not." I was upset and said, 
"Just let her be pain free". 

The syringe driver was applied and my mother was catheterised to ease the nursing of her. She 
had not had anything by mouth since midday Monday 17'h August 1998. 

A little later Or BARTON appeared and confirmed that a haemetonia was present and that this 
was the kindest way to treat my mother. She also stated, "And the next thing will be a chest 
infection." 

Signed: 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 
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L. F. LACk-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~i'gna:ture witnessed by : R. J. 8 URT Detective Chief 
Inspector 7410 
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1 considered that this was a totally insensitive remark to make to someone, such as myself, who 
was experiencing some of the feelings associated with the first stages of bereavement. 

1 would like to clarify the issue of my 'agreement' to the syringe driver process. lt was not a 
question, in my mind, of 'agreement'. 

1 wanted my mother's pain to be relieved. I did not 'agree' to my mother being simply subjected to 
a course of pain relief treatment, at the Gosport War Memorial Hospital, which I knew would 
effectively prevent steps being taken to facilitate her recovery and would result in her death. 

1 also wanted my mother to be transferred back to the Haslar Hospital where she had, on two 
occasions, undergone operations and recovered well. My mother was not, I knew, terminally ill 
and, with hindsight, perhaps I should have challenged Or BARTON more strongly on this issue. 

In my severe distress I did not but I do believe that my failure to pursue the point more vigorously 
should not have prevented Or BARTON from initiating an alternative course of action to that 
which was taken, namely a referral back to the Haslar Hospital where my mother's condition 
could have been treated and from where an offer had already been made to do so. 

1 accept that my mother was unwell and that her physical reserves had been depleted. However 
she had, during the preceding days and weeks, demonstrated great courage and strength. I 
believe that she should have been given a further chance of recovery especially in the light of the 
fact that her condition had, it would seem likely, been aggravated by poor quality service and 
avoidable delay experienced whilst in the hands of those whose responsibly it was to care for her. 

My mother's bodily strength allowed her to survive a further 4 days using her reserves. She 
suffered kidney failure on the 19th August and no further urine was passed. The same catheter 
bag remained in place until her death. 

Because the syringe driver was deemed to be essential following the night of several doses of 
pain relief my mother's condition gradually deteriorated during the next few days, as I knew it 
inevitably would, and she died on Friday the 21st August 1998. 

1 passed, as I have previously mentioned, a copy of the notes I had prepared (LFU2) to Mrs 
HUMPHREY. 

In reply I received a letter from Max MILLETI, the Chief Executive of'the Portsmouth Health Care 
NHS Trust, dated the 22"d September 1998. r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
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R. J. BURT Detective Chief 
Inspector 7410 
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1 can produce a copy of this letter which has, attached to it, a Hampshire Constabulary exhibit 
label which I have signed and which bears the reference LFU3. 

Whilst there are a number of issues which cause me concern I would like to make some 
particular comments on the contents of this letter. 

In order to do this I have been provided, by OCI BURT, with a typed copy of the letter (LFU3). 
This copy, to which is now attached a Hampshire Constabulary Exhibit Label bearing the 
reference LFU3A and signed by me, was constructed to enable me to add hand-written 
comments which I have done. I feel, however, that I should point out that where I have chosen 
not-to record such a comment this does not imply that I necessarily agree with, or accept, what 
has been stated. 

1 have been shown, by DCI BURT, a copy of an Enquiry Report which has attached to it a 
Hampshire Constabulary Exhibit Label bearing the reference LH/4 which I have signed. 

I have been provided, by DCI BURT, with a typed copy of this Enquiry Report (LH/4). The copy, 
to which is now attached a Hampshire Constabulary Exhibit Label bearing the reference LFU4 
and signed by me, ·was constructed to enable me to add hand-written comments which I have 
done. I, once again, point out that where I have chosen not to comment on a particular reply or 
issue this does not imply that I necessarily agree with, or acc~pt, what has been stated. 

1 have had sight of a Report, prepared by Or LORD and dated the 22nd December 1998, which 
has attached to it a Hampshire Constabulary Exhibit Label bearing the re.ference LH/6 and signed 
by me. 

If this Report is supposed to represent an independent assessment of the treatment which my 
mother received at the Gosport War Memorial Hospital then I find this difficult to accept_ 

Or LORD was the Consultant for Daedalus Ward at the Gosport War Memorial Hospital but, in 
her own words, " .... did not attend to Mrs RICHAROS at all .... ". 

Or LORD's Report appears to have been prepared by reference, some time after the event, to 
information, notes and documents supplied by colleagues with whom she worked on a regular 
basis. 

1 have been shown, by DCI BURT, a Portsmouth Health Care NH~ Trust Risk Event Record. 
Attached to this document is a Hampshire Constabulary Exhibit Label b~~riog __ tb.~.J.e.fe.r.enc.e..._LH/~ 

which I have signed. !!!, c 0 de A !;; 

~---coae---A--1 ; ; 
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Signed : L. F. LACk·-·-·-·-·-·-·-·-·-·-·-·--·-·-·-·-·-·-·-·-·-·-·-·-:slgnattire witnesse~ by : R. 'I--BURT._iYetecti~e·cll"ief; 
Inspector 7410 
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I have examined this document, which comprises .of 3 sides of paper, and I would like to make the 
following observations. 

0~ page 1, at 12 (a) after the words 'Seen by?' there is a hand-written entry, "Or BRJGG". 

I believe that this contradicts information contained in the letter from the Portsmouth Healthcare 
Trust (LFU3) dated 22"d September 1998 where, at point ( 4 ), it states that Or BAR TON was 
present on the ward just after my mother's fall. 

Furthermore, at 12 (a), there is a further hand-written entry which states, "Advised by telephone­
analgesia & RV mane". This may be cross referred to an entry in my mother's Health Care 
Record (LH/1/C/21) which is dated 13.8.98 and timed at 1300. 

At 12 (b) it states, in reply to the question, "Has next of kin been informed? The corresponding 
"Yes" has been positively ticked and dated 13/8/98. Furthermore it states that I had been 
informed by telephone. 

I was not informed and I was not telephoned. My statement shows I was on the ward and had 
great difficulty in finding anyone to confirm my mother was injured. 

lt is my opinion that the Risk Event Record is incorrect. My mother was not seen by Or BRJGG. 

Part 'E' of the Risk Event Record shows that a particular question, which appears among a series 
of 'tick box' questions and states, " Slipped, tripped or fell on the same level", has been positively 
answered. In my view this is incorrect. The normal height of the seat would be between 17 and 25 
inches so my mother's fall to the ground would have involved a considerable drop. 

I have been shown, by DCI Burt, a copy of a Portsmouth Health Care Trust Healfn Record. 
Attached to this Health Record is a Hampshire Constabulary Exhibit Label bearing the reference 
LH/1/C. 

This Health Record relates to my mother and I would like to make the following comments in 
respect of this document. 
On the page marked LH/1/C/6, which is a copy of a Discharge Letter from the Royal Hospital 
Haslar, I note the comment, "She can, however, mobilise fully weight bearing." I wish to highlight 
the fact that this relates to my mother's condition on the 1 yth August 1998. , 

On the page marked LH/1/C/8 there is a copy of a hand-written note, apparently signed by Philip 
SEED, which. is addressed to Haslar A & E and is dated 14th August 1998. In these notes it 
states, "No change in tre~.tm~o.L~.im:~e.J.CgJJ.s.f~rJG .. Y~ .. 11/8/98, except addition of Oramorph etc. 

I Code A i • 121 
Signed : L. F. LACKL_·-·-·-·-·-·-·-·-·-·-·-·-~-·-·-·-·-·-·-·-·-·-·-·-·-v--·-·-·-te witnessed by : R. J. BURT Detective Chief 
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I would comment that no analgesia was requir~d until the staff at the Gosport War Memorial 
Hospital first used Oramorph when my mother was agitated and probably in need of the toilet on 
the 11th August 1998 which was the day of her admission from the Royal Hospital Haslar. 

I saw that my mother was deeply unconscious when I visited her on the 12'h August 1998. In my 
view this medication probably affected the opportunity to offer nourishment as early as the 11th 
August 1998. 

On page LH/1/C11 I note, with some concern, an entry under the date of the 11 1h August 1998, in 
wh~t I believe is Or BARTON's hand-writing, the comment, "I am happy for nursing staff to 
confirm death." 

My mother was well and enjoying a good convalescence following a major operation. She was 
able to eat and drink. She was able to stand whilst requiring help with all daily living events. 

Perhaps this comment may be considered, by some, as being 'normal' procedure for aged 
admissions but not in my experience. Such a question may, perhaps, be considered if the patient 
was suffering from a terminal illness and death is likely or imminent. The evidence does not 
suggest that my mother was in this condition. 

On the same page (LH/1/C/11) there is an entry under the date of the 14th August 1998 which is 
once again, I believe, in Or BARTON's hand-writing. lt states, "Fell out of chair last night." 

Further reference to the Risk Event Record (LH/2) shows, at point (9), that the accident occurred 
on the 131h August 1998 at 1330 hours and it will be recalled that the Portsmouth Health Care 
Trust Letter (LFU3) states that Or BARTON was on the ward following accident. 

I query whether, in fact, my mother was seen at all. 

A further comment, in the same entry, states, "Daughter aware and not happy." I re-iterate that I 
was "not happy" because I could get nothing done for my mother who was simply given pain relief 
without any apparent attempt to discover the cause of her discomfort. 

Finally, in the same entry, the question is raised by, I believe Or BARTON, "Is this lady well 
enough for another surgical procedure?" This question was not, however, raised with me. 

On the reverse side of page LH/1/C/11, under an entry dated the fih August 1998, there are 
references to my mother's condition following the operation on 14.8.98._a.s_.Qe.I_.ihe._.nurs..e~s._not.e..s., of 

Haslar, not to her conditi_~~-~~-~~:-~:?_~:_____________ I c 0 d e A I 

I C o d e A I • L _____________________________ j 
Signed : L. F. LACKL-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-go·o·.lture witnessed by : R. J. BURT Detective Chief 

Inspector 7 410 
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There is a comment, I believe in Or BARTON's hand-writing, ...... now appears peaceful." I know 
that my mother screamed and cried in the period following her re-admission. 

My mother was only 'peaceful' being given Oramorph on 3 occasions which rendered her quiet 
arid unconscious. In fact this treatment had rendered my mother incapable of taking any 
nourishment from this point and she did not regain consciousness again. 

I would like to draw attention to the fact that there are no Doctor's notes from the 18th - 21st 
August 1 998. 

On. the same page, under the date of the 21st August 1998, there is an entry which, I believe, is 
also in Or BARTON's hand-writing which I feel I must challenge. Contrary to what Or BARTON 
has written I strongly believe that my mother did not have a rattly chest nor any other symptoms 
of Brocho-pnuemonia. 

On page LH/1/C/21, and on the following 3 pages, also so marked and headed 'Contact Record', 
I note that no entries appear to have been made over the period of the 11th I 1 ih August 1998. 

On page LH/1/C/21, under an entry dated the 13th August 1998, there are comments which 
clearly indicate that my mother was not seen by a Doctor or examined by way of X-ray following 
her fall at 1.30pm that day. 

lt was not until 7.30pm or 8.30pm that it was appreciated that my mother's hip was the cause of 
my mother's pain. Telephone contact, only, was made and advice sought and given by a doctor 
who did not know my mother. 

I was present on the ward and repeatedly sought help for my mother. I was casually informed, by 
a Health Care Assistant, that my mother had indeed had a fall. -

In my opinion there was a serious lack of action for a post operative patient in view of her obvious 
gross .. discomfort" which was brought to the attention of all grades of staff by myself. The 
comment included in the entry, ~Daughter informed", may refer to the phone call received after I 
returned home at approximately about 9pm -1 Opm that evening. 

On the same page, under an entry dated the 1 ih August 1998, there appears to be a reference to 
my mother being in pain and distress but no action was taken. 

There is an 'added' comment which refers to the fact that when my mother was transferred there 
was, ~No canvas under patient.. .. " In my view this represented a serious breach of work 

procedures and should br-COd-e--A--I . 
1

--c-oae--A--l 
· ; R. J':·-suR:i'·-oeiecilve·ciiier! Signed : L. F. LACK 1_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·}ure witnessed by : 

Inspector 7410 
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Continuation of Statement of: Lesley Frances LACK 

1 consider that the circumstances of my mother's transfer from the Royal Hospital Haslar, to the 
Gosport War Memorial Hospital, should be the ·subject of investigation. How was she brought 
from Haslar? How was she lifted? How was she transferred to her bed? Was the bed moved 
frqm the wall? How was she deposited in her bed? And By whom? Who was present? 

This was a woman, 2 days post operative, who was transferred on a sheet. How could this have 
happened? And Why? 

Who was informed, and when, as regards her degree of pain which was very obvious when I 
arrjyed 30 minutes after this entry was apparently made. 

On the following page there is a further entry which is also dated the 1 th August 1998 and timed 
at 1305 hours. This entry does not refer to my mother's awful position, which I observed upon my 
arrival, or the fact that I asked the RGN to look at the way in which she was lying and to adjust 
her to be equally on both hips. 

lt was at this point that I told the staff that the Royal Hospital Haslar would be prepared to re­
admit my mother. The Surgeon had said that she should not be in pain. 

I once again point to the fact that my mother was pain free and mobilising prior to her transfer. 

lt should be noted there is no entry, on the 1 th or 18th August 1998, regarding the fact that my 
sister and I were told that our mother had s massive haematoma. I can find no written evidence 
of this fact. 
I see that no contact notes were made on the 20th August 1998. 

In an entry dated the 21st August 1998 there is a reference to the fad that, "Daughters visited 
during morning." I would state that, in fact, we were constantly at the Gosport Wa( Memorial 
Hospital, day and night, from the 17th August 1998 until the time when my mother died. 

I would like to comment, in respect of the Nursing Care Plan, on the 2 pages marked LH/1 /C/22, 
lacks information regarding the events that occurred. 

With reference to the pages marked LH/1/C/22/4, headed 'Personal Hygiene' and 'Care Plan', 
there is, in my opinion, a gross lack of attention to the needs of daily living. Not even face and 
hands were washed and there are no entries at aH on the 1 th, 19th or 20th August 1998. , 

Finally, by reference to the page marked LH/1/C/22/1 and headed 'Nutrition' I comment that, in 
my opinion, this form is sadly lacking in information. 

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

Signed: 
i Code A i • 

L. F. LACK l·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--~re witnessed by : 

~--c-~d~--A-~ 
!·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

R. J. HURT Detective Chief 
Inspector 7410 
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Continuation of Statement of: Lesley Frances LACK 

There are only 3 entries in total and no entries a_t all in respect of the 1 ih, 1 th, 18th, 191h or 20th 
A~gust 1998. 

Furthermore there is no acknowledgement of the fact that my mother was having NIL BY MOUTH 
due to her induced unconscious state by the giving of pain relief only for 5 days prior to her death 
and during previous days of the 11th, 1 ih and 13th August 1998. 

I have been shown, by DCI BURT, a copy of a Royal Hospital Haslar Medical Record. Attached to 
this document is a Hampshire Constabulary Exhibit Label bearing the reference AF/1/C which 1 
have signed. 

I would like to comment that in my opinion, when comparing it as a residual account of events 
with the Portsmouth Health Care Trust's Health Record {LH/1/C), it supersedes the latter in terms 
of quality and content. 

Having examined the Medical Record {AF/1/C) I consider it to be totally accurate as regards the 
condition and treatmenUcare afforded to my mother Mrs Gladys RICHARDS. There is attention to 
detail and all information contained therein is as I remember. 

I would particularly like to highlight a particular issue and refer to a page in the Medical Record 
marked (AF/1 /C/11 ). 

lt should be noted that after my mother's initial admission to the Royal Hospital Haslar, when it 
was uncertain if she would survive, the Doctor, to his credit, has written, "She is to be kept pain 
free, hydrated and nourished." 
To me this indicated that there was a will, and an intention, to afford to my mother total care whilst 
she was alive. 

I wish to draw attention to the excellent standard of treatment which my mother received while at 
the Royal Hospital Haslar. She was nursed with care and consideration with, significantly, 
attention being paid to hydration and nourishment. There was an expectation, for the immediate 
future, on her transfer to the Gosport War Memorial Hospital. 

In my view this is in direct contrast, in all aspects, to the standard of care and attention which my 
mother received at the Gosport War Memorial Hospital during the last 6 days of her life the most 
notable feature being the refusal to refer her back, once again, to the Royal Hospital Haslar when 
an offer had been received to accept her. ' 

L. F. LACK 

~--CO<ie--A--1 
l·-·-·-·-·-·-·-·-·-·-·-·-·--·-·-·-·-·-·-·-·-·-·-·=·-·-·-·-·)re witnessed by : 

• 
Signed: 

!-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· ..... ·-·&::'1.._~-i 

I Code AI 
! i 
! i 
! i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

R. J. BURT Detective Chief 
Inspector 7410 
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This statement (consisting of pages 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 in it anything which I know to be false or do not believe to be true. 

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

Signature: j Code A j 
. . -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

.· 
ram the elder daughter of the late Mrs Gladys RICHARDS and sister of Lesley LACK \Vho currently lives 

at Gosport, Hampshire. 

My mother died at the Gosport War Memorial Hospital on Friday 21 51 August 1998. 

Following my father's death, in 1974, my mother either lived in close proximity to my sister or in nursing 

homes managed by my sister. My sister retired recently after a long career as a trained nurse. She has many 

years of nursing experience especially in the care of elderly people. 

Immediately prior to her death my mother resided in a nursing home located at Lee-on-Solent, near Gosport, 

T-Iampshire. It was called the 'Glen Heathers' Nursing Home. My sister, having retired to live in the Gosport 

area, was not concerned in any way with the management of these premises. 

During the time my mother was a resident at the 'Glen Heathers' Nursing Home 1 occasionally visited her 

there. 

During the last six months of her life I became unhappy with the standard of care which my mother '.vas 

receiving at the 'Glen Heathers' Nursing Home and r made various complaints. 
, 

I particularly recall one visit to my mother which occurred during the last six months of her life. 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·- I 
i i 

l CodeA l 
! i 
' ; 
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Signed: Gillian .YiacKenzie Si~nature witnessed bv : 
- J 
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Continuation of Statement of: Mrs Gillian MACKENZIE 

I noticed that my mother was suffering with a very bad cough. I asked the nursing staff why she wasn't 

being given antibiotics. I was told that it was because she was on other drugs._ I was told, furthermore, that 

my mother was being given tranquillisers. I had not, previously, been aware of this fact. 

I was very concerned and I decided to see Or BASSETT who was my mother's GP. I asked him about the 

choice of drugs which were being prescribed for my mother. 

He was aggressive and defensive and did nothing to alleviate my queries. As I had previously done some 

research, relating to another matter, I had formed the opinion that the drugs which were being administered 

to my mother could contribute to her confused mental state and deterioration of her physical health. One 

drug was Trazodone, a Tricylic, and the other was Haloperidol, a Neuroleptic drug. 

Following the meeting with my mother's GP I sent him a copy of a book called 'Toxic Psychiatry'. I did so 

in order to draw his attention to the possible side effects of the drugs in question. I had formed the personal 

view that the drugs which were being administered to my mother were capable of adding, significantly, to 

:he symptoms ofher so called dementia, falls etc. 

Early in the morning, on Thursday 301
" of July 1998, I received a telephone call from .\tlrs Karen REED who 

is my niece. She informed me that my mother had been admitted to the Haslar Hospital. in Gosport, and \Vas 

about to undergo surgery . 

.\tlrs REED told me that my mother had suffered a fall at the 'Glen Heathers' Nursing Home and that she 

was going to have an operation to address a broken hip. 

I immediately travelled from my home, in Eastbourne, to the Haslar Hospital. I arrived there shortly before 

my mother was brought, from the operating theatre, back onto the ward. 

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

I Code A I • 
! ! 

signed : ·--------·-···c;-iiTia·n·~~r·a-cKe"ii-ife·-----------------------------·-·J signature witnessed by : 
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Continuation of Statement of: Mrs Gillian MACKENZIE 

During my mother's stay at the Haslar Hospital I remained with her, throughout, apart from two brief visits 

back to my home. I was with my mother until shortly before she was transferred to the Gosport War 

Memorial Hospital. 

Together with my sister, Mrs Lack, I had visited the Gosport War Memorial Hospital in order to ~xamine 

the facilities before my mother was transferred. My sister and I were in agreement that she should be 

transferred there. 

I would like to clearly state, at the outset, that I have absolutely no criticism whatsoever of the Royal 

Hospital Haslar. The staff, at this hospital, handled my mother's case in a very professional way both 

medically and so far as the quality of nursing was concerned. 

I also believe that my sister and I received effective psychological support. The staff were open and honest. 

They fully answered our questions and freely volunteered information. 

We were \Veil aware of the situation my mother was in and the possibility that she may not sun:ive th~ · 

Jperation. Naturally, when my mother began to recover, we were delighted with her progress. 

At the Haslar Hospital my sister and I discussed with, I think, a Dr REID what would happen when she was 

discharged. Neither my sister nor I \vere happy at the thought of her going back to the 'Glen Heathers· 

Nursing Home. The Social Serv·ices Department subsequently carried out an investigation into the :\ursing 

Home care. 

It was decided that our mother would be transferred to the nearby Gosport War Memorial Hospital for 

rehabilitation for about four weeks. She was, by then, using a zimmer frame. Following this period of 

recuperation a decision would then be made as regards where she \VOtild go after that. 128 

[~~~~~~~~~~[~~~~~~~~~~~~~~~~-~~~~-~~~~~~~~~~~~~] 
Signed : · Gillian :YiacKenzie 

• 

Signature w~tnessed by: 
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Continuation of Statement of.: Mrs Gillian MACKENZIE 

I think another hospital was mentioned. I'm not sure b~t it may have been the Queen Alexandra Hospital, or 

similar, and she would receive care there. 

Following her stay at the Haslar Hospital my mother she was certainly far more alert than she had been in 

the 'Glen Heathers' Nursing Home but, of course, we were under no illusions regarding her survival chances 

bearing in mind her age. 

\Vhilst at the Haslar Hospital my mother was not given the Trazadone drug which had been administered to 

her at the 'Glen Heathers' Nursing Home. She seemed far happier, more alert, and could certainly recognise 

myself and my sister. Furthermore, on occasions, she could speak coherently. Not very long sentences bur 

she \vas coherent. My mother was eating well and looking far better than she had done for months. 

I returned home, to Eastbourne, just before my mother was transferred from the Haslar Hospital to the 

Gosport War .Yiemorial Hospital. My sister rang me and said that my mother had settled in. 

Ho\vever, within a couple of days I received a telephone call, late one evening, from my sister Mrs LACK. 

She was very distressed. She told me that my mother had suffered a fall at the Gosport War :.remorial 

Hospital. She was going to be x-rayed the following morning and would possibly be transferred~ack to the 

Haslar Hospital. 

The following morning I travelled, from my home, to the Gosport ·war Ylemorial Hospital. I discovered 

that in fact, my mother had already been transferred to the Haslar Hospital. I then went on to the Haslar 

Hospital. 

On arrival I discovered that, in fact, my mother's new hip, which had been dislocated again afthe Gosport 

War :.-remorial Hospital, had been manipulated back into place. She remained at Haslar Hospital for two or 

three days and she was then transferred back to the Gosport War .Yiemorial Hospital. 1~9 

Signed: Gillian JlacKenzie Signature w_itnessed by : 
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Continuation of Statement of: 1\tlrs Gillian MACKENZIE 

During her stay at the Haslar Hospital my mother mad~ a good recovery and became quite alert again. 

It was mentioned to me, but I can't remember who by, that my mother had been dehydrated when she was 

admitted to the Haslar Hospital from the Gosport War Memorial Hospital. I did not find that altogether 

surprising in view of the fact that, at the Gosport War Memorial Hospital. my mother had been tranquillised 

agam. 

I was told by my sister, Mrs LACK, that she had made her views known to the Nursing and ~ledical Staff at 

the Gosport War Memorial Hospital that such strong medication would not aid rehabilitation. eating, 

drinking, physiotherapy or walking with a zimmer frame. 

My sister and I arranged to be at the Gosport War Memorial Hospital when our mother \Vas transferred. \Ve 

wanted to meet her when she arrived. In the event we were, in fact, about quarter of an hour late. 

We had firstly gone there, on the morning of her transfer, at about half past ten only to be advised that she 

would, in fact, be there at twelve o'clock. We arrived at about quarter past twelve. 

As my sister and I went through the doors of our mother's ward we could immediately hear her moaning. I 

am a lay person but I would say, quite confidently, that my mother was moaning in pain. 

We went into our mother's room which, I think, was room number 3, to find a female care assistant, or 

someone of that category, attempting to feed her with lunch. 

The care assistant's first words to us were, "Well thank goodness you've come because she won't eat what 

I'm trying to make her eat and maybe you'll have more success". 
, 

Frankly, I was not surprised that my mother did not want to eat the food. It was an absolute mush. She had, 

a short time before, been perfectly happy eating vegetables in the normal cooked state. and other food, 

whilst at the Haslar Hospital. This is confirmed in the Royal Hospitat.Haslar lVledical Record (AF!liCiei.j>o 

Signed: Gillian MacKenzie Signature witnessed by: 
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Continuation of Statement of: Mrs Gillian MACKENZIE 

I told the care assistant that I was not surprised that my mother was unwilling to eat because it was obvious 

to me that she was in pain. My sister was with me on this occasion. The care assistant said, " Well no it's 

not, it's dementia". 

Once again I expressed the view that my mother was obviously in pain and I asked a care assistant to go and 

get a qualified nurse. 

I pulled back the sheet, which was covering my mother, and I could see that she was lying in a very 

awkward position with weight onto her newly replaced hip which had been, so recently, subject to yet 

further treatment as a result of the fall at the Gosport War Memorial Hospital. (See AF/l/C/3-J.) 

I expressed the view, to my sister, that it appeared as if our mother had been rolled off the stretcher, during 

the transfer process, onto her bed. The bed was beside a wall and it would have been necessary to move it 

our in order to effect a transfer from a stretcher onto the bed. 

With that a qualified nurse came into our mother's room whose name, I believe, was Margaret. I can't recall 

:1er surname at the moment. By this time I had covered my mother up. My sister told this nurse that our 

mother was obviously in pain and she pulled back the sheet in order to show her the position that she was 

lying in. 

The nurse then, with the aid of my sister, repositioned my mother so that her leg was straight. (See 

A.F .. I/C/34) This resulted in my mother assuming a more appropriate position. My sister told the nurse that 

our mother should have a cushion between her legs. We also told the nurse that it was obvious, to us, that 

our mother was in great pain. We asked her what had happened but she didn't really make any comment. 

Signed: 

• 

,._.GJHi_a.n._.~hJ.!;K~JJ7..!~---·-·-·-·-·-·-·-·-·-·-·-·-·-·· Signature wi rnessed by : 
! CodeA ! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· . j 
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Continuation of Statement of: Mrs Gillian MACKENZIE 

However, from that point we had a great deal of attent_ion given to us by the nurse manager who \Vas calld 

Philip BEED. He acknowledged that my mother was in pain and that something should be done. He gave 

our mother an injection the purpose of which, I believe, was·to ease her pain. 

We asked Philip if a doctor could be called to examine our mother and whether she should be x-rayed. 

Philip appeared to do everything possible then. He got the forms necessary for my mother to have an x-ray 

but, in the first instance, they were not acceptable as they had to be signed by a doctor who vvas not due in 

until half past three that afternoon. 

Eventually a Dr BARTON arrived and she examined our mother. Dr BARTON agreed that she should be x-

rayed. My sister and I accompanied our mother to the x-ray department. She was still moaning in pain 

despite having been given pain killers but she was able to speak coherently at times. 

\A/ben we arrived at the Gosport War Memorial Hospital x-ray department the staff vvould not allow my 

sister to stay with our mother during the x-ray process. We could hear her moaning, through the door to x-

ray department, throughout the time she was having the x-ray taken. 

After the x-ray process had been completed my sister and I asked what had been seen on the ~-rays . .\ly 

sister asked, specifically, if she could see the results, whilst in· tl1e · x-ray department, but this request was 

refused. :Vly mother was then taken back to her room in the ward. 

In the meantime my sister made enquiries at the Haslar Hospital in order to establish \vhether our mother 

could, once again, be transferred there. Whilst she was doing this I sat \Vith my mother. 
, 

Around this time Philip BEED came into my mother's room. He told me that I would be reassured to know 

that my mother has not dislocated her hip again," but she may have suffered some bruising" . 

Signed : !·-·-·-·-GilUan_~la.cKenzie_._._._._._._._; 
: Code A i 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

• 
Signature witnessed by : 
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Continuation of Statement of: Mrs. Gillian .M.ACKEl'lZIE 

Later, after my sister had returned, Philip returned to o.ur mother's room where we sitting with her. He said~ 

''I'm goingto make her life easier and give her an injection ofDiamorphine"; . 

I immediately reacted and said, "No, you're not giving her Diamorphine~ Are we talking about a case of 

euthanasia here because I warn you I will not tolerate euthanasia''. 

A few moments laterl saw Dr BAR TON pass by my mother's room~ My sister and I wentout into the 

corridor to speak to her. My sister toldDr BARTONthat she had spoken to the- staff atthe Haslar Hospital 

and established that they were quite happy to have our mother referred back to them. 

In reply Dr BAR TON said that she thought our mother had experienced quite eriough trauma for that day 

and she didn't think it was right to send her back to :Haslar then:.She.stated that-theywoulci keep her pain' 
- -· 

free overnight. The decision, regarding tHe referral backto the Royal Hospital Haslar, would be revie\ved in 

the morning and that we should come in early when the review was going to be carried out. 

I would Like to highlight, for consideration; the appropriateness of an apparent. 'policy' which effectively 

:Jrevents patients being referred after working hours. 

\!Iy sister and I arrived back at the Go sport War MemoriaL Hospital on. the Tuesday morning. \V~ were seen 

by Philip BEED who took us into his office. He told us that nothing could be done for my mother. She had. 

according to Phi lip, developed a massive haemetoma on the site of her hip operation and the only possible 

means of treating our mother was to put her on a syringe driver with Diamorphine so that she would have a 

pain free death. 

The impression given to me; by Philip BEED,. was that my mother's death was imminent. He stated. when I 

asked him later that afternoon how long it would be, that it was not possible to be sure; It could be hours or 

longer. • 133 
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I was aware of the implications of a syringe driver and so was my sister. We had both agreed that a syringe 

driver could be used. We went into my mother's room when Philip came in and set up the syringe driver 

with the Diamorphine. My sister was greatly distressed at this because my mother would not regam 

consciousness or see us again and we wouldn't have a chance to speak to her. 

Later on during that morning, at about half past eleven, my niece Rebecca arrived with her baby. Or 

BARTON came to the doorway ofthe room and said, "Presumably things have been explained to you about 

the syringe driver". 

My sister and I both said, "Yes". 

Dr BAR TON then said, "Well, of course, the next thing for you to expect is a chest infection". 

My sister and I said, "Yes, we realise that". 

I have been present, when death has occurred, and I know that pneumonia, or a chest infection, or a ·dead 

man's rattle', as the moment of death approaches, can be a normal thing. That was the only conversation we 

had with Dr BARTON. 

There was no mention whatsoever, by Dr BARTON, of surgery or intervention by surgery toJ"elie\"e the 

haemetoma or, indeed, any reference to the fact that she didn't think my mother \vould stand a general 

anaesthetic. 

If such a conversation had taken place I would have pointed out to Or BARTOK that my mother had 

withstood a hip replacement procedure, without a general anaesthetic, and that when it had been dislocated 
, 

again, at the Gosport War Memorial Hospital, she had been transferred back to Haslar Hospital where the 

new hip had been manipulated back into place without a general anaesthetic. 

134 
• 

Signed : ·-·-·-·-·-·(;HU~.n. . .i\'[itc.Kenzie._. _____________ .: 
i Code A ! 
!·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Signature witnessed by : 



GMC101057-1231 

( 
:'vlG 11 At T)( conr.) 

H.~l\'IPSHIRE CONSTABUL.~RY 

\-VITNESS ST A TEI\'IENT 
'(CJ Act 1967, s.9; MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 1981, r.iO) 

Page )J"o. : l 0 

Continuation of Statement of: Mrs Gillian MACKENZIE 

I stayed with my mother until very late that Tuesda~ night. It was past midnight, in fact, when my son 

arrived from London. As from the Wednesday night my sister also sat in with me all night long and we both 

remained, continuously, until twenty past nine on the following Friday evening when my mother died. 

During that time Or BAR TON did not visit my mother. I am quite certain of this because our mother was 

not left alone, in her room, at any time apart from when she was washed by nursing staff. Either my sister, 

or I, was with her throughout. 

I slept in a chair beside my mother's bed and at no time did I notice, in her, any signs or symptoms of 

pneumonia. 

During the Wednesday night and Thursday morning there was a particular nurse on duty. I think her name 

was Sue. At about four o'clock in the morning, when she came in, she was of the opinion that our mother 

would probably only survive for another half hour or so. She delayed going off shift. HO\\·ever, my mother 

rallied and continued to live until the Friday. 

I am of the opinion that if my mother had been near death, as we were led to believe by Phi lip BEED on the 

previous :Vlonday, she would not have survived until the Friday night. I believe that rhis is a strong 

indication of the actual state of her health. 

It seems to me that she must have had considerable reserves of strength to enable her to survive from the 

Monday until the Friday, fi\·e days, when all she had was a diet of Diamorphine and no hydration 

whatsoever, apart from porridge, scrambled eggs and a drink, at the Royal Hospital Haslar, before transfer to 

the Gosport War Memorial Hospital. 

As a result of what I had been told by Philip BEED on the Tuesday morning I had been expecting our 

mother to die within 24 hours or so. It troubled me that she was not oo a drip as the week progressed13 5 

Signed : ,-·-·-·-·rJllian}d.a.c.Ke.n.z.i_~.---·-·-·-·-·, 
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I think that she was dehydrated and, with the Diamorphine, this was probably the cause of death although, of 

course, with a haemetoma, if action isn't taken very speedily, that can cause death as well. I was at a loss to 

understand why action wasn't taken, promptly, as soon as a haemetoma was discovered. 

It is my understanding that just such a complication should have precipitated an immediate referral back to 

the Royal Hospital Haslar (M/l/C/75). 

As regards the issue of transferring our mother back to the Haslar Hospital my sister had mentioned it to Dr 

BARTON who had told us, on the Monday evening, that a decision about that would be made on the 

Tuesday morning. However, when my sister and I arrived at the Gosport War Memorial Hospital, on the 

Tuesday morning, a decision had been made that, as my mother was dying, the only thing to do was to give 

her a pain free death. I think the haemetoma would have shown up on the x-ray that was taken on the 

Monday afternoon. 

The staff at the Haslar Hospital had told my sister that they would be willing to accept our mother if she was 

referred back to them for treatment although we didn't know she had a haemetoma at the time this was 

discussed. 

My sister clearly told Or BARTON, in my presence, about the offer that the Haslar Hospital had made to 

her. In the circumstances I don't think that Or BARTON who is, I believe, a GP was qualitied to make the 

decision to deny our mother the chance to res:.~ive treatment at the Haslar Hospital. 

I believe that it is possible that my mother could have been effectively treated at the Haslar Hospital where 
, 

she had, only recently, twice undergone; and survived, hip treatment. Furthermore, on each occasion, her 

general health had improved considerably whilst under the care of staff at the Haslar Hospital. 
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In my view a Consultant's opinion should have been sought when the haemetoma was discovered 

It is also my view that Dr BAR TON's decision not to refer our mother back to the Haslar Hospital \vhere the 

causes of her condition, and not merely the symptoms, could have been addressed. effectively denied her th~ 

opportunity ofhaving a chance to be treated, to survive and to recover even if this was for a short time. 

I believe that a decision was made, for reasons which I do not accept, to reject treatment options which 

would have given our mother a chance to recover and, instead, a course of palliative treatment \vas 

commenced which, effectively, condemned her to death without any chance of recovery. Palliative treatment 

does not necessarily have to cause unconsciousness. 

I have been shown, by Detective Chief Inspector BURT, some hand-written notes bearing a Hampshire 

Constabulary Exhibit Label, marked LFL/2, which I have signed. 

I was aware of the fact that these notes were being made by my sister, Lesley LACK. because she was 

making them in our mother's room at the Gosport War Memorial Hospital. Frequently, I was sitting beside 

vur mother, holding her hand and trying to reassure her, whilst my sister was sitting in the same room 

making her notes. 

We agreed that my sister should make the notes because of the increasing concerns we had over the quality 

of care that was being given to our mother at the Gosport War Memorial Hospital. Obviously, therefore, my 

sister becran to make her notes before our mother died and before we became aware of various other thinS!:s 
~ -

smce. 

I was not a direct party to the writing of the notes. The comments and observations made are those of my 

sister. I was, however, in the company of my sister during most of the period, and during most of the 

incidents, she refers to in her notes. My sister and I discussed particul.ar issues as she wrote about therj.;] 7 

Signed : Gillian :\lacKenzie 
~------~-------------~---~~-~-~--~---_-_-_-_-_-_-_-_-_-_] 

Signature witnessed by : 



GMC101057-1234 

( I 
\_ 

.Y!Gl L\!T)(conr.l 

H_:.\.1\'IPSHIRE CONSTABULARY 

\VITNESS STA. TEI\tiENT 
'(CJ Act 1967, s.9; MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 1981, r.70) 

Page No. : 13 

Continuation of Statement of: Mrs Gillian MACKENZIE 

I recall that a copy of my sister's notes were given t~ Lesley HlJMPHREY, the Quality Manager of the 

Portsmouth Health Care Trust, on \.Yednesday l9t11 August 1998 after we had complained. 

I recall that I read through the notes, which my sister had made, prior to them being copied for :Ylrs 

HLTWlPHREY. It is possible that some additions were made to the notes, by my sister, at that time which 

would account for the way the notes are written. The notes embody a series of questions in respect of which. 

as part of our complaint, we sought answers from the Portsmouth Health Care Trust. 

The notes do not incorporate any ofmy handwriting. All the handwriting is that of my sister, Lesley LACK. 

The original notes which I have been shown (LFL'2) comprise of five numbered pages ( 1-5) plus an 

additional page which is un-numbered (LFL/2A). I note that the page numbered '5' has been signed by my 

sister. I carmot say whether the additional, un-numbered, page was copied to Mrs HL ").-lPHREY or not. 

\Vhilst I agree with its content I do not recall seeing it before. 

My sister provided me with a copy of the Notes, on or about the 28th September 1998. which I produce. 

Attached to my copy is a Hampshire Constabulary Exhibit Label bearing the reference G:YVI which I ha':e 

signed. 

I have, once again, read the notes (LFL/2), including the additional un-numbered page. I \\'Ottld like to make 

the following general observations drawing on the contents and ~ther recollections. 

My sister has commenced her notes by referring to the occasion when my mother was admitted to tl:e 

Gosport Wur Memorial Hospital, from the Haslar Hospital, on Tuesday 11th August 1998. 

I \vas not in Gosport at that time but I would like to comment on, and echo the concern expressed by my 

sister about, the fact that 'Oramorph' was almost immediately administered to our mother when she was, in 

all probability, exhibiting signs of her dementia which \vere, perhaps,• 'misread' as pain. 

signed : ··-·-·-·gmi_~f) __ ;u~.~-K~JJ.~J~---·-·-·-·, 
! CodeA ! 
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\vnilst at the Haslar Hospital, a matter of hours before, our mother had been pain-free and was not rendered 

unconscious by any form ofpain relief medication except for surgery and shortly afterwards. 

I have to say that I have serious concerns about the possible and inappropriate use of 'Oramorph', at this 

stage in my mother's treatment, as a means of suppressing the 'inconvenient' aspects of her an:xiety and 

dementia. 

I note that there is a reference in the notes, under the date of Thursday 13th August, to my niece .:Vlrs REED. 

I \vould like to point out that Mrs REED is not only a trained nurse but she has worked in the Orthopaedic 

\Vard at the Haslar Hospital where my mother underwent treatment. I am appalled, gi\·en her credentials. 

that more attention was not paid to i\tlrs REED's comments and concerns by the staff at the Gosport \Var 

Memorial Hospital shortly after lunchtime on Thursday 131
h August 1998. 

I •.vould like to clearly state that, having read through the notes (LFL/2), I am in complete agreement wi~h 

them. This would, of course, have been my position on Wednesday 19th August 1998 when I examined the::71 

·prior to a copy being made and given to Mrs HUMPHREY. 

Whilst I did not \Vrite the notes (LFL/2) and whilst I did not sign them I was a pan:y, at ti!JleS. to 

preparation process and where, on occasions, my sister has referred to T in fact it could read ·\\·e· as ·.•:e 

were together when certain events occurred. 

On the 19:lt August 1998 I wholeheartedly adopted the contents of the notes (LFL/2) as representing tf:e 

basis for a joint complaint, with my sister, about the '.vay our mother was being treated at the Gosport \':<::.r 

:VJemorial Hospital. 

• 
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In due course, following my mother's death, I received a copy of the Portsmouth Health Care Trust's 

response to the copy of my sister's notes (LFL/2) which had been given to Mrs HlTl'viPHREY on the l91
h 

August l998. 

The response was in the form of a letter, dated 22""' September 1998, which was addressed to my sister, 

Lesley LACK, and signed by a person named Max MILLETT designated the Chief Executive. 

I h:fve been shown, by Detective Chief Inspector BURT, the original letter which bears a Hampshire 

Constabulary Exhibit Label, marked LFL/3, which I have signed. 

I will comment on this letter, in greater detail, later in my statement. 

Initially there was some reluctance, on the part of the Portsmouth Health Care Trust, for me to see the letter 

(LFL/3). Only after I made it clear that I was a joint complainant did I receive a copy. 

In fact, when I returned home, after my mother had died but before the funeral or just afterwards, I 

telephoned, I believe, Mrs HUI'viPHREY's office. I told her or Barbara ROBINSON, who was possibl;.: 

dealing with the matter in Mrs HUMPHREY's absence, that I knew about the notes \vhich my sister had 

prepared and asked her to address a further question. 

I \vanted to know why a decision was made for my mother to be administered pain relief only \Vithout 

hydration. It had taken my mother five days to die and I don't think any fit person would ha\·e been able to 

survive solely on a diet of Diamorphine with no hydration. This question was not ans\vered fully by the 

subsequent report from Mr MILLETT (22-9-98). 

-, ~ ·;·-
\Vhen I raised this issue with Mrs HUMPHREY she said that \vould have been explained at.he time. I told r\1

·, 
:.-

Mrs HL1viPHREY that it certainly wasn't explained to me. 
-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
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\Vhen I received a copy of the letter from the Portsmouth Health Care Trust. commenting on the points 

raised in my sister's notes, I immediately phoned my sister because I was not happy with it. Some 

paragraphs seemed to be totaliy untrue. My sister expressed similar concerns. 

As an example the notes (LFL/2), which were copied to the Portsmouth Health Care Trust. raised the 

question, "At what time did ;\;Irs RICHARDS fall? 

The.·letter in response (LFL/3) states, in response to that question, "She fell at 13:30 on Thursday, 13~1 

August 1998, though there was no witness to the fall". Her door was kept open and there \vas a glass 

window onto the corridor opposite the Nursing/Reception Desk. 

In the Heaith Record (LH/1/C), to which I will refer in greater detail later in my statement, the time of my 

mother's fall is confirmed as being 13:30 and the venue is given as her room. Howe\·er, my niece, .Yirs 

REED. had apparently seen her, as I understood it, in the patient's sitting room but I m2.y be \vTong. If m;: 

mother haci been in the patient's sitting room, by herself, this was neglectful because :he staff kne\v she 

.vould attempt to get out of her chair if she wanted to use the toilet and she couldn't possibly do it by 

herself. (See AF/liC/21) 

By further reference to the letter of response (LFL 3) I note that in reply to the questicn. "Who attended 

her?'' The:-e is a response, ·'She was attended by a Staff :\urse Jenny BRE\VER and a Health Support 

Worker COOK." This is followed by a further question, "\\iho mo\'ed her and how·· Which drew the 

response, "3oth members of staff did, using a hoist". 

• 
If my mother had fallen from a chair, onto her bottom, surely the obvious thing to do. as she had only 

recently ur:dergone surgery for the fitment of a new hip, was to have her thoroughly examined by a qualified 

doctor before mo\·ing her at alL In 'the letter of response (LFL/3). page .2, point 4, the .:omment is mace. 

Si~ned : Gillian MacKenzie Signature \Vitnessed by: 
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"Your mother had been given medication, prescribed by Doctor BARTON, who was present on the ward 

just after her fall. I understand that it was not your wish for your mother to be given stronger medication 

because it made her drowsy". 

In my view this does not make sense at all. If someone has possibly dislocated their new hip you don't give 

them a medication to make them quiet you examine them and you do something about it. 

Did-Doctor BARTON examine my mother? Or, perhaps, was she just asked to look at :Ylrs RICHARDS, 

who was making a noise, and give her some more tranquilliser. 

If Doctor BARTON did not examine my mother that, in my view, was, m the circumstances, pure 

negligence. The first thing any lay person would do if someone falls onto a new hip is to ensure that no 

damage has been done. You wouldn't simply give them a tranquilliser to keep them quiet. 

Turning to the question, in the notes (LFL/2), which queried the delay in dealing with the consequences of 

the fall, page 2, point 5, in the letter of response (LFL/3), "With the benefit of hindsight it is possible to 

1ssume that your mother's dislocation could have been identified much earlier .... etc". I would comment that 

it most certainly could. When she was later undressed they apparently discovered that she'd dislocated her 

hip. That was a very long time to wait. 

I now refer to the question, re-iterated in the letter of response (LFL/3) on page 2, point 7, "\Vhy, when she 

was returned to bed from the ambulance was her position not checked?". 

I have spoken to two health care support workers, who were working at the Gosport War :Ylemorial Hospital 

l-It\.!:>~ • ~~\-~, 
at the time, one is named Jean, I think, and one is named Linda. T~ told me that when my mother returned 

to the Gosport War Memorial Hospital, from the Haslar Hospital, on Monday l T 11 August 1998, they were 

not happy as 'she seemed to be in pain. They believed that there • was a problem and they went to get 

Signet.! : Gillian :\-lacKenzie Signature witnessed by : 
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professional advice. I believe that this was at a quarter to twelve. My sister and I did not arrive until a 

quarter past twelve. 

If. as the reply to our question suggests, Staff Nurse COUCHi'vfAl'\f, in fact, attended to my mother at the 

request of the health care workers why didn't she notice the awkward position in which my mother \vas 

lying. 

I wo.uld suggest that Staff Nurse COUCHNf.AN did not properly attend to my mother or did not, perhaps, 

come until my sister and I asked, half an hour later, and actually pointed out to her how my mother was 

lying. 

::VIoving to another point, after my mother had been x-rayed at the Gosport vVar Memorial Hospital, on the 

afternoon of Monday 1 T11 August 1998, I recall that Philip BEED advised me that my mother had not 

dislocated her hip but she might have bruised herself. 

I asked Philip BEED how my mother could have been bruised. He did not provide me with an explanation 

Jf ho\V it could have happened. 

What, I believe, Philip failed to tell me at that time was that, in fact, my mother hadn't been ~ransgor:ed on a 

stretcher. When I later spoke to the two care \vorkers one of them, Linda, who didn't want me to me:1tion to 

anyone that she'd told me, said that, in fact, my mother had arrived back in the ward on a sheet on J. trolley. 

It is possible, I would assume, that she \vas not rolled off the stretcher, as I bad thought, but she had been 

rolled off a sheet into the position we found her in and not checked until we raised the issue \\ ich staff. 
, 

There appears to have been an avoidable delay, on the part of Staff Nurse COUCH:Y.fA:\, to identify this 

pro b I em ~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 
! i 

i CodeA i 
143 

• ! i 

t·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Signed: Gillian ;\<lacKenzie Signature witnessed by: 



GMC101057-1240 

•' ... 
. .-

H~<\l\'IPSHIRE CONSTA.BULAR'Y 

\VITNESS ST A TEl\tiENT 
(CJ Act 1967, s.9; MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 1981, r.70) 

Page No.: 19 

Continuation of Statement of: Mrs Gillian l\-L~CKENZIE 

I note that in the letter of response (LFL/3) on page 2, point 8(c), it states, in reply, "The ambulance crew 

commented that she showed signs of being in pain as she was put into the ambulance ..... etc" I would ask 

why was it, then, when she arrived at the Gosport War Memorial Hospital, did they accept her? In my view 

they should have sent her back to the Haslar Hospital there and then. She had left the ward at Haslar pain 

free. 

In response to the question (LFL/3) page 3, point 8(d), "\Vhy \Vas my request to see the x-rays denied?" The 

reply tendered is not satisfactory. My sister specifically asked to see the x-rays when we were in the x-ray 

department and we were not allowed to see them. 

With regard to the response to question (LFL/3) 8 (e) page 3, "Doctor BARTON felt that the family had 

been invoh·ed at this stage as she discussed the situation fully \vith you .... etc". I emphatically deny that. She 

did nothing of the sort. It goes on to state, "She made sure you were aware that the surgical intervention 

necessary for the haemetoma would have required a general anaesthetic ... etc". This is not true. That was 

ne\·er discussed. The only discussion we had about the haemetoma was with Philip who said nothing could 

be done except give her pain relief to aid her in dying. 

Nf'.· sister and I were not consulted, whatsoever. When they saw that she had a haemetoma thev should ha··:>! - -
sent her back to the Haslar Hospital there and then. We were not told that our mother had a heamatoma ur..ril 

the Tuesday morning. 

I feel, ver:.: strongly, that this reply represents an attempt to cover up the truth, by Oocwr BAR TO);, and I 

would go as far as to say that her gross negligence resulted in the death of my mother. 

I have bee:1 shown, by Detective Chief Inspector BURT, a copy of a Portsmouth Health Care Trust Health 

Record which relates to my' mother. It bears a Hampshire Constapulary Exhibit Label, marked LH!l C. 

Signature witnessed by: 
1~14 
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Continuation of Statement of: Mrs Gillian MACKE~ZIE 

which I have signed. I note that each page has been marked with an individual reference. Having examined 

this document I would like to make the following observations. 

I refer to page LH/l/C/7 and I would like to comment in relation to the remark, "Deaf in both ears". This is 

true. My mother could hear with a hearing aid but the staff at the 'Glen Heathers' Nursing Home i1ad lost it 

and it had not been replaced. 

Further, "Cataract operations in both eyes". This is true but my mother could see with one eye, with her 

glasses, but, again, the staff at the same ~ ursing Home had lost my mother's glasses. 

Further, ··six month history of falls". This is tme. Since my mother was administered the tranquillisers 

Trazodone and Haloperidol. 

As a result of the Social Services investigation I discovered that my mother had suffered 17 falls at the. 

~ursing Home during the previous 6 months. My sister, who had visited our mother dJ.ily in the Nursing 

Home, wJ.s unaware of the extent of the falls. 

Further, ''.-\lzheimer's, worse over the last six months''. I would challenge the accuracy of the diagnosis. As 

I understJ.nd it, it is not possible to be certain of Alzheimer's disease unless a post mon:em on ~he brain is 

carried our. I would challenge the comment, "Worse over the last six months". I \vould suggest that my 

mother's condition was probably attributable to dementia and the added risk of tardive dementia due to the 

r.vo drugs in question. 

r now mo'.·e to LH 1/C/8 which is a note made by, I think, Philip BEED, lhe Charge Nurse in my mother's 

ward at the Gosport War :\Iemorial Hospital. He mentions that in addition to the treatment, i.e. drugs that 

the staff at the Haslar Hospital had recommended, the staff at the Gosport War .\tiemorial Hospital had 

added 'Or<lmorph'. I challenge the need for 'Oramorph' . .\t!y mother,had not needed it \Vhilst she f~ !jeing 

Si ::sned ; ............. J~J.!.ti_q_!:} __ ~I_;_~~-K~.!:l_z..i_~----·-·-·-·-·-·-·-·-·-·-·-·-·-·· Signature witnessed by : 
! Code A ! 
. . . . . . . . . . . . . . . . . . . . . . . . i 



GMC101057-1242 

( 
:'v!Gll.-\!T)(;:unr.l 

H.~l\'IPSHIRE CONST.ABUL .. ~R"'Y. 

\VITNESS ST A TEl\'IENT 
(CJ Act 1967, s.9; MC Act 1980, ss.5A(3) (a) and 5B; MC Rules 1981, r.70) 

Page :-.io. : 21 

Continuation of Statement of: Mrs Gillian MACKENZIE 

treated at the Haslar Hospital except for pain. \Vhy did she need it at the Gosport War Memorial Hospital 

within 48 hours of arrival except for dislocation of new hip later on.? 

I move to LH/ l/C/9 which is a letter written bv a Or R I REID. In this letter Or REID comments that mv 
J -

mother's mobility had deteriorated over the previous six to seven months and I have already indicated why I 

think that was the case. Furthermore Or REID states that my mother's ''daughters" had indicated that my 

mother had been 'knocked off (out) by the prescribed medication for months and had "not spoken to them 

for six or to seven months". Well, in truth, my mother did speak to us. Not long conversations, not ahvays 

full sentences, but she certainly did speak. She also recognised who I was. 

Dr REID also mentions that since the "Trazodone has been omitted" we had indicated that our mother had 

"been much brighter mentally". In fact I would say that my mother had been more bright, mentally, than she 

had been during the last six months in the 'Glen Heathers' Nursing Home although I only saw her 

occasionally, usually after a bout of ill health or a recorded fall. 

~urther, Dr REID says that my mother, " .... was clearly confused and unable to give any coherent history". 

I would suggest that when you are questioning a lady who has dementia, and cannot hear a thin~ without a 

hearing aid. she is likely to be confused plus the fact she couldn't lip read because she hadn't got her 

glasses. 

Moving to LH/ 1/C/11, which I think contains notes made by Doctor BAR TON. In an entry, dated 1 1 th 

August 1998, the date on which my mother was transferred to the Gosport War Memorial Hospital, from the 

Haslar Hospital, Or BAR TON has made a surprising statement, ··r am happy for nursing staff to continn 

death". 

146 
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There was no indication, from the staff at the Haslar Hospital. that my mother was anywhere near death. 

Why should Doctor BARTON assume that she was going to die? 

The plan for my mother was that she should remain for about four to six weeks at the Gosport \Var 

Memorial Hospital before she was referred, for rehabilitation with her zimmer, to another hospital. I do not 

·mderstand why Dr BAR TON should feel it necessary to make this comment at the outset unless. of course. 

she had already had it in her mind that she had got a 91 year old patient who was, in her opinion, a damn 

nuisance and that this was going to be the outcome. 

Further, in respect of LH/1/C/11, under date of the 14'11 August 1998, "Is this lady well enough for another 

surgical procedure?". I would point out that this was prior to the successful referral back to the Haslar 

Hospital. Perhaps it is fortunate that Dr BARTON relented, on that occasion, otherwise my mother could. 

perhaps, have been placed on a syringe driver earlier than, in fact, she was and I make the point that Or 

BARTON was making decisions which, I suggest, she was not qualified to make. 

Further, in an entry dated the 18'11 August 1998 Or BARTON states that, ''I will see daughters today". \Vell 

she might ha\·e said she was going to but she certainly didn't except for brief reference ~o syrin¥e driver at 

approximately 1130 am. 

I have to say that I suspect that these notes (LHJ 1/C/ 11) were not made as per the dates. I belie\·e that they 

could, in fact have been made retrospectively. 

I must say that the notes in the Portsmouth Health Care Trust Health Record :1re very scant. I notice that 

there is a gap between the 18'!1 and 21 51 August 1998. 

Moving to LH'l/C/14 I note an entry, dated 11 111 August 1998, which states, ''Admitted from E6 ward Royal 

Hospital Haslar, into a continuing care bed". For me the issue is 'coQtinuing care' and not ·rerininat care'. 

147 
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Moving to LH/l/C' 15 there is a comment, "Patient has no apparent understanding of her circumstances due 

to her impaired mental condition". My mother knew she was in pain. She couldn't hear what anybody said 

to her. It is no good asking somebody a question \vhen they cannot hear a thing and then say it is due to 

dementia. 

Moving to LH/l/C/21. There is an entry dated the 13 111 August 1998 which is timed at 1300 hours. It states. 

"Found on floor at l3.30hrs checked for injury none apparent". I would ask who it was who checked for 

injury. It should have been a qualified doctor. 

I note that a recorded time, later in the same entry, has apparently been changed from 2000 hrs to 1930 hrs. 

There is a reference to the fact that a Dr BRIGG was contacted, presumably he or she did not attend in 

person, but this does not, apparently, correlate with the time my sister was contacted. Dr BRIGG is recorded 

as having advised, "X-ray fu\rf (and) analgesia during the night. Inappropriate to transfer for x-ray this P:VL 

Daughter infom1ed.'' 

~would strongly query whether it was, in fact, inappropriate or simply contrary to 'policy'. 

I wish to draw attention to the fact that Or BARTOL\ was apparently in my mother's ward short!\· after she 
,J 

fell. She therefore had the opportunity to, and should have, put in hand steps to properly diagnose and 

rectify the 'cause' of my mother's pain and distress immediately. She did not. This resulted in my mother 

having to endure hours of unnecessary suffering. There is no reference, in the clinical notes, to the fact that 

Or BARTO~ attended to my mother after her fall. I question what, in fact, Dr BART00." actually bothered 

to do at that stage apart from, perhaps, advocating painkillers or tranquilisers. 
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Further. on LH't!C/2 1, under the date 1 7'h August 1998 and timed 1 148 hrs. there is an entry which states. 

"Returned from R.N. Haslar, patient very distressed and appears to be in pain". How·ever. \vhen we arrived 

we were told that our mother was not in pain, it was her dementia. 

I would like to draw attention to the fact that there is an addition to this entry as follows, ··:\o canvas under 

oatient - patient transferred on sheet by crew··. I would suggest that it is possible that this has been added 

later' and after, perhaps, I had spoken to the two care support workers who told me what had really 

happened. There is a further entry, under the same date, which states, ''To remain in straight knee splint for 

4/52 .... piilow between legs at night". There was no pillow· put between my mother's legs, \vhen we arrived 

half an hour after she had been admitted, and her leg was certainly not straight. There is a funher entry, --~o 

follow up unless complications." Surely a haemetoma is a serious complication·. 

Further. on LH/l/C/21, under the date 18'h August 1998 and timed 'a.m.'. "Revie\ved by Doctor 8.-\.RTO);'". 

For pain control via syringe driver". It appears, to me, that Dr BARTON had not gi\·en any serious 

:onsideration to the option of surgical intervention. The entry goes on, timed at 1115, ·'Treatment discussed 

with both daughters". That is not correct. We were there at 9 o'clock in the morning and we had the 

conversation with Philip BEED who told us nothing could be done and discussed the use of the syringe 

driver and Diamorphine. 

He said that my· mother had developed a massive haemetoma and that the kindest way to treat her wJ.s to put 

her on Dio.morphine, to ease her pain, until she died.· 

The entry goes on, ''They agree to use of syringe driver to control pain and illow nursing care to be given". 

Yes, we did agree the syringe driver because we \Vere under the impression she was going to die within 2-+ 

hours or·very soon. 
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Further, on LH/1/C/21. under the date 21 51 August 1998 ... .''Daughters visited during morning". In truth we 

were there the whole time. We were virtually living there. 

I have been shown, by Detective Chief Inspector Bl.JRT, a copy of a Portsmouth Health Care NHS Trust 

'Risk Event Rt!cord' attached to which is a Hampshire Constabu!Jry Exhibit Label . marked LH/2. which r 

have signed. 

I wc)uld like to comment on an entry on page I under section 7, "Patient sat in chair in room 3 found on 

floor by the nursing statf'. I have already queried where she fell. 

I would like to comment about the fact that, after the 18:" .--\ugust 1998, staff members continually expressed 

their surprise at the length of time our mother continued to live. I believe that this \Vas indicative of her 

strength and, as a critical factor worth mentioning, her ability to potentially cope with a further referral to 

the Haslar Hospital for surgical interventi~n, had she been granted this opportunity by Or B.-\RTON. 

I have been shown, by DCI Bu"RT, a copy of a Royal Hospital Haslar Medical Record. Attached to this 

document is a Hampshire Constabulary Exhibit Label bearing the reference A..F/1/C which I have signed. 

I would like to make the observation that, as a lay person, this Record appears to me to be far superior to the 

Health record (LH/1/C) in tenns of content and detail. 

I would also like to observe that each time my mother was discharged from the Royal Hospital Haslar the 

outlook, in tenns of her health, seemed positive but, upon admission and re-admission to the Gosport \Var 

Memorial Hospital, it seemed to me that her condition quickly deteriorated . 

. 
I have been shown a copy of a Report, made by Or LORD, which has attached to it a Hampshire 

Constabulary Exhibit Label bearing the reference LH/4, \Vhich I have signed. 
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[f this Report purports to be an objective assessment of the medical and nursing care and attention given to 

my mother at the Gosport WJI Memorial Hospital then I would challenge its value as such. Or LORD did 

not. apparently, ha\·e any dealings with my mother and she prepared her Report on the basis of reading other 

documents J.nd cont:J.ct with colleagues. 

[ have been shown J. copy of an Enquiry Report to which is attached a Hampshire Constabulary Exhibit 

Label bearing the reference LH/4 which I have signed. 

I have bee:1 provided, by DCI BURT, with a typed copy of the Enquiry Report (LH/4). The copy. to which 

is now att::;ched a H:1mpshire Constabulary Exhibit Label bearing the reference GM/2 and signed by me, was 

constructed to enable me to add hand-written comments which I have done. 

I would lik~ to point out that where I have chosen not to comment on a particular reply or issue this does not 

imply that I necessarily agree with, or accept, what has been stated. 

I would lik~ to raise an issue regarding the cause of my mother's death as recorded on the Death Certificate. 

\t the tim~ of her death and, so far as I am concerned, for 2 or 3 days before hand, my mother was not seen 

by a doctor. 

On the 1 S" .-\ugusi: 1998 Or BAR TON had commented that. "The next thing \vill be a chest infection". 

suzg:estinS! eO me that, so far as this doctor \vas concerned, there \vas no chest infection present on that da':. -- - .. 

the 18'11 A\.:gust 1998. Furthermore, from my O\vn observations, there was no indication of a chest infection 

up until tl:e time of my mother's death. 

' 
A doctor did not attend my mother upon her death. :\'ly sister and my niece laid my mother out. in m:: 

presence, ::;nd then '.\·e \Vaited ·.vhile she was prepared to go to the mortuary. 
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I find it hard to understand ho\v a doctor could have certitied death as being attributable to bronco-

pneumonia in these circumstances and with no reference to the heamatoma. 

I would like to draw attention to the fact that no reference to the alleged onset of bronco-pneumonia appears 

in the Health Record (LI-Vl/C) prior to my mother's death. 

Furthermore there is no reference to the presence of a heamatoma on. the l 7'11 August 1998 or. indeed. 

afterwards. 

In conclusion I would ask the question, "\Vas the cause of my mother's death Diamorphine poisoning and 

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

dehydration? 
i i 

I CodeA I 
! ! 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-= 

• 
Signed: Gillian :\-lacKenzie Signamre witnessed by : 



GMC101057-1249 

INCIDENT ROOM RF [_----~~~-~--A-J p. 02 

POLICE STATEMENT OE DR JA1VE BARTOLV 

l. I, am Dr Jane Barton of the Surgery, 148 Forton Road, Go sport Hampshire. 

2. I am a Registered Medical Practitioner and qualified in 1972 at Oxford University \vith 

the degrees 1\IL~ BM BCh. I joined my present GP practice initially as an assistant and then as a 

partner. In 1988 I took up the additional post of Clinical Assistant in Elderly Medicine on a part 

time sessional basis. This post originally covered three sites but in due course ... vas centred at 

Gosport War Memorial Hospital (G\VrviH). I retired from that position this year. 

3. As a General Practitioner, I have a minimum full time position. I have approximately 

1500 patients on my list. I conduct half of rhe on call responsihi!ities of my partners, with one 

night each fortnight on call and one weekend every quarr~r. I ::<1r.y out one morning surgery 

every day and evening surgeries on a pro rata basis. 

4. The G\VMH has 48 long stay beds and is designed to pro\·ide continuing care for elderly 

patients. In each week I would carry out 5 Clinical Assistant sessions. When in this post I \\·ould 

attend the hospital every week day morning at an ear:y hour \0 review patients and ··.\'OU!d 

conduct two formal ward rounds each week with the consultant geriatrician. At the time of :ny 

retirement from the post there were two consultants aiiending the wards. Dr Lord was the 

consultant responsible for Daedalus Ward. In August 1998, huwe\·e:-- only one cons:.1lmm was in 

post; Dr Lord who was thus covering both wards. The other const.:.i:ant \vas on maternity leave. 

5. The consultant would ordinarily carry out two ward rou::d5 each \veek; one continuing 

care and a Stroke round on Daedalus on a Thursday afternoon. Her other clinical commitments 

were on two other hospital sites, but she was usually avail<1bic by tdephone for advice and 

assistance 

6. As Clinical Assistant, [ \Vas responsible for care of ;Jatiems Ill botj wards at the hospnJ:. 

My work involved seeing u large number of elderly patients approaching the end of th~ir li..-es 

and requiring continuing care from the Health Ser.·icc. \Llny purients had :.mdergonc 

orthopaedic procedures following falls. ·,\·hether in their O\\·n hom.::. sheltered accommodation or 
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m residential care. They were transferred to our care once their acute management was 

completed. Many of the patientS were also demented. I spent rime attempting to forge a 

relationship with families and helping them to come to terms with the approa~hing death of a 

loved one. One ofthe strengths of our unit is that patients can be offered a level of freedom from 

pain, discomfort, unpleasant symptoms and mental distress which is much more difficult to 

deliver in an Acute Unit. One complication for our patients is that the act of transferring 

someone from one unit to another for whatever reason causes a marked deterioration in their 

condition, which may last for several days and is frequently irreversible. 

7. In carrying out my work I relied on a team of nurses, both trained and untrained, to 

support the work that I did. Their attitude towards relatives and handing of the parients is crucial 

to the way the unit works. My work also involved providing support and guidance to my staff 

8. Mrs Gladys Richards was 91 and was admitted to the G\Vl\t!H on 11.8.98. She had 

previously been a resident in the Glenheathers Nursing Home in Lee~on-the-Solent \vhere she 

had fallen and fractured the neck of her right femur. She l:ad been admitted to the Royal Hospital 

Haslar (RHH) and undergone a right hemi arthroplasty, a major orthopaedic procedure involving 

replacing the head of her femur with a metal prosthesis. The operation is performed to relieve 

pain and to give a patient a chance of walking again. 

9. Follow;ng surgery she \vas assessed at RHH by Dr Ian Reid, Consultant Physician in 

Elderly Medicine at the Queen Alexandra Hospital, Ponsmouth. Dr Reid provided an opinion to 

the Orthopaedic Consultant Surgeon at RHH, \Vhich gave some of the background information to 

Mrs Richards' condition. He reported that Mrs Richards had apparently been confilsed for some 

years, but was mobile in her nursing home until around Christmas 1997 when she had sustained 

a fall. She started to become increasingly noisy. She had been seen by Dr Banks a consultant 

Psycho geriatrician who appeared to have felt that she was depressed as well as suffering from a 

dementing illness. She had therefore been treated with haloperidol. a major tranquillise~ and 

Trazodone, a sedacing antidepressant. 

10. Dr Reid reported that according to Mrs Richards' daughters she had been '·knocked off' 

by this medication for months and had not spoken to them for some six to sever: months. Her 

mobHity had also deteriorated in that time and when unsupervised she had a tendency to ¥et up 

and fall. Dr Reid understood that she was usually continent of urine but had occasional episodes 

of faecal incontinence. Or Reid noted that following admissior:. Haloperidol and Trazodone had 

been stopped. According to the daughters. following the discontinuance of the Haloperidol and 
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Trazodone she appeared much brighter mentally and had been speaking to them at times. Or 

Reid went on to say that when he had seen Mrs . .Richard.s in hospital on 3rd August she had 

clearly been confused and was unable ro give any coherent history. She was, however, pleasant· 

and co-operative. She was able to move her left leg quite freely and, although not able actively to 

lift her extended right leg from the bed, she appeared to have little discomfort on passive 

movement of the right hip. Dr Reid was of the ·view that, despite her dementia, she should be 

given the opportunity to try to re-mobilise and it was his intention therefore to arrange transfer to 

the GWMH on Daedalus Ward under the care of his colleague Dr Lord in order to give her this 

opportunity. 

ll. The admission then took place to the G\ThfH on ll th August. The RHH would not have 

been able ro keep Mrs Richards as an in patient, as her condition was not appropriate for an acute 

bed. Dr Reid had also recorded that Ylrs Richards' daughters were unhappy \Vith the care she had 

been receiving at the Nursing Home and that they did not wish her to return there. Her admission 

was therefore also a holding manoeuvre while it was seen whether she would recover and 

mobilise after the surgery. In this case she could be transferred back to a nursing home. If, as was 

more likely, she 'vould deteriorate due to her age, her dementia, her fr~)rl. condition and the shock 

of the fall followed by the major surgery, then she was to be nursed in~ ~alm environment away 

from the stresses of an acute ward. 

12. I assessed Mrs. Richard on admission. My admission note mad~ .on ll th August reads :!.S 

fo1lows:- .~~ 

11.8.98 Transferred to Daeda!~ts Ww·d Continuing Care 

HPC® #neck of femur 30.7.98 

PMH) Hysterectomy 1955 

Cawract operations 

deaf 

Alt:::lleimers 

0/E Impression frail hemi artlzroplasry. 

Not obviot~s!_v in pain. 

Please make comfortable. 

transfers wirh hoist 

usually continent 

needs help \vith ADL 

Barrhe/2 

·I' 
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I am lzappy for nursing staff to confirm death 

13. In my view Mrs Richards was probably near to death, in tenns of weeks and months from 

her dementia before the hip fracture supervened. Given her transfer from nursing home to acute 

hospital and then to continuing care and the fact that she had recently undergone major surgery; 

in addition to her general frailty and dementia, I appreciated that there was a possibility that she 

might die sooner rather than later. This explains my reference at that time to the confirmation of 

death, if necessary by the nursing staff. 

14. The Barthel score is an assessment of general physical and life skill capability. The 

maximum score available would be 20, but J\.-1rs Richards was so dependant that sh:! scored only 

2. She needed total care with washing and dressing, eating and drinking and was only mobile 

with 2 people and hoist for transfers to bed from chair etc .. 

15. When I assessed Mrs Richards on her arrival she was clearly confused and unable to give 

any history. She was pleasant and co-operative on arrival and did not appear to be :n pain. Later 

her pain relief and sedation became a problem. She was screaming. This can be a symptom of 

dementia but could also be caused by pain. In my opinion i~ was caused by pain as it \vas not 

controlled by Haloperidol alone. Screaming caused by dementia is frequently controlled by this 

sedative. Given my assessment that she was in pain I wrote a prescription for a number of d."Ugs 

on 11th August, including Oramorph and Diamorphine. This allowed nursing staff ro respcnd to 

their clinical assessment of her needs. rather than wait until mv next vi sir the followin2 dav. This 
~ ... ... . 

is an integral part of team management. It was not in fact necessary to give Di<!rnorphine over 

the first few days following her admission bur a limited number of small doses of Orarr.orph 

were given totaling 20mg over the first 24 hours and l 0 mg daily thereafter. This would be an 

appropriate level of pain relief after such a major orthopaedic procedure. 

16. On the afternoon of 13th August \frs Richards was found by nursing staff re ha\·e s!ipped 

out of her chair at approximately l.30pm. I was not ar the hospital or on duty ar thar time. and l 

\Vas not made aware that day that she had injured herself. The duty doctor, Dr \1. Brigg was 

contacted during the evening by nursing staff He advised analgesia through the night ar.d <!n X­

Ray the tollowing morning. The X-Ray Department at G\V'Y1H cioses at 5.00pm and he felt that 

it was not appropriate to transfer and X-Ray the patient at RHH that e\'ening. A transfer that 

evening would not have altered clinical management ar!d it \'.:as left that I would revie•.1.· the 

patient in the morning. I arrived as usual early on the foiiO\ving morning l4rh August and 

assessed Mrs. Richards. The report I received from the tramcd staff on du:y that Friday morning 

1 ~) 6 
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stated that she had slipped out of her chair the previous day. I arranged an X-Ray and discussed 

the position with the ward manager Philip Bede. The plan was that if the X-ray confirmed a 

dislocation of her prosthesis then l\i{rs Richards should be transferred to Haslar after continnation 

with Dr Lord. The X-ray revealed that she had indeed dislocated ·her prosthesis. Surgeon 

Commander Spalding at the RHH was contacted and ~Irs Richards was duly transferred back to 

the Haslar hospital. Although 1 was concerned, ·given Mrs Richard's overall condition and her 

frailty, that she might not be well enough for another surgical procedure; I felt that this clearly 

would be a matter for assessment by the clinicians at Haslar. 

17. My notes on that occasion read as follows:-

Sedation/pain relief has been a problem 

screaming nor controlled by haloperidol . 

but very sensitive to Oramorph. 

Fell out of chair last nighr 

@ hip shortened and internally rotated 

Daughter aware and not happy 

PlanX-Ray 
Is chis lady well enough for another surgical procedure?·· 

18. I later made a further entry in Mrs Richards' records as tbllows:-

"14.8.98 DearS. Cdr Spalding 

Further to our telephone con\·ersacion 

thank you for seeing this unforwnare 

lady who slipped from her chair at 

1.30 p.m. yesrerda_v- and appears eo have 

dislocated her R hip 

hemi arthroplasty was done on 30.7.98 

I am sending X~Ra_vs across 

she has had i. 5 mls oj !0 mgl i11 5 m/ oramorph 

ar midday 

Many thanks .. 

19.. This is a copy of the courtesy referral letter I prcpan.:d to J.dvi:;~ Surgeon Commandc:­

Spalding of the position after telephoning him. Once at RHH. :V1rs Richards had a closed 

1)7 
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reduction of the prosthesis under intravenous anaesthesia. She remained unconscious and 

unresponsive for approximately 24 hours during which time she was catheterised. r-iormally a 

healthy patient would wake up within minutes of the end of an Intra-venous anaesthetic (a short 

acting agent is used). This \vorrying response to the anaesthetic may well have been an 

indication of how ill and frail she was. 

20. On 17th August it was considered appropriate to transfer her back to the Daedalus Ward 

at G\\I'YfH. The discharge letter from RHH to the nurse in charge gave advice as to how she was 

to be nursed using a canvas knee irrunobilising splint to prevent crossing of the legs and further 

dislocarion of the hip as this was a strong possibility. This splint was ro remain in situ for four 

weeks. When in bed it was advised that the hips be kept apan: using pil!O\VS or a wedge. again ro 

reduce the chances of dislocation. Despire these instructions \Vhile she was in bed, she could be 

stood with 2 nurses and fully weight bear. This instruction was given because when possible it is 

impottant to keep elderly patients moving. The surgeon \Vas making it clear that if her general 

condition did improve then standing her out of bed would pose no dangers for the stability of her 

prosrhesis. 

21. I saw Mrs Richards when she was readmitted on the l 7th August and my note reads as 

follO\VS:• 

17.8.98 readmission to Daedalus from RHH 

closed reduccion under iv sedation 

remained unresponsive for some hours 

now appears peaceful 

Plan cominue haloperidol 

only give ora morph if in se~·ere pain 

see daughter again" 

22. Ar the time of her arrival back on the ward ;\tlrs Richards appeared peaceful and nol in 

severe pain. This was however an initial judgement made on an asscssmenr shortly after her 

anival on the ward. I was concerned that she should have opiates only if her pain became a 

problem. and r altered her drug chart accordingly. I was not a\\·arc at that time that she had been 

having intravenous morphine at RHH until shortly before her transfer. This ·.vould have 

explained why at this time she appeared to be peaceful and not in pain. Her general condition had 

deteriorated as a result of rhe funher operative procedure and subsequent transfer. For a frail. 

elderly and demented person. this can have a profound effect on their chances of sun·iva!. My 
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note .. see daughters again'. indicated that I should explain the position to l\Irs Richards' 

daughters and prepare them for what I believed was to come. In my experience, transfer of an 

elderly frail patient in such circumstances frequently causes a set back in their condition with a 

marked deterioration. It can be something from which the patient does not recover. 

23. 1 believe 'Mrs Richards later experienced further pain as it \vas necessary for the nursing 

staff to give Oramorph on four occasions between 1300 on the 17th and 0500 on the 18th 

August. During that time I was telephoned by the nursing staff out of my contracted hours and 

informed that Mrs Richards was very uncomfonable and might have suffered a further 

dislocation. I asked for another X- Ray to be arranged. It transpired that it was not possible for 

the X-Ray to be canied out simply on the basis of a verbal order; accordingly another GP signed 

the relevant form and the duty Doctor from my practice viewed an X-Ray with the consultant 

reporting the film. As far as I am aware he did not see the patient or write in her notes. The X· 

Ray did not show any dislocation. 

24. I then reviewed Mrs Richard early the following morning. ).Jy entry for the 18th .-\ugust 

reads as follows:-

18.8.98 Still in grear puin 

nursing a problem 

I suggest se diamorphine/Haloperidol/ 

i'v[idazolam 

I will see daughters toda.v 

Please make comfortable .. 

25. To my mind having seen .\irs Richard originally when she had been admitted on the t I th 

August there was by this stage a marked deterioration. :\ly assessment of :VIrs Richards on this 
. 

occasion confirmed my view reached on readmission the pre.,1ous do.y thac she was dying. She 

was barely responsive and was in a lot of pain. By this timt: she wo.s not eating or drink:ng. 

When I examined N1rs Richards there was a lot of S\velling anc ter.demess around the area Qf the 

prosthesis. There was no evidence of infection at that time. a:1d i: \vas my assessment th<H she 

had developed a haematoma or large collection of bruising around the o.rea where rhe prosthesis 

had been lying while dislocated. This was in all probability rhc cause of ;\lrs Richards' 

significant pain and unfortunately a not uncommon sequel to a further manipulation required to 

reduce the dislocation. This complication would not have been amenable to any surgical 
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intervention and again further transfer of such a frail and unwell elderly lady was not in her best 

interests and was inappropriate_ 

26. After I had seen Mrs Richards that morning and following morning GP surgery, I then 

spoke with her daughters in the presence of Philip Bede the Ward 1\t!anager. I explained my 

concern to administer appropriate and effective ·pain relief and that without this nursing their 

mother was a significant problem. They understood, but did not like the· idea that diamorphine 

was to be given. However I explained that it was the most appropriate drug. As their mother \Vas 

not eating or drinking or able to swallow, subcutaneous infusion (a tiny needle implanted under 

the skin) of pain killers was the best way to control her pain and by titrat\ng the dose over 24 

hours frequent injections could be avoided. Both daughters reluctantly agreed to the use of a 

syringe driver. 1bis drug, the dose used and. this mode of administration are standard ;>rocedures 

for patients who are in great pain but who cannot safely take medicines by mouth. 

27. I believe I would have mentioned tluids and explained that in my \'iew they were not 

appropriate. I was aware that Mrs Richards was not taking food or \"'ater by mouth. It would 

have been dangerous to try to give her food or water by mouth as her poor conscious srate meant 

that she might have choked. Mrs Richards would have had mouth care and sips of water to aid 

her comfort. In view of this the only alternative for funher nutrition would have been w 

administer fluids intravenously or subcutaneously. We did not ha"·e the facilities to administer !v 

tluids. and accordingly to do that it would have been necessary to transfer her back to an acute 

unit I did not feel that this was appropriate medically. Sh~ might well not have .survived the 

journey let alone the process. Given my assessment that she •.vas terminally ill. and that the actual 

administration of fluid would not affect that outcome, it would not ha\·e been in her oest. interes~s 

and could have caused her further pain and distress. 

28. I believe I would have explained to the daughters that subcutaneo-:.rs fluids ·.vere not 

appropriate. Their use would not have altered the outcome and there are several clinical studies 

showing this in terminally ill patients. Administration of subcutaneous tluid:.s can cause 

significant tissuing of tluid and discomfort for the paticm. There is a risk of oedema and 

infection illld even tissue necrosis. If the kidneys are failing the additional fluids can overload 

rhe hean and precipitate heart failure. This .. vould cause clinical distress and require unpleasant 

treatment. Given these potential complications and the facL that subcutaneous fluids '.vould not 

have affected the outcome. again [ did not consider it woulJ be in \1rs Richards' besr interes~.s 

that subcutaneous fluids be given. 
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29. i also included in my discussion the opinion that Mrs Richards was likely to develop a 

chest infection due in part to her immobility despite regular turning by the nurses and partly due 

to the inadequate clearing of secretions. Antibiotics would not have been a~propriare or indeed 

effective. 

30. I said to the daughters that the prognosis was very poor and that she was nor well enough 

for a further transfer ro an acute unit. I was concerned in all the circwnstances to provide an 

honest view. 

31. When Mrs Richard was admitted to Daedalus \Va:rd for the first time, I think it was 

suggested by her daughters and reported to me by nursing staff, that she might be sensiti\'e to 

morphine, hence my mention of it in the clinical notes of 14.3.98. However I had seen no 

evidence of that when she had been given Oramorph earlier in her admission. In the flrst 18 

hours following her transfer back from RHH she was not responding to a total of 45 mg of 

morphine orally in less than 24 hours. Therefore to ensure pain relief this \vould have ro be 

increased. Diamorphine is a more potent analgesic than Morphine. In view of the need to 

increase the amount of pain relief ( 45rngs of .Morphine in less than 24 hours having been clearly 

insufficient) and that Morphine (into which Diamorphine is broken down) has a relatively short 

half life, I consider that 40mgs ofDiamorphine was appropriate for her pain relief. :VIrs Richards 

would also have developed a tolerance to opiates tmough the previous administrations of 

Oramorph. 

32. My use of Midazolarn in the dose of 20 mg over 14 hours '"·as as a muscle relaxa:a, to 

assist movement of Mrs Richards for nursing procedures in the hope that she could be as 

comfonable as possible. I felt it appropriate to prescribe an equivalence of Haloperidol to that 

which she had been having orally since her first admission. 

33. I reviewed Mrs Richards' condition "vith the senior trained staff again on the morning a f 

19th August. From my assessment it was apparent that she had a 'rattly· chest and had 

developed bronchopneumonia. This would have been as a result of her frail condition ar1d 

despite the fact that she was being turned regularly she was vulnerable to 10 infection 

developing. I did not make a note of this assessment but did presc:-ibe hy9scine in the dos!! of 

4.00 mcg and this was duly added to the syringe driver. Hyoscine is an antimuscarinic drug 

which is given to dry the bronchial secretions produced by th~ infectio\1. This drug as with the 

others was reviewed and discussed daily as I visited the \':ard and assessed her overall condition. 

1 am clear in my mind th:lt there \vas no apparent depression of !-.-Irs Richard's respiratio11 . .Had 

1fr-1 
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there been any such depression, I would have reviewed the drug reg1me. As it \V<l:!i. .N-Irs 

Ricbards was apparently now out of pain and accordingly ( considered the -drug regime and the 

dose used to have been appropriate. In such circumstilllces, as I was not in p~sition to attend 

continuously, it was necessary to have reliance on the nursing staff for reports on any problems 

arising. No further problems were related to me during this period. I saw Mrs Richards again on 

the morning of 20th August. There was no significant change in her overall condition. 

34. I saw Mrs Richards again on the morning of 21st August. My note of that attendance 

reads as follows:-

21.8.98 I think more peaceful 

needs hyoscine for rattly chesr" 

35. In my clinical opinion, by the 19th August Mrs Richards had developed 

bronchopneumonia. I do not believe that the dose of 40 mg of diamorphine ad.rninis~ered o,·er 24 

hours had contributed to the development of the bronchopneumonia. It was an apprcpriate 

amount required to relieve her of her pain. 

36. Sadly Mrs Richa:rds died on 21st August, being pronounced dead at 9.20p:n by one of 

the nursing staff. I gather that her daughters were with her when she died. 

37. On the next working day, Monday , 24th of August. r disc:.rssed the case 'vitn the 

Coroner's Officer, a police officer at Cosha.m Pol~ce Station. I informed him that ~lrs _Richards 
-- ?C~-;c.., 

had sustained a fractured neck of femur on the ~.@id \\as subsequently operated on at 

RRH. I would have told him of the dislocation and the fact tha: :;he had retumed to RHH and 

back to our care and had died on 21st August; in my vie,_.,. of bronchopneumonia. The (o!"oners 

Officer was happy that no further investigation was required and I signed the d~a:h cer'ti(tcate 

putting bronchopneumonia as the cause of death. I bclie\'e Lhat this \vas rhe cause of death :n all 

the circumstances. 

38. At no time was any active treatment of Mrs Richarcs conducted \Vi~h the aim of 

hastening her demise. My primary and only purpose in administering the Diamorphine '.\·ls to 

reliev~ the pain which Mrs Richards was suffering. Diarnorphi:1~ can in some circums:ances 

have an incidental effect of hastening a demise but in this case l do not belie•. e thu~ :t was 

causing respiratory depression and was given throughout at a rclarively moderate dose. 
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39. Similarly it was not my intention to hasten Mrs Richard's death by omitting to provide 

treatment for example in the form of intravenous or subcutaneous fluids. By the_ 18th August it 

was clear to me that Mrs Rlchards was likely to die shortly. I believed that transfer to another 

hospital where she would be in a position to receive intravenous t1uids was not in her best 

interests as it would have been too much of a strain and brought about a premature demise. There 

is clear evidence that the administration of intravenous or subcutaneous ·fluids would not have 

prolonged her life and faced with the complications which could arise such intervention was not 

in her best interests. 

40. I explained the position to .Mrs Richard's daughters, they did not appear to demur ar the 

time and indeed at no time requested a second opinion. 

TOTAL P.12 
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. DC COLVIN This interview's being tape recorded, I am DC 1484 COL VIN, 

the other police officer is ..... 

• DCMCNALLY DC 92 Paul MCNALL Y. 

DC COLVIN I'm interviewing Doctor LORD, please can you give your full 

name and date ofbirth? 

LORD I'm Althea Eueresta Geredith LORD, my date of birth IS 

18110/54. 

DC COLVIN Thank you and also present is .... 

SOLICITOR Richard PRIVETT, Doctor LORD's solicitor. 

DC COLVIN Thank you. The date is Wednesday the 27111 of September, the 

year 2000 and the time by my watcif~)lf·14. This interviev.: is 

Signature(s) : DC 1484 COLVIN 
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being conducted in an interview room at Fareham Police Station. 

At the conclusi.on of the interview I'll give you a notice 

explaining what will happen to the tapes and whilst entitled to 

• legal advice throughout the interview and at any time you can 

delay the interview to take that advice, okay so if you want to 

stop at any time to seek further advice you only have to say and 

we'll leave the room and you can take that advice, okay. Okay 

the next part is the caution, you do not have to say anything but it 

may harm your defence if you do not mention when questioned 

something which you later rely on in court, anything you do say 

may be given in evidence, okay. Right just to let you know that • this room can be remotely monitored and I'm just going to read 

this notice up here, it's capable of being remotely monitored 

when the tape recorder is in record mode only as it is at the 

moment, which basically means any other time when the machine 

is not recording then it can't be, okay and of course it, the 

explanation o·f that is when you want to speak to Mr PRlVETT 

nobody can hear that conversation, okay. What I'd like to do just 

briefly is just to reiterate why we've asked you to come in today, 

1
~"-< 
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okay, before I do that I will tell you that you are here voluntarily, 

you've come here voluntarily and as such you can leave at any 

time, okay, you understand that? 

LORD Yeah. 

DC COLVIN Right, okay, the reason that we've asked you in is obviously 

surrounding an allegation basically of the unlawful killing of 

Gladys RICHARDS at the Gosport V/ar Memorial Hospital 

between the 17111 of August 1998 and the 21 51 of August 1998, 

okay and what we'd like to do today is to discuss your role within 

the hospital at that time and some of the points that have been 

• raised by the family and other points that we've looked at and to 

seek an explanation from you on those points, okay, yep. \Vhat 

I'd like to do first ... what I'd like you to do first if you may is if 

you can explain the position you hold at the hospital and in 

particular what roles and responsibilities go with that position and 

then from there whether it has changed from 1998, whether 

there's any differences at all. 

LORD I've been a Consultant Geriatrician since '82 so it's about sic and 

half, eight and half years. 

166 
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DC MCNALLY Eighteen and a halfyears. 

3.20 LORD Close, can I star:t .again, I'm sorry. 

DC COLVIN Yes certainly, certainly, yeah. 

LORD I've been a consultant since '92, since March, since end of March 

'92 that's about eight and half years now erm my duties would 

include being res .. being responsible for an acute ward which is 

based at QA, and I do a certain amount of community hospital 

work at Gosport War Memorial Hospital where we've got two 

wards, Daedalus ward and Dryad ward. Back in '98 Dryad ward 

was a continuing care ward and still is, Daedalus was a 

continuing care ward with 24 beds of which 8 beds were for slow 

stream stroke, rehabilitation. I was responsible usually 

responsible for Daedalus ward, for the continuing care and these 

stroke patients but about..in about July '98 the colleague was Dr 

T ANDY who was doing Dryad ward went on maternity leave and 

the department decided because we'd had problems \vith poor 

quality locums covering leave before that we would try and cover 

the duties internally, we had another part-time post come up as 

well so we had a few extra hands on board well we had half a 

Signature(s): DC 1484 COLVIN 1 fi 7 
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consultant on board erm so I then took on just to cover the 

maternity leave .. I. did Daedalus ward and Dryad ward alternate 

Monday afternoons and I was a consultant responsible, I also did 

• out patient clinics supporting Gosport and as St Mary's and I also 

had a day hospital once a week again in Gosport which is 

.., 
Dolphin Day Hospital in addition to that and this is not 

timetabled anywhere we also· do ward visits to all other 

departments medical, surgical,· orthopaedic psychiatry throughout 

all the hospitals in Portsmouth and that would include St Mary's, 

QA, St James' and Haslar, _we also visit people at home on 

domicile consultations . • 5.33 SOLICITOR I don't know if it would help but erm Doctor LORD's provided 

me with a copy of the rota that sets out her duties on a weekly 

basis as at August 1998 along with the rest of the consultants that 

she works with ... 

DCCOLVIN Oh right. 

SOLICITOR ... so there's her working week as such at the relevant time. 

DC COLVIN Okay, is this something you've produced yourself or is this come 

from a .... 

16.8 
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LORD This is saved what happens is that if there's a change in the 

consultants tim~t.able's required the Consultant Body needs as 

many people as possible preferably (inaudible) and we kno\v 

what areas we need to cover because of the set areas and then we 

see how we can divide it so that we don't have much travelling in 

between keep up interest going because I've always done quite a 

lot in Gosport erm and that's where my interest and my work lies. 

6.25 DC COLVIN Sure, sure, okay. Where has this come from this rota? 

LORD Er this is saved on the, the, one of the secretary's m the 

admittance office at QA er she does the final draft once \ve've 

scribbled in what we want and she saves the, she saves almost • everything so we can go back to any moment in time and get out 

work the on call rota and we'd call this our timetables. 

DC COLVIN Sure, okay. 

LORD And we would have them for the graded staff or grades. 

DC COLVIN 'Where are you based or \vhere were you based at that time? 

LORD l\1y office is at QA and that's >vhere I have a se~.:n:::Lary er aml my 

acute ward is there, I do a .. twice a month I do a clinic at St 

Mary's but all the other. .. the rest of the time is in Gosport and in 
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general tenns I would be in Gosport on a Monday and Thursday. 

7.17 DC COLVTN Right, okay. SC? focusing on Daedalus and Dryad ward, what 

would your role be there on a Monday \vhen you would visit? 

• 'What would things you'd (inaudible)? 

LORD It would be a consultant ward round usually with a clinical 

assistant we've now got a staff grade in post and a nurse er if the 

therapists had been involved with patients we would start off with 

what we call a multi disciplinary case conference if there are 

patients to discuss, mostly involving patients who are either 

having complicated rehabilitation or where we have to undertake 

the complex discharge planning, getting dependant people say 

home for example er so we would start at half two because my 

morning session often overran in the day hospital on a Monday so 

I'd start at half two, we would discuss any patients also if the 

social worker \.vanted to come in, any discussion would be before 

the round then I would see each individual patient on their bed or 

in their, in their room nothing in public and at the end of it I 

would see any relatives who need to be seen and those relatives 

can be booked in by the nursing staff they don't have to make an 
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appointment, they don't need to check with me they can book the 

appointment wi~~ the relative to turn up at the end of the round. 

8.39 DC COLVTN Sure, okay. So would you ... what sort of things would you be 

• looking at in terms of each patient? What would be the things 

you would actually attend or..? 

LORD If it's the first time they've come down and often these people 

have had quite protracted journeys through the health system they 

could have been seen on orthopaedics, then on an acute \Vard then 

ended up back say in Gosport so we would need to review the 

medical notes, try and find out what is the main problem, what 

are the other problems and we fill out that sheet that we fill in and • that's called a problem sheet that often is useful for summarising 

the persons problems, then we try and sort out what treatment 

they're on medication, what is their present con ... you need to 

examine them first, make sure there's no, there's nothing like an 

infection or something simple that can be treated, revie\v their 

investigations, review the treatment and then have a rough plan 

preferably with a, \Vith a name of what you want for the patient, 

either they could be something like we'd observe for four weeks 
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see what happens maybe for a nursing home or maybe for gentle 

rehabilitation o.r. maybe this patient has advanced cancer. this 

patient is for palliative care so it depends on \Vhat the patients 

• there for, what their condition is and we certainly try to say what 

way for someone then you need to get the relatives on board 

because someone might have an advanced cancer but it may be 

that the family very much want them home erm so you've got to 

then sort of find ways of getting everything else together and in 

'98 . .in august '98 I would do each ward every fortnight, only 

once a fortnight because I did Daedalus ward one day and then 

Dryad ward one Monday and then Dryad ward the next Monday . • 10.33 DC COLVIN So you did alternate ... 

LORD Alternate Mondays. 

DC COLVIN ... alternate Mondays, okay. 

DCMCNALLY Is it different now is it? 

LORD Yes because erm when Doctor TANDY came back from leave we 

j ugglt:tl the timetables round again and Doctor REED does Dryad 

ward weekly and I do Daedalus ward weekly. 

DCMCNALLY Right is that as a direct? 
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LORD The turnover was going up anyway ... 

DC MCNALLY Right. ... 

LORD ... the Health Authorities criteria for providing people hospital 

• continuing care changed so instead of people staying in hospital. 

going back about five years if there was someone very dependant. 

sav with a verv bad stroke we would sav that ves this is a bad 
., "" J ., 

stroke, they're very dependant they cannot move out of bed at all, 

you offer them a bed for life. About five years ago the Health 

Authority said that doesn't apply anyone who's stable for four to 

six weeks and doesn't require what they call specialist medical 

and nursing intervention can be discharged to a nursing home and • that had a huge implication in the numbers that were going 

through the ward because prior to that people \Vere just there for 

life, you had time to assess them medically, you had time to get 

to know them, you were more susceptible to changes in their 

condition, you knew the families and between about sort of from 

about '9.5-'96 ~1auually the turnover kept iuc1ea~iug a~ we k.epL 

discharging people, it's almost as though the, the whole focus of 

the \vard was changing as well at that time. We \\·ere aware that 
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the turnover was increasing and in fact the figures for that year 

show that \Ve h~q 273 through both wards which is quite high it 

was about I think 210 the year before and we were aware that the 

work load was high, that we couldn't get on top of problems that 

were cropping up and I was finding that even though I was doing 

the wards alternate weeks I was having to go to the other ward 

anyway at the end and it was sort of7-8 o'clock before you could 

get back home so the wards were .. the ward rounds were every 

fortnight but we were having to pop into the \vards on a, on a 

weekly basis. 

12.40 SOLICITOR What would trigger those additional visits to the ward? 

e 
LORD It would be the. nurses or Doctor BAR TON was the clinical 

assistant then mentioning that there was a problem and that there 

was something that needed sorting so it would be contact from 

nursing or medical staff. 

DC COLVIN Moving up just briefly to Doctor BARTON then, what, how do 

yuu understand her role to be? 

LORD She was the clinical assistant er she's also a local GP and she 

would be there on the consultant ward round, she also popped in 
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in the morning and in between sort of, between surgeries and was 

available for full contact in between, when she wasn't around her ... 

partners covered that practice still covers out of hours but we've 

now got a full time staff grade whose in post now Monday to 

Friday at the hospital for both wards and the day hospital that's 

only been since August this year. 

13.38 DC COLVIN Right so there's actually a permanent clinical assistant on the 

ward? 

LORD Yeah and that again was on the back of increasing activity finding 

that even when I was not in say on a Tuesday having been there 

on a Monday that there were issues that were cropping up ... 

•• DC COLVIN Yeah. 

LORD ... plus it's likely now with all the changes in intermediate care 

that Daedalus ward will actually become a rehabilitation ward as 

from the 151 of November so the whole focus of the ward is 

changing as well. 

DC COLVIN Right, okay so whal's the diff...Lh~ rehabilitation ward sounds 

fairly obvious but can you just explain what that involves? 

LORD Yes basically you're looking at people who will need to be in 
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hospital to have in-patient multi disciplinary rehabilitation. what 

that means is y~u're probably going to need more than one 

therapist and they probably have medical problems as well, if 

someone say just fractured their arm and needed physiotherapy 

they could come to out-patient physiotherapy but for a lot of the 

elderly it might be that they've just fractured their, their arm but it 

might have been a heart attack that caused to fall and it might be 

that they've got heart failure anyway, it might be that they're 

living on their own with no relatives and it may be that they're 

are partially sighted whatever so they need the i_!lput of..medical 

input to make sure that we can get them the best general health 

we can and then you also need physio occupational therapists 

maybe speech therapist if they've got problems with swallow, 

social workers it's quite complex and often they're not things that 

you can snap your fingers and say yes you can go home 

tomorrow all these \Vill be in place so Daedalus ward from the I ;t 

uf Nuv~::mb~::r will havt: paLit:uL::; fur iu . .iu-paLit:uL rt:habiliLaLiuu 

with a view to moving them on. 

Okay. So when you did these rounds as I understand it Doctor 
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BARTON would be responsible for prescribing dmgs and 

treatment during,. ... 

15.43 LORD Yes we would decide that together. 

DC COLVIN That would be taken together? 

LORD Yeah. 

DC COLVIN Would it ever be taken by one or the other alone and then 

discussed later on? 

LORD No because I would see the patient, the idea of that round was for, 

for them to have my input. 

DC COLVIN Certainly I mean sorry I mean other than that round, I mean 

obviously you weren't there ... 

LORD Oh yes, no but if I wasn't there then Doctor BARTON would 

make the decisions ... 

DC COLVIN Yeah . 

LORD ... and I \Vould have every confidence in her. 

DC COLVIN Okay and that would be reviewed by you? 

LUKlJ On the, on the next round. 

DC COLVIN On the next... which would be every other Monday? 

LORD Yeah as it was then. 
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DC COLVTN As it was, as it stands but obviously I appreciate that it's changed 

now. . .. 

LORD Yeah 

• DC COLVIN Okay, okay so in terms of visiting patients like you have ... we 

have discussed about who would be present, but what extent 

would you check each patient in terms of their treatment and 

physical well being? 

LORD I wouldn't do what I'd call a complete examination on everyone 

it would depend on what's happened, if people were breathless I 

would listen to their chest, listen to their heart, the nurses often do 

a blood, \vould do a blood pressure what they call a functional • school before the round which is something that is called a Banel 

scope and we would discuss the few things like continence and 

feeding and nutrition and again I would rely on, on them to say 

what's changed, I would talk to the patient and they would say 

what, what's changed from the last week and there might be 

certain trigger things that they would say for argument say 

someone's in pain, their necks been very painful this week, we've 

tried this \Ve don't know what to do next because often a lot of 

Signature(s) : DC 1484 COL VIN 
178 

• Not relevant for contemporaneous notes 



GMC101057-1275 

i\!G 15(T)I COnt.) 

HANIPSHIRE CONSTABULARY 

RECORD OF INTERVIE\V 

Continuation Sheet No : 15 

Record of interview of: Althea Eueresta Geredith LORD 

Tape 
Counter Person Speaking Text 
Times • 

the treatment would have been initiated or they'd say that 

someone's in heart failure we've tried this and then we would 

review the drugs together so we would decide with the nurse, the 

• nurse that was present, Doctor BARTON and myself we would 

decide on what treatment to write up. I mean often if Doctor 

BARTON was there she would write it up on the chart but it 

\vould be on, on my instructions. 

17.52 DC COLVIN But it would be ajoint call? 

LORD Yeah, and I.. yeah. 

DC COLVIN I mean in terms of hierarchy then in terms of who has the final... 

LORD I would. 

DCCOLVIN ... say, you would say so? Okay, has there ever been an occasion 

where you've had to erm question Doctor BARTON's actions 

over a particular patient in terms of either the level of treatment 

given or the type of treatment? 

LORD Not that I can recall. 

DC COLVll~ Okay is rhere ever been any disagreements between the two of 

you as to you know what to do about a particular patient? 

LORD Not at all. If Doctor BARTON rang for advice she'd follow what 
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was, what was recommended. 

DC COLVIN Okay. ... 

18.38 SOLICITOR \Vhat sort of experience are you aware of that Doctor BAR TON 

• has in geriatric medicine? 

LORD She's been a clinical assistant certainly longer than I've been a 

consultant it must be at least ten, twelve years she only left us in 

June, June or July this year erm she's an experienced GP the .. .in 

Gosport there's also a GP ward to which the, to which the GP has 

right of admission and I certainly know quite a few patients in 

Gosport I admitted under her care say for palliative care and 

things like that directly onto the GP ward so she's sort of a very • dependable, sensible GP. 

DCCOLVIN Okay in terms of the pharmacy which I understand is at QA? 

LORD Yeah. 

DC COLVIN What or do you have any control over any part of that pharmacy? 

What are your responsibilities in relation to the running of the 

pl!cU UICH..: y? 

LORD The stock items are agreed and again that's been reviewed \Vith 

the wards that are changing tempo if you like and what is, what 
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we require we can usually get down within by the next working 

day so if we fa~. something through this afternoon it will come 

down by lunchtime the next day, if we need anything urgently 

• they will taxi things down straightaway from QA, if we need to 

get supplies say for argument like antibiotics we don't stock and 

it seems a long way to get a taxi and it's something that the local 

chemist would stock we also have prescription pads 

that...DFPlO's that we can write a prescription on and get it from 

the pharmacy across the road. 

20.21 DC COLVIN Okay what is your understanding of the pharmacists role at 

• Gosport hospital at that time in'98? 

LORD The pharmacy cover hasn't improved and this is something we've 

been asking for. The pharmacist with it's I think it's a couple of 

time a week looks at the charts and picks up what's required 

sometimes mentions this is a possible interaction but it's, we 

don't ha\·e a daily visit and he just checks the stocks and makes 

sure rhings are all right 

DC COLVIN Okay, when you mention charts is that individual patient charts? 

LORD Yeah but I don't think they check everyone's I don't know what 
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system they've got for that. 

DC COLVIN Okay, I apprecig.t_e that. When you mention interaction between 

drugs can you explain what that means? 

• LORD Er just say sometimes say someone's on Wolverine which is 

something you use to thin the blood and a lot of people are on 

now for prevention of strokes, certain!):' antibiotics could interfere 

with that and then by, they usually write in green and they'd write 

something in the ... on the side to say what interaction you might 

that the Wolverine controlled was here by so it's just alerting 

doctors to the possibility the systems different at QA where 

we've got a technician visit every day and erm it's a case of • staffing and funding. 

DC COLVIN Moving on to Mrs RJCHARDS and she was in the hospital on 

two separate occasions, what contact. did you have with Mrs 

RICHARDS during those periods? 

LORD I had no contact with her or her family at all and I haven't any 

comacr since. 

DC COLVIN Mmm, okay. Why was that? Are there reasons for that? 

LORD The first admission if I remember right was a... I would have 

Signature(s) : DC 1484 COLVIN 
• Not relevant for contemporaneous notes 



GMC101057-1279 

:'YIG 15(T)( cont.) 

HAiVIPSHIRE CONSTABULARY 

RECORD OF INTERVIE\V 

Continuation Sheet No : 19 

Record of interview of: Althea Eueresta Geredith LORD 

Tape 
Counter Person Speaking Text 
Times • 

done a round on Daedalus on the I Ot11 and I've checked the ward 

diaries to see wp~n I did the ward rounds. She was admitted on a 

Tuesday the 11t11 of August would have been a Tuesday and she 

went back to Haslar on the Friday, with hindsight I would have 

been on the \vard shortly after she fell on the Thurs .. 13 111 afternoon 

but I wasn't alerted to the fact that there was someone with a fall 

that the nursing staff were worried about but with hindsight I was 

on the ward that afternoon the 13t11 and theoretically could have 

seen her but wasn't alerted to the fact that there \vas a problem. 

SOLICITOR So you're on the ward on the Thursday in relation to the slow 

stream stroke patients? 

LORD Stroke, stroke patients I wouldn't have seen her, she wouldn't 

have been a patient...she wouldn't have been a patient for that 

afternoon, a regular review that afternoon. 

DC COLVIN And you're saying unless you ... 

LORD Yeah. 

lJL LULV!N ... it was highlighted you wouldn·r have seen her? 

LORD No. 

DC COLVIN And in fact that was .... 
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LORD Yes. 

DC COLVTN ... the case, okay. On the second period ... ... 

LORD Yeah. 

DC COLVIN ... which was between the 17'11 and the 21 51? 

23.37 LORD Again on the 17'11 and 18'h I was on study leave in London, I 

attended a course on Parkinson's disease and I should have been 

on Dryad ward on the 17th but I would have been in hospital on 

the 17'h, I would have been in the hospital so if there was a 

problem they would have probably asked me to see Mrs 

RI CHARDS ... 

DC COLVIN Right. • LORD ...but I wasn't around erm I was back at work on the 19t11
, the 

Wednesday erm and would have been there on the Thursday 

afternoon again but again she was not a patient for review and 

again neither the nursing or the medical staff sort of alerted me to 

the fact that they wanted me to see either Mrs RI CHARDS or the 

daughters. 

DC COLVIN Okay so the fact you weren't there on the 17th and 18th would 

somebody have taken over responsibility for your rounds on those 
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days? 

LORD It is not possibJc: the department's so busy if they mess around 

particularly when it's short, short term leave the acute work gets 

covered by registrars because we've got two other tiers er on the 

acute side, in the community hospitals it's . .ifwe're not there for a 

round basically it's very difficult with the time, where the 

timetables are to make that round up at another time, the ... all the 

geriatricans are very accessible and during the day if the ward 

phoned through to the admissions office at QA could have spoken. 

to anyone who was available, out of hours there's a duty rota 

which all the wards in our department get including the • community hospitals and they would know· which consultant was 

on so after five and that consultants always contactable through 

QA switchboard er for advice so no-one would ha\·e done my 

ward round wheri I wasn't there and I could not make that up any 

other time in the week but there was someone available for advice 

but again no-one was contacted. 

SOLICITOR That was Doctor GRUNDSTEIN ... 

LORD Doctor GRUNDSTEIN, STEEN. 
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SOLICITOR ... on call? 

25.46 DC COLVIN So he's a gener.~lly if someone needs to ... needs advice from a 

consultant it \vould be to call him? 

• LORD Yeah. 

DC COLVIN But his role wouldn't be to perform the role that you would 

normally be doing on those days? 

·toRD No, no. 

DC COLVIN Okay, so the Thursday then that's a day allocated ... 

LORD Yeah. 

DC COLVIN .. .I've got your rota here for ... 

LORD Yeah. 

DC COLVIN ... purely for slow stream ... 

LORD Yeah. 

DCCOLVIN ... stroke patients, okay. In terms of when you make your visits on 

a Monday would you and you mention you look through every, 

every patient so on a Thursday, it's purely you focus on the slow 

stream ... 

LORD Yeah. 

DC COLVIN ... patients. 
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LORD The reason we split it is that it was too mu .. it was two different 

nursmg teams J~at with the strokes and the continuing care 

patients and I think they used to have quite a busy Monday 

morning and (inaudible) have to return at about 6 o'clock after I'd 

finished Daedalus to finish paperwork off in the morning so 

really putting the strokes in there would have meant I'd have been 

there until about 10 o'clock. 

26.55 DC COLVIN Okay. 

LORD It \\'ould just.. .I split it to the Thursday because also because I'm. 

in Gosport on Thursday morning alternate, first thing Thursday 

mornings I've got a clinic so it also meant there was a consultant 

presence in Gosport twice a week. 

DC COLVIN Okay and at that time you were not made aware of.. 

LORD No. 

DC COLVIN ... any concerns or anything regarding Mrs RICHARDS or... 

LORD Not at all. 

DC COLVIN Okay. \Vhat I'd like to do now is I've got the notes here for Mrs 

RICHARDS during the time she was in the hospital and I'd like 

to show you the ·drugs that were prescribed and administered to 
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Mrs RICHARDS during her time and which my colleague is just 

getting out ther~ .. 

27.57 SOLICITOR I think \Ve've probably got.. 

• LORD Yeah. 

DC COLVrN You may well have a copy ofthis anyway. 

LORD Yes. 

DC COLVrN I'm just wondering if you could talk us through the drugs that are 

there, what your perception is of what they are there to do and 

then we'll discuss some more issues about them after that. 

LORD Right we '11 start ... 

DC MCNALLY I think we're just concentrating on the 17th aren't we? • DC COLVrN We are, yeah so the four drugs in particular I'm interested in is 

the diamorphine ... 

LORD Yeah. 

DC COLVrN ... the hyoscine, the midazolam and the haloperidol which I 

understand were all loaded onto a syringe driver? 

LORD Yeah. The orarnorph within that she's had if we got back to the 

17th you can give er liquid morphine which is the orarnorph 

preparations that have had four hourly intervals and if because it 
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is short acting and if you 're looking for pain control then you 

look at giving ~.t _least five to six doses a day unless they're very 

sleepy in benveen and cannot, and cannot take a dose so she'd 

had a total of it is 10 milligrams per 5 mils and if you work it out 

it works out to 45 mils over a 45 milligrams over a 24 hour, 24 

hour period. The, if you stick with the morphine, that was 

followed by diamorphine which is administered in a syringe 

driver now the syringe driver is better for continuous control, it is 

also better if people cannot swallow and it, you've got room to 

adjust the dose on a daily basis if you so \Vish, with any morphine 

preparation it is inevitable that you'll get some amount of 

drowsiness but it is good being controlled and it is something we 

use quite a lot of in our day to day work. The dose of 

diamorphine m the synnge driver was almost static at 40 

milligrams over the next 4 days, she was on haloperidol, on 

haloperidol when she came in I think she'd been on haloperidol 

probably since about Christmas the previous year, the psychiatry 

correspondence that we've seen elll1 so because of that it's usual 

to keep some amount of anxioulitic going and the haloperidol 
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recommendation would be sort of about 5, 5 to 10 which is over a 

24 hour period. 

And what is that specifically supposed to target that drug? 

It is more the sort of behaviour, agitation, more the dementia side 

that people can get, when someone is ... who's demented is restless 

it's like a baby crying you've got to work through the, the things 

that could be distressing them starting from the most simplest 

things to other things and often if someone with dementia very 

restless, then pains, pains a problem, it depends on what you 

think of the patient when you see them, so that's the haloperidol. 

The midazolam is an anxioulitic, it's sort of a valium equivalent 

that's used intravenously really mostly for anaesthesia, it can be 

used in syringe drivers over a 24 hour period and again it's more 

for sedation reducing anxiety, it can also be used as an anti-

convulsant say for arguments sake someone was an epileptic for 

whatever reason is not able to swallow and take their medication 

you can use midazolam subcutaneously in syringe drivers as an 

added convulsant as well, I would suspect that in Mrs 

RICHARDS case it was used as an anxioulitic rather than as an 

• Not relevant for contemporaneous notes 
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anti-convulsant. The hyoscine really is for secretions in throat 

what's commonly known as the death rattle and this would be an ... 

extremely low dose and the recommended is usually 8 to start 

• with 800 over 24 hours because what happens is once people are 

really very ill and secretions that can get in their throat you can 

suck them out using a suction catheter but that is often distressing 

and very difficult for the person and also for the people who are 

watching and you can just dry up secretions a little bit with it, it 

just makes people a bit more comfortable. 

32.45 DC COLVIN Okay, you comment on the fact that the hyoscine is a ... the dosage 

there, in terms of the other levels of dosage for the others, • comment on the strength of those? 

LORD Erm the haloperidol again er there IS no direct com·ers10n of 

haloperidol orally . to subcutaneous, I second the 

recommendations in the palliative care guidelines would be 5 

over 24 hours. 

DC COLVIN Okay, what about the diamorphine and the midazolam? 

LORD Erm the midazolam I can again I think it depends on the clinical 

judgement at the time because to a certain extent haloperidol 
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would have a calming effect as well and really without seeing 

Mrs RICHARDS and knowing how agitated and distressed she ... 

was it is difficult to know why er the midazolam and the 

haloperidol were used. 

DC COLVIN Combined, okay. In terms of the diamorphine? 

LORD Erm the top dose for diamorphine that's recommended is up to 

250 erm and again it depends on people's clinical judgement as to 

how much pain, distress people are in as to how much you, you 

do prescribe. 

DCCOLVfN Okay. 

.LORD And again I, I think if you've seen someone you can see yes I, I 

did see them, they were really, really agitated and when having 

seen someone I just...you can't guess really. 

DC COLVIN Certainly, okay. In terms of . .I appreciate what you're saying that 

you didn't see :.V1rs RICHARDS but I take it now you've got an 

understanding of some of the problems she had and her age and 

etc ... 

LORD Yeah. 

DCCOLVIN .. .In terms of those four drugs would that be symbolic of someone 
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who's on palliative care, on a course of palliative care treatment? 

LORD In what way? ... 

34.53 DCCOLYIN In your judgement would you look at that knowing what you 

• know about .... 

LORD Yeah. 

DC COLYI0J ... Mrs RICHARDS now and think this looks like she's on a 

palliative care regime, this lady is ... you know what the condition 

of her or whatever, could you comment on that? 

LORD I think it's highly very unusual for someone to require that 

amount of someone who's up and walking wouldn't, wouldn't 

require this degree of sedation erm and the fact that some ... that 

this dose was administered and that they've kept the 

administration went on for a few days means that we've now got 

into the, into the palliative care situation. 

DC COLVL'J Okay. And again this is to get an explanation from you generally, 

in terms of palliative care could you just explain what exactly that 

means? \\ nat the term it actually covers? 

LORD What it means is that you 're trying to keep the person as 

comfortable as you can while accepting that this is probably the 
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beginning of the end if you like, or they-'re nearing, now nearing 

the end and to_g~ther with that you really call them symptom 

control as your main target so try to keep the person as 

• comfortable as you can and address all the issues that would 

affect that comfort so in addition to just washing and bathing 

them, is there anything that's distressing them, try and alleviate 

that and sometimes I don't really know it's a case of what 

is ... what's going on, someone's really very distressed is it pain, is 

it distress because they're in an unfamiliar environment, is it 

discomfort from bowels, see you address the symptoms as much 

• as you can, try and target the problems if you think someone's 

constipated then that needs to be relieved, if someone's not 

emptying their bladder then maybe they need a catheter erm and 

address the issues as, as quickly and as simply as you can because 

you know you haven't got much time to wait and see and if 

together with that you've got to get all the psychological things 

on board, do they know they are dying, do they want to fact the 

fact that they are dying, do their families accept that they are 

dying so there are the other s_ort of psycho social aspects to it as 
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well. Are all the family members aware, you know have they 

made their pe<!.c.e you know they're quite a lot to the dying 

process then and then you've also got to and again this is time· 

• consuming is to work out which family knows, how best are we 

going to keep mum comfortable, any sort of pain killer you use 

has side effects, any form of heavy sedation will make them 

drowsy and will inevitably cause a deterioration, do \Ve go for 

that, what happen if they spike her temperature do you want them 

moved back to acute at this stage for intravenous antibiotics so 

there are few what if situations to address as well and there will 

inevitably be the sort of what if they have a cardiac arrest, what is 

the resuscitation so you try and deal with the symptoms you've 

got, you try and prevent things like say pressure sores which 

could be really distressing and which you know will be a problem 

with someone dependant so there are really quite a lot of issues 

around that and it's difficult to know what you prioritise first, you 

try and get everything on board but someone sometimes that 

someone deteriorated very rapidly you don't really have time and 

then you've got to make quick decisions. 
194 
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DC COLVTN Okay, so I mean in terms of palliative care, in terms of setting up 

that level of trea,tt:nent... 

LORD Yeah. 

DC COLVIN ... and the decision taking that this person is dying. \Vho's 

responsible for making those decisions within that amount of 

hospital at that time? 

39.11 LORD At that time it would be on, on a day to day basis it would be 

between the nursing staff, whichever senior member of the 

nursing staff that was on and Doctor BARTON. If they \Vere 

concerned at all they could always make phone contact and get 

advice erm usually they had a fair grasp of the situation and I 

can't think of an instance where it's required me to come do\vn in 

between when I wouldn't have been there er .... 

SOLICITOR Em1 I'm sure its not the impression that you left that the palliative 

care regime would presumably grow gradually it wouldn't be a 

decision to implement palliative care as from today for instance. 

LORD No, no I mean you've got to take someone's previous history 

when their ... what they're suffering from before, \Vhat they were 

like before into consideration. 

Signature(s) : DC 1484 COLVIN 195 
• Not relevant for contemporaneous notes 



GMC101057-1293 

MG I 5(T)( cont.) 

HAIVIPSHIRE CONSTABULARY 

RECORD OF INTERVIE\V 

Continuation Sheet No : 33 

Record of interview of: Althea Eueresta Geredith LORD 

Tape 
Counter Person Speaking Text 
Times • 

DC MCNALLY On this particular page here obviously are you saymg that at 

that...looking at. .those drugs and the quantity and the type of 

drugs that a decision was made on or around the 17t11
• 18th of 

August that Mrs RICHARDS was dying and therefore the role of 

the hospital staff at that time, from that point was to make her 

comfortable and pain free as possible? 

40.30 LORD That would be my interpretation from this. 

DCMCNALLY Yeah. Are you able having to .. having looked at the notes, I 

appreciate you have looked at these notes before haven't you, this 

isn't the first time sony the first time that you've seen these 

• patient notes. Are you able to indicate from the patient notes and 

I do appreciate that you never saw Mrs RICHARDS, are you able 

to indicate a cause or a reason or what Mrs RICHARDS was 

dying of? 

LORD It's difficult because she's been a lady who was severely 

demented er who from psychiatrist notes did spend a lot of time 

asleep but then could walk unaided as well... 

DC :viCNALL Y Yeah. 

LORD ... and people with fractured hips particularly people who are 
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demented do quite badly following surgery, now I know she came 

through surgery.. the first time and came through a replacement, a 

dislocated hip the second time, the third time it's difficult to 

know what the deterioration was from and in quite a lot of 

patients you can't say· yes this is a, b and c that's causing the 

deterioration and a lot of it is on clinical judgement how you see 

the person. 

41.43 DCMCNALLY Yeah but so having read her notes you can't indicate to us of any 

particular thing that Mrs RICHARDS was dying of? 

LORD No. 

DCMCNALLY No, no. It's a blunt question but the four drugs that were • administered from the 171
\ 18 111 

••• 

LORD Mmm,mrnm. 

DCMCNALLY ... would they have possibly been a direct cause of her death, 

would they cause her to die? 

LORD I don't think they would have been a direct cause of her death but 

they're not drugs that would .. any drug that is sedating will, and 

once people are sedated the problem with it then is they end up 

with things like chest infections, stasis in the lungs and it's not a 
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sort ofhealthy environment to be in. 

DC MCNALLY But am I right ..in saying that the ... the .. you mentioned her lungs 

and (inaudible) ... 

LORD Yeah. 

DCMCNALLY Is that as a direct result of the administration of those drugs? 

They cause the fluid on the lungs? 

42.46 LORD Not the drug, the drugs do cause some element of it... 

DCMCNALLY Yeah. 

LORD ... but if someone's deteriorating anyway the bodies sort of 

shutting down at the same time it's a clinical thing ... 

DC MCNALLY Yeah. 

LORD .. .it's not like there's someone what's the easiest thing to say that 

has high blood pressure you can take a reading.:. 

DCMCNALLY Yeah. 

LORD ... and if someone's got high blood pressure or they haven't got 

high blood pressure ... 

DCMCNALLY Yeah. 

LORD ... when someone's dying it's, it's your clinical impression of 

someone ... 
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DC MCNALLY Yeah. 

LORD ... and it's proba.b.ly something we don't write down in detail but 

it... 

DC MCNALLY I take it what you're trying to say IS experience would tell a 

doctor who's dealt with ... 

LORD Yeah. 

DCMCNALLY ... elderly people for many, many years that they'd form an 

impression at that stage of I've been here before this lady is 

dying, let's make her pain free and comfortable? 

LORD Yeah. 

DC MCNALLY Yeah, hypothetical!y,(buzzer sounds for end of tape) we'll make 

this the last question for the time being, hypothetically I think we 

all appreciate that Mrs RJCHARDS was in pain, if Mrs 

RICHARDS was given diamorphine and diamorphine only would 

she have lived longer than what she did? 

LORD I don't know the ans\\"er to that. 

DCMCNALLY You don't know, okay, okay. 

DCCOLVIN Okay that buzzing noise means we've got about two minutes left 

so what we'll do is conclude the interview and give you a chance 
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to have a break and then we'll probably have some further · 

questions on anq.t!1er tape, okay? 

LORD Yes. • DC COLVIN Is there anything at this stage you want to add or clarify anything 

you've said so far? 

LORD No. 

DC COLVIN Okay the time by watch is 1458, I'm turning the recorder off. 

• 
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(Sound ofbuzzer to indicate the start of the tape). 

This interview is being tape recorded and is a continuation of an 

interview ofDr LORD. The time by my watch is fifteen nineteen. 

I will remind you that you are still under caution, okay, and I'll 

just read that out again. You do not have to say anything but it 

may hann your defence if you do not mention when questioned 

something which you later rely on in Court. Anything you do say 

may be given in evidence, okay? What we were discussing 

before we took that break was the, the treatment that was 

prescribed to Mrs RICHARDS and some of the issues 

surrounding palliative care and just before the break we asked you 
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for a definition ofwhat that means, which you've given us. Just a 

couple of other jssues I want to cover on that, there was one point 

• made which was related to the hydration of a patient? And when 

it would, would be appropriate to hydrate a patient and when it 

wouldn't. I \vonder if you could give me some examples of those 

two, when it is appropriate and when it isn't? 

LORD Probably everyone requires some degree of hydration, particularly 

if you're awake and if it, it's something difficult to assess, if 

someone's distressed purely because they've got a dry mouth. 

Now, if people can swallow that's going to be best way to hydrate 

them. But either, because the swallow is uncoordinated, happens 

in a lot of people with dementia or people \Vith strokes or 

because they are in bed and the positioning is not right or they've 

got neck problems and can't really straighten their neck to 

swallow, then swallowing something orally would be, would be 

difficult. So alternatives to that would be, the best form to 

hydrate and probably provide nutrition would be using a gastric 

tube which is a tube skipped in through the nose right down into 

the stomach and if you've got a tube down there, you might as 
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well give feed as well, proteins as calories as well as liquids. In 

order that you .. c.an satisfactorily feed someone through a nasal 

• gastric tube, you need to be able to sit up in a chair or at least be 

able to sit upright in bed, because if you're pour feed into 

someone who's flat in bed, they'll just aspirate or they get it into 

their lungs and get a chest infection anJ-way. .-<\nd someone's 

who's confused and restless, there's also a risk that they tug at the 

tube, because even if you tape it to their nose and forehead, 

anything in front of your face you're aware of and a small tug and 

the tape can come out. So, that form of feeding and hydration \Ve 

probably wouldn't embark on in someone like l\lrs RICHARDS 

where there will be behavioural problems with dementia. The 

intravenous road we cannot carry out at Gosport, even at present, 

because the nursing staff do not have the training for it, that's 

something that'll happen in the next few months and certainly \Ve 

wouldn't have had the medical staff during the day to set up 

intravenous ... 

COLVIN Mmmm. 

LORD ... which is hydration directly into the veins. The other form that 
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would be available is something that's called Supplitaneous 

Fluid whereby yv_e choose a very fine needle just under the skin 

• and you can give people sort of two litres of t1uid a day. That'll 

provide just the water and you can add something like Potassium 

salts and a little bit of Dextrose. You can't give too much 

Dextrose because it causes irritation under the skin. And that's 

something that you could you in a palliative care setting, again it 

is usually used if people are awake and you feel that hydration is 

going to be of benefit to them. It's a clinical issue ... 

COLVIN Mmmm. 

LORD ... yet again. 

COLVIN Certainly. 

LORD So, you wouldn't have a blanket, there is not blanket policy and 

no definite one, t\VO, three, four, you will do or you won't do ... 

COLVIN Sure ... 

LORD ... (inaudible). 

COLVIN ... I do appreciate there's no, you know ... 

LORD Yeah. 

COLVIN .. set, it's, it's based on ... 
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LORD Yeah. 

COLVIN ... every patient. ... 

LORD Yeah. • COLVIN But I wonder if you could describe some of the scenarios that 

would exist for not hydrating, just, you know, based on a decision 

LORD One is ... 

COLVIN ... a doctor would take? 

LORD .... one is if the person is really very poorly and not, not expected 

to survive very long, because the hydration probably just gives 

• them a degree of comfort, we think. We think if your mouth is 

dry ... 

COLVIN M mm m. 

LORD ... it is uncomfortable, there's no way of checking that out and we 

think if you're hydrated, your, your skin's just a bit better. Your 

pressure areas don't, don't break down, so if someone was really 

. awake and distressed, it might be one ofthe issues ... 

COLVIN . . . to consider. 

LORD Probably the person being away would be the most significant 
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that would sort of say, 'Let's put some fluids up and keep them 

hydrated.' ... 

COLVIN Okay. And for not doing that, what's the ... 

LORD Again, someone who's, who's very poorly, if they can take small 

amounts orally sometimes, just to keep themselves, keep them 

going and the other would be if they said they did not wish to 

have it. 

COLVIN Mm mm. 

LORD You know, some people are quite clear as to what they will have 

and won't have. 

• COLVIN Okay. It's been explained by some members of staff that their 

understanding of, of reasons why they wouldn't, and I want to ask 

you if you would agree with this or not, is that it can on occasions 

be cruel or considered cruel to actually hydrate if it's considered 

the patient is, is dying. Is that something that you would 

subscribe to? 

LORD It would depend on the behavourial problems the person is 

experiencing. If someone's very confused and agitated and it is 

possible to slip, to slip the needle, say between the shoulders or or 
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the thighs where they can't actually see the needle rather than on 

an ann. .. . 

COLVIN MITIIi1m. 

LORD ... but if, if people who are restless tend to pull at things, then it 

must restraining them to keep fluids going and I think in that 

situation that wouldn't be very kind to someone. If someone's 

pulling the lines out to persevere, try to give fluids in any form ... 

COLVIN Yeah. 

LORD ... but it's six of one and half a dozen of the other, how do you 

know that they're not pulling the tube out because they're 

• distressed because they're thirsty . 

PRIVETT Can I just ask, Doctor, did you contribute to the guidance of fluid 

replacement? 

LORD Yeah, I've drafted that in oh, about eighty five or thereabouts. 

PRIVETT Oh, right, can you just, I'll hand you a copy of this, can you just 

take us through what that document deals with? 

LORD Right, this is, this has now been employed by both Portsmouth 

Hospitals and Portsmouth Healthcare Tmst but certainly back, 

since about the nine, mid nineteen eighties, late nineteen eighties 
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PRIVETT 

LORD 

PRIVETT 

LORD 

Text 

would have been effective in our, in our department. Because we 

found that a lot.ofpeople say like the strokes, who needed therapy 

during the day to put drips up, you can't acnmlly get them 

walking there with the drips down, the therapists can't actually 

get to them. 

Mmmm. 

So, we use subcutaneous fluids in palliative care and if people 

after strokes and because you can give, probably, about two litres 

very easily certainly not more than three litres, it's to correct mild 

dehydration or maintain dehydration. If someone is severely 

dehydrated you need to, you need to use an intravenous line and 

the advantage is either you don't need to get into a vein so the 

nurses can administer that. It's not uncomfortable 'cause it 

doesn't involve a limb. You can put it in a restless patient but it's 

amazing how good people with stiff arthritis can get taking things 

out, either back or wriggling against the cot side or ... 

Mm mm. 

... something like that. And you can use it just for one litre 

overnight, so for argument's sake, if someone's able to take about 
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eight hundred, nme hundred during the day, and particularly 

people with the ~trokes, that's something good to encourage, so 

• that they're swallowing is maintained, then you can just top them 

( up overnight, take it off in the morning so they can have their 

therapy again. So, the nurses can decide, they don't need to call a 

doctor out to change. And the contra indications would be the 

tendency to bleed. If they're swollen, if the skin's infected and 

again, there's a, the dehydration is quite severe, the method of 

administration really that's a guideline for the nurses, the size of 

needle you use and that the needle needs to be changed every 

forty eight hours, that's a guideline of what fluids can be used and 

you can give Potassium as well, so if someone's, needs a little bit 

of Potassium and sometimes, most of the elderly people who 

don't have their bananas and orange juice do get short of 

Potassium, you can add a small amount into the bags. It's, 

sometimes you find, particularly in older people, where the skin's 

sort of very, and the elastic has stretched, that what, the principle 

is that to give this fluid under the skin and eventually gets 

absorbed into the veins, into the system, the circulation and then 
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excreted as urine, is that that whole process gets very delayed and 

instead of this g_e~ting absorbed it just ends up in sort oflumps ... 

PRIVETT Mm mm . 

LORD ... all over and after a couple of days you sometimes have just got 

to stop if they're not absorbing it. 

PRIVETT Mmmm. 

LORD You can add something that's called Hyuronedes (?)which helps 

it to spread a bit, but if they're not absorbing it often adding 

hyorenedes doesn't really add a lot more to it. This doesn't, this 

really tells you, once you've made the decision to give it, how to 

set about it. The decision to use it, again, needs to remain a 

clinical one and orie that you need to see, does this person ... 

PRIVETT Mmmm . 

LORD ... would there be an alternative that would be more acceptable. 

PRIVETT So, with the exception of those, or that guidance there, in your 

view, the rest of the decision would be a clinical one for the ... 

LORD Yeah. 

??') ... doctor with care. 

LORD Yeah. 
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PRIVETT Can I hand that in to you? 

COLVIN Certainly, okay~. That's the drug therapy, that's just the cover 

sheet. 

LORD (inaudible) 

COLVIN Subcutaneous fluid replacement. 

LORD M mm. 

MCNALLY If someone in the palliative care course of treatment, if I take it, 

they're not usually considered for hydration and nourishment in 

they're in that phase that is accepted that they are dying? 

LORD I think only if you feel that they're far advanced down the line. 

MCNALLY Yeah. 

LORD Some people take three weeks to die. 

MC~ALLY Yeah. 

LORD You can't predict with people. 

MC~ALLY Right, so if, if that, hypothetically that person who took three 

weeks to die, I take it that they're deprived of hydration and 

nourishment? 

LORD Not always. 

MC~ALLY No? 
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LORD It depends on how awake they are. If someone's awake but still 

very poorly ... 

iVICNALLY Right. 

LORD ... you'd probably set up subcutaneous fluid. 

MCNALLY Right. 

LORD That would be my criteria for giving someone fluids or not. 

MCNALLY Mm mm. 

PRIVETT Equally, I presume someone could 'be on a palliative care regime 

and still able to ... 

LORD To swallow. 

PRIVETT ... to swallow? 

MCNALLY Yeah. 

LORD Yeah. 

PRIVETT Mmmm. 

LORD That would always be the preferred way of... 

COLVIN So, in a case where someone is unconscious ... 

LORD Yeah. 

COLVIN ... and therefore unable to swallow because of the fact they're not 

conscious, would there still be a case for not hydrating? 
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LORD Yes, if I felt that someone was unlikely to survive more than a 

few days, then I. wouldn't necessarily put fluids up. 

• COLVIN Mm mm. 

MCNALLY Right, okay. 

COLVIN And what would you reasons be for that? 

LORD That the person wasn't distressed by being dehydrated ... 

COLVIN Mmmm. 

LORD And that there, there was so many other things that \vere going 

wrong and if the body was failing any way, that given them this 

bit of fluid wasn't going to put that right. A lot of relatives seem 

• distressed when they don't have fluids up and strangely although 

subcutaneous fluids does give them a bit of fluid, seem much 

happier. .. 

COLVIN Mmmm . 

LORD .. . because they personally see fluids going through. 

COLVIN Mmmm. 

LORD But it doesn't really provide much calories at all because you 

can't keep the 5 percent and Dextrose which is the strongest we 

can, we can give, we can only use four percent Dextrose which is 
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(inaudible) Dextro saline ... 

COLYIN Right. ... 

·LORD ... so you can't give a lot of calories that way. • MCNALLY So, there's nothing to say really that somebody who is 

unconscious and in a palliative care situation, that, if they were 

hydrated and nourished, would make them live longer? 

LORD I don't think there's, any, any evidence to prove that either way. 

MCNALLY Either way, right. 

LORD And often I think if people are dying it is, particularly the very 

elderly and the people with the dementia, the other organs are 

• failing as well. 

MCNALLY Yeah. 

LORD And it is a sort of, it's probably cruel to say, just like an old car. 

MCNALLY Mm mm. 

LORD When does an old car give up? 

MCNALLY Mmmm. 

LORD It's probably that all the little bits are, are beginning to break 

down and then one event and the whole thing just goes. 

MCNALLY So, by asking the body, I take it, to process nourishment and 
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water is giving it extra work to do and it could be, have an 

adverse affect op _somebody's health? 

• LORD I wouldn't go as far as ... 

MCNALLY No? 

LORD ... to say that. 

MCNALLY I' 11 never become a doctor. 

LORD I think the evidence is not there. 

IVIC:\'ALLY No? 

LORD I think our bodies do like food and water and I don't think it 

protests too much if it's given it, if I think that the situation and 

• the circumstances are right. 

IVIC:\"ALLY Yeah. 

LORD I mean, a lot of the feeds produce gastrics, you can, again you can 

get diarrhoea, that's pure carbohydrate and some people can't 

tolerate the feeds because ofthat. 

MC~ALLY Yeah. 

LORD So, yes, sometimes the body can't take it. 

PRIYETT Would it be right that, at consultant level there hasn't been any 

directive given as to when and when not... 
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LORD No. 

PRIVETT ... to introduce hydration therapy? 

• LORD You couldn't really, there's no, you couldn't give or ha~·e a 

written policy or written guidelines. 

PRIVETT No. 

LORD Because I think, any1hing to that effect, no two people with the 

same condition willbe the same. 

PRIVETT Mm mm. 

LORD And you really couldn't have guidelines that were acceptable by 

the medical bodies, people relevant. 

PRIVETT Sure. 

LORD So, you've got to take each person as you find them. 

MCNALLY Certainly. 

COLVIN (inaudible) 

MCNALLY Yeah. 

COLVIN Okay, just a few more points. We've obviously taken receipt of 

this report ... 

LORD Mmmm, yeah. 

COLVIN ... which I'm showing you now, which was compiled by yourself? 
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LORD Yeah. 

COLVIN ·Back in December ninety eight. Can you tell me the reasons for 

• this report being drawn up? What.. . 

LORD Well, basically, I was vaguely aware that the nurses had been 

questioned about various nursing issues about Mrs RICHARDS 

dying but again I, no one contacted me and the nurses even, after 

she'd died didn't mention that there could be a medical come-

back. 

COLVIN Mm mm. 

LORD And I was unaware that one of the daughters, I can't remember 

• which, had made a complaint to the trust and that complaint had 

been investigated by a senior nurse who had formulated a report 

and submitted it at (inaudible) with various medical, with various 

comments in it. I wasn't contacted by her for the interview at all 

and I also wasn't aware that the family had been offered an 

interview to .be seen and presumably I would have needed to have 

been at that. The first contact I had was from Lesley 

HUMPHREY, who is the ... 

MC:\".-\.LLY Quality controller. 
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LORD (Laughs) Yeah, for Portsmouth Health Care Tmst, to say that, 

and I think she,. this was certainly over a weekend, just before 

Christmas, she contacted me on the Thursday or Friday and said, 

can I prepare a statement on this, because I was the consultant in 

charge on Gladys RICHARDS, so it meant getting the notes and 

asking people a few questions very quickly and I, this was 

compiled in (inaudible) certainly over a couple of days. 

MCNALLY Mmmm. On that point, were you asked, \Vere you asked 

specifically, because you were the consultant for the ward? 

LORD Yeah. 

• MCNALLY So, you weren't approached as a, like an independent... 

LORD No, well, not that I'm aware of. 

MCNALLY No. 

LORD The request came through Lesley HUMPHREY, I might have a 

copy of her letter here... I can't remember, it might have been I 

suppose. 

MCNALLY So, I take it you weren't asked as an independent body to have a 

look at this patient and .... 

LORD No, no, no, no. 
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MCNALLY ... the matters that had been, or the issues that had been raised to 

form your opini.ons or anything. This was a case that.. .. 

LORD No. 

MCNALLY ... it's your ward. 

PRIVETT Yeah. The letter from Mrs HUMPHREYS to Dr LORD says, 'On 

reflection I think the best way forward would be for you, as 

consultant in charge, to prepare a statement explaining the 

decision with regards to Mrs RI CHARDS' care etceteras. 

MCNALLY Have you the ... 

LORD We've got the letter, yeah. 

• COL VI~- Mmmrn, I wonder if we could have copy of that. 

PRJVETT I've only got one. Can we take a copy here? 

MCNALLY We can get a copy made from it, yeah. 

PRJVETT Have you got the original one? 

LORD It must have been, to have given it to you, haven't I? Here's 

mme ... 

PRJVETT Carry on and I'll... 

LORD Yeah, yeah. 

PRIVETT That's it. 
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LORD And that's probably the background ... 

COLVIN So, this repon would have been based on, summarising what you 

• said, based on looking at the notes and talking to the ... 

LORD Yeah. 

COLVIN ... various members of staff? 

LORD Yeah. 

COLVIN Who would that have included? 

LORD Dr BARTOK and Philip BEAD mostly, I can't remember 

speaking to any of the more junior nurses. 

COLVIN Mm mm. 

• LORD I might have done, but I can 1t remember that. 

COLVIN Okay. vVas there ever, were you ever made aware, you knmv, 

was there any, why you weren't contacted? Was that ever 

brought up, why you weren't aware of it? 

LORD I complained about it. Because one of the conclusions was that 

the medical consultant team had said that there was a policy not 

to move people out of hours and that was never so. A..nd I wrote 

to about three people about it, I, one manager acknowledged that 

that wasn't correct, but no one, no one's mentioned why they 
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didn't contact me. 

COLVIN Right, okay. So. .where does the, where does the fault lie there 

• then, that you weren't notified? 

LORD I think both with the Trust and with the person who was 

investigating it, the senior nurse, who was investigating it. 

COLVIN Right. Okay. 

LORD Because the Trust was going to set up a meeting with the family. 

As it happened they didn't make, they didn't take up any of the 

appointments that were offered, but I'd have been horrified if 

they'd actually have met without me being present. 

COLVIN Mmmm. 

LORD Neither would I have wanted to go to a meeting where there is 

two days' notice with the family so, I, to be honest, I wouldn't 

have had the notes and it's only because I picked the notes up to 

do the report that I realised there'd been another complaint. 

COLVIN Yfmmm. 

LORD To the Trust, through the normal complaint system. 

COLVIN At the time, in ninety eight, would you, I mean, bearing in mind 

what you know now about this thing and what, what your 
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knowledge is of what happened at the time in rebtion to the 

family concerns·, .are you concerned that you weren't aware of, of 

what was happening at that time, in August ninety eight, with Mrs 

RI CHARDS? 

While she was alive? 

Yeah, while she was alive. 

I think with hindsight I would have, I think I'd have preferred the 

nurses to have contacted me or contacted someone else because, 

or Dr BARTON to have contacted me at any stage and say there 

were, there were concerns. 

Are there many families that raise issues with other members of 

family that are in hospital about the treatment they're getting, do 

you get many complaints at all? 

People get anxious at different stages. 

Right. 

Some people get anxious just by view of the fact that they're in 

Gosport War Memorial Hospital particularly if they're not 

Gosport residents. 

Mm mm. 
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LORD 'Cause sometimes the only beds available are in Gosport and they 

could be from Hayling Island. 

MCNALLY Mm mm. • LORD So sometimes people sort of come dO\vn, think, Oh, gosh, what's 

going to happen to Mother now? If the communication hasn't 

been good before. 

MCNALLY Yeah. 

LORD Sometimes you find families that haven't really got on, you find a 

member of the family sometimes appearing when someone's 

poorly and ·people get very distressed. You haven't seen a parent 

• say for a couple of years, you get a phone call and then you come 

down and they're, and they're dying. It's distress, it's distressing. 

MCNALLY Mmmm. 

LORD And I think in general, a lot of sudden deaths, people find very 

difficult to handle and take a lot of time. A lot of people on 

transfer don't take the journey well even from Haslar to the War 

Memorial. 

MCNALLY Mmmm. 

LORD And they might have been stable when they left but sometimes 
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they come in and they're very poorly. 

MCNALLY Mm mm. ~ . 

LORD They're gasping and they pass away, so you get people at all 

stages. 

MCNALLY Yeah. 

LORD Reacting to people who are dying. 

MCNALLY That was going to be a question, later on I'll ask you about the 

transfer, where, if they leave Position A, does it sometimes cause 

them, when they arrive at Position B, that they are a different 

patient that left the ... 

LORD Could well be. • MCNALLY Yeah. 

LORD Could well be. We've seen people that we transferred say from 

QA where I've seen them that morning and they've been stable ... 

MCNALLY Mm mm. 

LORD ... and they've been really poorly in the ambulance going down, 

just down to Gosport. For some reason people don't take the 

move very well, which is why we have probably been over 

protective about moving people unnecessarily. 
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MCNALLY M mm m. 

LORD It's again sometNng that's very difficult to predict. Some people 

are just sort of sick en route and that's all that's happened but you • can't tell when you see them. And if the people sort of sending 

them, weren't, didn't give them sort of something for travel 

sickness .... 

MCNALLY Mmmm. 

LORD ... they could be quite poorly when they, when they get there. 

MCNALLY l'v1mmm. 

COLVIN Okay. Just a couple of things, I didn't ask about the drugs. And 

• those four drugs, \Vhich is the Hyoscine, Midazalam, the 

Diamorphine and ... 

LORD Helaperidol. 

COLVIN ... the Helaperidol, that's it. Are you aware of any side effects 

with those, anything that would ... 

LORD Well, they would, apart from the Hyoscine can cause some 

amount of agitation but not in the small doses that we used. 

COLVIN Mmmm. 

LORD The Helo ... , all the others could be sedating, if you was moving 
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for any length of time you always get problems with constipation 

and dry mouth and things like that. 

Mmmm. And what about combinations of those four, is there 

h. ? anyt mg .... 

I, as far as I know, they don't particularly interact. Except they 

could all be sedating in their, in their own right and certainly 

there, you can use all three of them in a syringe driver. Though 

sometimes we add in something else for sickness but if you've 

Helaperidol also acts as an anti (inaudible) for sickness as well ... 

Right. 

... because Morphine can cause a lot of sickness. Usually with the 

first few doses rather than when you're giving for a little, for a 

little while and there's something called Cyclozine that we can 

use over twenty four hours which we didn't use in her, that causes 

things to precipitate and often we would use a second battery 

operated syringe rather than mix it in with the others, but I think 

as far as administration goes, you can use all three in the same 

syringe. 

Okay. 
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MCNALLY Are you aware of any guidelines from the, the manufacturing 

company, espec.i~lly in relation to Med ... 

LORD Midazalam? • MCNALLY Midazalam and Hyoscine? 

LORD Yeah. 

:VICNALLY Regarding possible respiratory affect? 

LORD With all of them probably in syrine drivers could cause 

respiratory problems. 

MCNALLY Right. 

LORD Particularly ::Vfidazalam given intravenously. Strictly speaking 

•• Midazalam is not licensed for palliative care use and 

subcutaneous, but it's again good practice. 

:VICNALLY Mmmm. 

LORD And all the palliative care teams and physicians use it and they 

have certainly been using it for a long time. It's a drug that's 

mostly used for anaesthesia, intravenously and that's where the 

main problem with respiratory depression and things, been of 

concern. 

PRIVETT It's used as a heavy sedation? 
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Yeah. 

On, on that vein, so to speak, are there any items of equipment 

available on the ward or at the hospital for resuscitation or ... ? 

They're is a resuscitate, it's basic resuscitation that's available at 

Gosport and we've got all the resuscitation and emergency trolley 

and resuscitation equipment. They are looking at getting in 

automated defibrillators ... 

Right. 

... to treat at the hospital fairly quickly. 

Right. 

So, if someone, it's basic, you do basic CPR ... 

Mmmm. 

... which is the same as you would probably do in Fareham Down 

Centre ... 

Yeah. 

... and ring 999. 

Yeah, 'cause I mean, I think what we've understood talking to 

some of the nursing staff, that if there is an emergency, the basic 

policy is immediate first aid ... 
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LORD Yeah. 

:VICNALLY ... ::md a 999 calj ~o get an ambulance? 

LORD Yeah. • MCN.-\LLY Yeah. 

LORD Because I mean, I need to have doctors inside. I need some good 

people who can (inaudible) and ventilate. The basis for the 

defibrillators now is that it's the same as would apply to any place 

that has them, is that you would have is what's called as VF 

arrest, the changes of getting someone out of it is quite good and 

it doesn't do any harm if it wasn't. The problem with it all is that 

•• you've got to spot the sudden cardiac arrest. 

\-ICN.-\LLY Mmmm. 

LORD Not everyone that dies has a cardiac arrest. Some people fade 

\-ICNALL'\:' M mm m. 

LORD And that's something that the public now are finding difficult to 

handle. '~'fum died, why wasn't she resuscitated?' 

\-ICNA.LLY Yeah. 

LORD It never came to that. Because she faded away. You've got to be 
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quick to pick up the arrest and you've got to be quick to get all 

the equipment in ... 

Mmmm. 

Get things going. 

And you obviously need the equipment to identify the arrest in the 

first case ... 

Mmmm . 

... unless you've got twenty four hour monitoring? 

Mmmm. 

Okay, so, just one final question. It's a hypothetical one. You got 

a ninety one year old, who's frail, demented, has had effectively 

two operations and has been moved from pillar to post, basically, 

from Haslar back to Gosport and then back again. fu relation to 

the treatment she was on in her final days, is that someone who's 

dying at that time. 

My prediction from the notes of what I've discussed with people 

is that the impression, clinical impression was that this was a lady 

who was, who was dying. 

Okay. And is that through the treatment given or is that through 
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the condition. whatever she had, at that time? I haven't worded 

that very well r~a.lly. Let me rephrase that. I mean. it's difficult.. . 

• LORD Yeah. 

COLVIN Because I appreciate you weren't there at the time. So, that level 

of drugs, that level of, of treatment for that particular type of 

individual, would be indicative of someone who is dying with the 

palliative care situation? 

LORD It would be unusual to have, extremely unusual to have someone 

who was say, up and walking, like very agitated on that 

combination of drugs, well, the drugs wouldn't have helped, bu1 

• the impression I got is that people were trying to give her a! 

peaceful as they could ... -

COLVIN Mmmm. 

LORD ... and inevitably with any fonn of sedation, as the whole bod 

gets quieter, everything else gets affected as well. All the othe 

systems are beginning to melt down if you like. 

COLVIN Mmmm. 

LORD So, they certainly wouldn't have helped but I certainly wouldr 

have thought that they were the cause of her death. 
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Okay, okay. Anything else you want to ... 

It's a similar sor:t of question. Hypothetically, \ve have a lady 

who is ninety one. she's fit and healthy, she lives at home. she 

goes, she does her own shopping, does her O\vn cooking and she 

can look after herself. If that lady was taken to a hospital and put 

on a bed and a syringe driver with those same dmgs with the 

same quantities was administered to her, what would happen to 

that lady, who, for all intents and purpose is fit and healthy? 

The argument would be that if she is someone who hasn't had 

what we call psychotropics, the Helop.eridor. ... 

Mmmm. 

... which in fact Mrs RICHARDS has already had before, it'! 

again impossible to predict. 

Mm mm. 

People who haven't had any medication before are often ver 

susceptible. On the other hand they could be someone wt 

tolerated it so you, you don't know. 

Right. 

But probably they'd have got quite drowsy anyway. Probably. 

'J"!} t.?. 
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i\ICNALLY Mmmm. 

COLVIN Okay. 

i\ICNALLY All right? • COLVIN Okay. Is there anything you'd like to add? 

LORD No. 

COLVIN Is there anything you wish to clarify, anything you said that... 

PRIVETT Sorry, there's just that one point in relation to the validity or 

otherwise of the locum consultant having done a ward round at 

Gosport. Can you just pick up from that? 

LORD Yeah. When I'm away, there was a duty rota that there would be ,. Dr BRANSTEIN who would be covering in case of emergencies. 

i\ICNALLY 

LORD 

COLVIl\" 

LORD 

Signature(s) : 
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He \Vas a regular full time consultant as well. And he wouldn't 

have been able to do the ward round for me, because his time 

table \vould have already been, is already booked. 

Yeah. 

So, he was there for nominal cover and basically (inaudible) in 

the community hospitals. If the consultant is not there, on our 

own time tables it is impossible to make the time up later in the 
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week and it is impossible for a covering consultant .... 

Yeah. 

... to actually go and do the round for you, for me. In addition, he 

wouldn't have known the patients from before at all, so he would 

have ended up seeing sixteen patients from new with problems he 

didn't know. Just for that one day. 

Yeah. 

So, though there was cover, it wasn't sort of, it is difficult within 

our department ... 

Mmmm. 

.. even with, though we have seven consultants, to actually cover 

each others' duties because we're so busy. 

I think, I think we all appreciate the difficulties and the pressure 

that everybody in the National Health Service is under ... 

Mmmm. 

... and I appreciate what you're saying. On, I don't know the 

question, I've forgotten it. Never mind, it couldn't have been that 

important. It's gone. 

I think, I think the point we were making was that it wouldn't be 
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practical for a consultant to pick up the ward round. fill in ... 

MCN.-\LLY Yeah. 

PRIVETT ... is the (inaudible) . 

MCN.-\LLY Yeah, physically ... 

PRIVETT Yeah. 

MCN.-\LLY ... because of the amount of work he's got on his plate on his 

own .... 

PRIVETT He wouldn't know any of the patients. 

LORD (inaudible) 

MCNALLY ... but he \vould have been available ... 

•• LORD ... (inaudible) 

MCNALLY ... on a phone call for advice ... 

LORD ... for ad,·ice. 

l\tiCNALLY ... or even go to the ward ifhe was needed. 

LORD Yeah. 

MCNALLY Yeah. And I think it's fair to say that, I've one more point, you 

probably don't get to see every patient that goes through the 

Gosport War Memorial because they may be only there for two or 

three days before they're sent on to somewhere else? 
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Yeah, I mean, people who come in and die the same day they 

arrive so we wouldn't seen them. 

So that you may never see them any how, yeah. 

Or it may be that they come in and something happens and they, 

they go back or if they need surgery within two days of coming 

down. 

Mrnmm. 

So, we're trying to have a daily consultant present in Gosport, but 

that's a long way away. 

And obviously we 're all governed by money. 

Aren't we? 

Did you want to pick up on anything about the transfer aspect. I 

know you mentioned it earlier on, are you happy we've dealt with 

that? 

It's just that, I don't know whether you are aware, we interviewed 

the ambulance crew ... 

Mrnmm . 

... and they're ... 

Mm.mm. 
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We've spoken to them and [ think it was an issue at the hospital 

on the second p~casion, the seventeenth. when she arrived and 

obviously that all going to be encompassed in the package that's 

sent off to the guy in London who's gonna look at it all. 

Mmmm. 

And I think, having been investigating this for the last three 

months I think we're all happy that travelling from A to B can 

cause major upsets in patients. 

But there wasn't, I think you confirmed, officer, that there wasn't 

any set policy in relation to when to transfer, when not to transfer 

so again, it was a question of clinical judgement and the 

individual patient. 

Yeah. 

:.-Immm. So, in terms of a judge it would be based obviously 01 

the patient's well-being .... 

Yeah. 

... as opposed to a guideline saying you can't do it at this time • 

that time or ... 

You couldn't have guidelines, can you? 

') '·• ,, 
h, ·) ~ 
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COLVIN Okay. Allright... 

LORD· Did you want.. .... 

COLVIN ... anything else? Anything else you want to say? 

LORD No. 

PRIVETT No, thanks. 

COLVIN Okay. I'il hand you a notice explaining the tape recording 

procedure which is there. The time by my watch is fifteen fifty 

four and I'm turning the recorder otT. 
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DS SACKl\'IAN This interview is being tape recorded, I am Detective Sergeant 

David SACK!viAi"J', the other police officer present is ... 

DC COLVIN DC 1484 COLVIN. • DS SACKl\'IAN Right, I'm interviewing Philip BEED. Philip would you mind 

giving me your full name please and your date of birth for the 

tape? 

BEED Philip James BEED, 21 51 ofMarch '63. 

DSSACKMAN Right also present today is .... 

SOLICITOR Mr GRAHAIVI from Saulet and Co Solicitors, Portsmouth - Legal 

Advisor. 

DSSACKMAN Today's date is Monday the 241
h of July in the year 2000 and by 
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my watch the time is exactly eleven o'clock (I 1.00). This 

interview is being conducted in an interview room at Fareham 

• Police Station. At it's conclusion I'll give you a notice explaining 

what happens to the tapes. All the time you' re in the room here 

Philip, you're entitled to free legal advice, Mr GRAHA.!vl's here to 

provide you with that. If at any time you want to stop the 

interview to take some advice or to talk to Mr GRAHAM let me 

know and I'll stop the interview, also today you've come here 

voluntarily which means you're not under arrest and if at any time 

that you feel you just \vant to get up and go then that is your right. 

• Okay? 

BEED Okay, yeah. 

DS SACKMAN Right, before I start to question you at all, I have to go through 

and give you what we call a caution and that is, that you do not 

have to say anything but it may harm your defence if you do not 

mention when questioned something which you later rely on in 

court and anything you do say may be given in evidence. Do you 

understand the caution'' 

BEED Yes. 
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DSSACKMAN What do you understand by that caution? 

1.31 BEED That I don't hav·e.to answer any questions but ifl, if I choose not 

• to erm and later erm say anything then that can be used against 

me. 

DS SACKlVIAN Right, are you happy with that Mr GRAHAl\1? 

SOLICITOR That's pretty good for somebody who's never been questioned 

before. 

DS SACKlVIAN That's pretty good and it's probably a better understanding than I 

had of it. One other thing I need to point out is that this interview 

room is capable of being monitored when the tape recorder is in 

• the record mode only and with the tape running, and a warning 

light would indicate when monitoring is taking place. At no other 

time can our conversations be overheard. Now that red light there 

means that this interview is being monitored and it's by Kevin. the 

chap that you spoke to a few minutes ago. Right Philip, can you 

tell me what your job is and what you do? 

BEED Yeah I'm a Clinical Manager which is the Charge Nurse in charge 

ofDaedalus ward at Gosport War Memorial Hospital. 

DS SACKMAN Right and what are your day to day duties? 
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BEEO Er I've got erm over ... 24 hour accountabilitv for the nursing care 
~ . ~ 

of the patients o~ ·the ward er and the management of the nursing 

• team delivering that care. So I manage a team of nurses and 

support workers on day and night duty in delivering nursing care 

for patients on Daedalus ward. 

2.51 OS SACKJ\tiAN Right, how did you end up in that role? You didn't just apply for 

that as a job, you've obviously got some experience before, can 

you take me through your experience? 

BEED Erm I've ... yeah I've been nursing for erm twenty years erm 

training in the Royal Navy at Haslar erm working as a Deputy 

• Department Manager and Department Manager in Haslar er I've 

worked for BUPA hospital at Havant as a Senior Nurse er and at 

Oxford Radcliffe Infirmary, Brooks University as a Senior Nurse 

and Lecturer er and then I applied for this position \Vorking in 

elderly care. 

OS SACKMAN Right, did you have any specific training in care ofthe elderly? 

BEED Er not specific in care of the elderly, my experience is broad based 

across erm acute surgery and a particular type of surgery I did 

before this job was ophthalmic surgery where the majority of 
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• Not relevant for contemporaneous notes 



GMC101057-1340 

/'~ 

MG l5(T)(6._ .t) 

HA.lVIPSHIRE CONSTABULARY 

RECORD OF INTERVIE\V 

Continuation Sheet No : -' 

Record ofinterviev.r of: Philip .James BEED 
D. 0. B. i·-·coCie_A_·-·: 

L·-·-·-·-·-·-·-·-·-·-·-·..; 

Tape 
Counter Person Speaking 
Times • 

--.., •. ).) 

• 

DS SA.CKMAN 

BEED 

DS SACKMAN 

BEED 

DS SACKMAN 

BEED 

Text 

patients are elderly so it's mainly experience working with elderly 

patients. 

Right so you've a broad based experience in nursing going back 

over twenty years? 

Yeah. 

Right, what does a Ward Manager do? 

Erm responsible for nursing care of patients on a day to day basis 

but also responsible for the erm management of the ward erm and 

making sure everyone is up to date and doing their job properly 

erm, making sure they've got the right resources, making sure 

we're staffed properly, er reporting any problems to my managers 

erm so it's a, it's a combination of nursing care and the overall 

management of the ward and looking after the budget for the 

ward. 

Okay. Can you tell me a little bit about the War Memorial 

Hospital? 

Yeah erm it's a community hospital so we .. we've got erm don't 

actually have medical cover on site, we've got six in-patient wards 

and day hospitals and outpatients er the particular ward I'm on is 
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erm continuing care around slow stream stroke rehabilitation . 

.. . 
We're consult ... we've got :24 beds, we're consultant lead so we've 

got a consultant who takes over all responsibility for the patients 

and a clinical assistant who provides day to day medical cover. 

5. 11 DS SACKl\tiAN Who ... bearing in mind that we' re interested in the events of 1998, 

who was the consultant in charge then? 

BEED That was Doctor LORD. 

DS SA CKl\tiAN Right and does that continue to the present day? 

BEED Yes she's cons ... she's still consultant in charge now. 

DS SACKMAN Right, what contact do you have on a day to day basis with 

• Doctor LORD? 

BEED Doctor LORD attends tw·ice a week to conduct a ward round, 

that's on a Monday and a Thursday erm and we can get in contact 

with her at other times by the telephone if required, she's actually 

based at Queen Alexander so erm contacting her depends on 

where she is at any given time er but it's usually not a problem to 

get in contact with her if I need to. 

OS SACKIVIAN Right and when would you get in touch with Doctor LORD? 

BEED Erm if we had any particular problem that we couldn't erm sort 
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out with the clinical assistant erm, erm or we needed, particularly 

needed consultant" advice for any particular reason. 

DS SACKJVlAN Right and that's over a whole range of. .. 

BEED It could cover a whole range of things, usually it would be if the 

patient was particularly poorly and we weren't sure of "vhat other 

action to take and that either because er we couldn't get in touch 

with the clinical assistant because the clinical assistant obviously 

could be on house calls or duties erm or because the problem 

couldn't be sorted out with the expertise of the clinical assistant. 

DS SACKMAN Okay. Tell me about the clinical assistant? 

• BEED Er at that point in time it was Doctor Jane BARTON er and she's 

a local GP. works in Gosport er and she comes in P.Jonday to 

Friday on a daily basis erm to see ... to review all the patients er and 

then midday to clerk in any admissions and then outside those 

hours during working hours, office hours we would call on Doctor 

BAR TON if she's not on duty er and then weekends and evenings 

we would call on one of the other partners in the practice that she 

works in. 

DS SACKMAN As in Doctor BAR TON's practice? 
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7.14 BEED Doctor BARTON's practice, yeah. 

DS SACKMAN Okay, does Doc.tor BAR TON receive patients or did she receive 

. . . . ? patients or IS It JUSt. .... 

BEED For ad .. for admission? 

DSSACKMAN ... Yeah. 

BEED They'd all admissions go through the elderly services office and 

either Doctor LORD or one of her colleagues actually agree to 

admit them so they all have to be ... the admission has to be agreed 

by a consultant from elderly services. 

DS SACKM.-\N Right and where do you take your patients from? 

BEED Er nearly always from transfers from other wards erm so that's 

either in Queen Alexander or Haslar, sometimes from other 

hospitals occasionally we take admissions from the er day hospital 

or outpatients and occasionally we've taken admissions from 

home but that's, that's quite unusual, nearly always transfers. 

DS SACKMAN Right and are those transfers normally for ongoing medical care? 

BEED There usually for assessment or rehabilitation but sometimes 

patients just aren't well enough for rehabilitation but the, the plan 

was always to assess them and see erm what we can do in the way 
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of rehabilitation. 

DSSACKMAN Okay. As the ~~rd manager you're obviously responsible for the 

staff that are in there, can you tell me a bit about the staff, how 

many you have? Who works on ... ? 

BEED It's approximately thirty staff because it depends whenever I've 

got vacancies and when I've done with the hours but I've got on 

days at the moment I've got five trained staff who are either 

registered general nurses or enrolled nurses and eleven health care 

support workers so it's nursing auxiliaries they were previously 

known as and on night duty I've got four trained staff and I think 

six health care support workers, the numbers vary a little bit from 

day to day 'vvith people on maternity leave and so on. 

DS SACKMAN Okay and how many patients would you be expected to provide 

care for? 

BEED We've got twenty four beds on the ward, we are ... we've only 

actually been full on about three or four occasions in three years 

I've worked in the War Memorial but usually we run about 

seventeen, eighteen patients. 

DS SACKMAN Right, is that adequate staffing then? 
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9.23 BEED For eighteen patients the ward gets very busy erm so you have to 

•'. 

prioritise your work erm if we went above eighteen we need to 

bring in banked staff to, to have enough staff. 

DS SACKMAN So (inaudible) like all things there are occasions when you're 

pressed and ... 

BEED Yeah, yeah. 

DS SACKMAN ... there are occasions when you cope? In your own estimation 

where does that figure ... where do we cross the line between 

coping and not coping? 

BEED We shouldn't, we should never cross that line because I can bring 

in banked staff but occasionally and it also depends on not just the 

number of patients but what's happening at any time, so if you get 

erm several patients being poorly at the same time or needing 

attention for one reason or another er a lot of our patients aren't 

continent erm we can have patients who erm fall out of bed or 

those sorts of things so if those sort of things, or relatives that are 

very anxious who need to speak to us so sometimes when you 

think you're going to manage things occur and then that means 

that you 're actually very, very pushed. That doesn't happen too 
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often because I usually try and ke .. thafs my responsibility to make 

-·. 
sure the ward is properly staffed and the work is properly 

prioritised and managed so I'm, probably we ... occasions when we· 

sort of cross the line when we're not managing and really need to, 

to do some, to do something to make sure we are coping, once a 

month or so erm \vhich compared to places like Queen Alexander 

and (inaudible) I expect that happens, where I know that happens 

·a lot more er on the busier acute wards. 

10.55 DS SACKMAN Right, is it your responsibility to get banked staff? 

BEED Yeah, yeah erm I delegate that as well so my Senior Staff Nurse 

and Staff Nurse's know that they can call in banked staff if they 

need to as well. 

DS SACKMAN Right so they're empowered to make that decision? 

BEED Yes, oh yeah, yeah. 

DS SACKlVIAN Okay, am I right in just...to the hierarchy as it's established is that 

in overall command is Doctor LORD, then perhaps assisted by the 

clinical assistant who at that, the time we' re interested in was 

Doctor BAR TON .... 

BEED Yeah. 
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DSSACKMAN ... then yourself .. 

•• 0 

11.29 BEED Yeah. 

DS SA CKI\tiAN ... then you've got your registered nurses .... 

BEED Yeah. 

DSSACKMAN ... and your auxiliaries ... 

BEED Yeah. 

DS SACKIHAN .. .Is that about right? 

BEED Yeah. 

DS SACKMAN Okay. Who's responsible for prescribing the drugs that you use 

on the wards? 

BEED Doctor BAR TON or Doctor LORD and also the other erm 

doctors in Doctor BAR TON's practice if they come in, if we call 

them in. 

DS SACKMAN Right and they would assess each patient and prescribe ... 

BEED Yep. 

DS SACKMAN Can you explain to me the procedure that happens when you're 

approached by QA or Haslar to accept a new admission, what 

processes do we have to go through? 

BEED They erm the ... either Haslar or QA would contact the elderly 
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services onice and ask for a consultant to assess a patient and take 

... 
them on. One of the consultants. erm I think sometimes they use a 

Senior Registrar as well would go and see the patient. assess them 

erm and if appropriate agree for them to come to enn the \Var 

Memorial er they would then give that to the elderly service office 

who will actually phone us and arrange a date enn a date. for the 

admission and give us all the details, and a copy of the er letter 

which the consultant's have written which gives us all the 

information of the patient erm and then we we're, on that date, 

agreed date then the patient will be transferred across to us and 

we'll take over their care. 

DS SACKMAN Right, are there occasions when the consultant or m your 

experience says no this person's not fit to come to us? 

BEED There might be but we wouldn't know because they \VOuldn't get 

as far as US ... 

DSSACKMAN Rioht 
0 

BEED .. .if that had happened because they would, they would, like they 

would ... that information would be directly between the consultant 

and the particular ward. I do know that does happen from time to 
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time. either the patient is too well to come to us and doesn't need 

rehabilitation or ··the patient isn't well enough erm the other thing 

• that happens is patient. .. is that conditions on the patients progress 

are made before transfer so the same patient can come to us but 

these things, these tests or these things must be sorted first before 

they come over to the War Memorial. 

13.46 DS SA CKi\tiAN So generally speaking a patient arriving at the War Memorial is 

stable and able to be nursed? 

BEED They should be, yep. 

DS SACKl\tiAN Okay. What paperwork accompanies a person? 

BEED Erm ifthey come ... at that point in time if they came from QA they 

would come with their notes, if they came from Haslar they would 

come with their Haslar notes and we would obtain the Portsmouth 

notes and there should be a transfer letter as well and they should 

have any medications which they' re required to be on, what we 

call T-T-O's. 

DS SACK:VIAN So and what is a T-T-0? 

BEED Er to take out so that's ... so as if they've been discharged to home 

they come to us with the tablets and medicines they're on because 
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we haven't got a pharmacy on site so they need a weeks supply of 

... 
whatever medication they' re actually on . 

• DS SACK~lAN Okay. Can you tell me about the pharmacy side? 

SEED We, all our pharmacists are supplied by Queen Alexander Hospital 

in Portsmouth so we're. we have our own stock of things that we 

use regularly erm things that we don't, that we don't hold as stock 

then we order on a named patient basis erm and we have a weekly 

delivery and then we can phone up daily and order extra supplies if 

we need them and they get delivered just after midday. 

DS SACKMAN Right, did you have a pharmacist? 

• BEED We've got a pharmacist who visits once a week and her name's 

Jean DAL TON and she. she goes through all the drug records and 

all our stocks and just checks everything erm in terms have we got 

the right stock and the medication the patients are actually on. 

DS SACKMAN Okay, does she advise? 

BEED Yes, yes if erm if she see's erm medication which contradict one 

another or the doses are erm above or below or not what would 

normally be prescribed erm or things that might interact then she 

points them out to us to point out to Doctor LORD er and we 
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pass that information on and act on it. 

15.48 DS SACKIVIAN In your experience of twenty years, can you individually identify 

• when the drug regime isn't proper? 

BEED Yes, you would usually you'd know when something isn't proper 

erm the exception would be some of the more unusual drugs enn 
•··,. 

and then you would have to look it up what we call the BNF, 

which is a book which tells us all about medications ... 

DSSACKMAN National Formulary. • 

BEED ... yeah and we would do that if there's a drug that you haven't 

encountered before you would do that as part of your normal 

regime before erm actually given the drug to a patient. 

DS SA CKl\tiAN Would you consider that to be part of your role ... 

BEED Yes. 

DSSACKMAN to keep an ongoing ... 

BEED Yeah because when you gtve out a medicine you, what..your 

responsibility is to know that you 're giving it to the right person at 

the right time and that you know what. that medication is doing so 

ifyou don't know what it's doing then you need to look it up and 

make sure you do before you give it erm and that the dose is the 
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normal dose because you can appreciate it's quite with the range 

... 
of dose that's given and it's quite easy for someone to write up 

• erm an extra nought or whatever to and prescribe an incorrect 

dose. 

DS SACKMAN Right so I mean pan of your role you'd see it as being in some 

way responsible for just for ensuring is that, that last safety check? 

BEED Yeah, yeah and that's the role of any trained nurse on the ward as 

well because any ... we all erm undenake the drug erm round at 

different times. 

DS SACKMAN Right so am I right in saying that individually there's a number of 

• fail-safes if anv individual thinks that the drug: regime isn't ri!lht 
J - - -

they can highlight that? 

BEED Yeah. 

DS SACKMAN Who would they highlight that to? 

BEED Erm well initially you would check for your own sake when 

you're gi\·ing the medication ifyou then think it's wrong then you 

would rep on it to someone senior on the ward so if it was one of 

my staff they would repo11 it to myself or a senior staff nurse. If it 

was myselt: I would, or they could go directly to the doctor and 
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check it with them. if [ thought it was incorrect ['d go to a doctor 

or [ could go to· one of my er senior nurses, usually the sorts of 

• things you encounter you can go to a doctor and check er as to 

and either correct it or understand why a particular dose has been 

given because sometimes doses are given that aren't in the er 

formulary range for but for particular reasons erm or, and or it 

might be a mistake and that can be corrected. 

18.08. DS SA CKJVIAN Right, why would that be? Why would people be given doses 

outside of those guidelines? 

BEED Erm because those are guidelines but there are drugs where tests 

• have been done in particular situations with particular patients 

where erm there are established erm doses outside of those 

regimes which are appropriate er and there's lot's of examples but 

one would be in the turn pin, in erm when people have a mental 

health problem and mental health team regularly give er doses of 

drugs which are actually much higher than you would normally 

give er to patients because it's knowing that the higher dose is 

necessary to actually erm treat the patient effectively. 

OS SACKMAN Right so I mean the guidelines are only guidelines ... 
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BEED Yeah. 

DS SACKl\'lAN ... they're not .... -· · 

• BEED Yeah, yeah. 

DS SA CKJ.\'IAN . .. hard and fast rules? 

BEED Yeah. 

DS SA CKJ.\'IAN And on your wards there's three definite checks that a dose IS 

right, your nurse can highlight it. .. 

BEED Yep. 

DSSACKMAN ... You can highlight it... 

BEED Yep. 

DS SACKJ.VIAN ... and as can the doctor highlight it but ultimately the consultant 

IS ... 

BEED Overall responsible. 

DS SACKMAN ... is overall responsible but there are a number of checks before 

we get there .... 

BEED Yeah, yeah. 

DS SACKMAN ... and a number of opportunities for people to identify ... ? 

BEED Yeah. 

DS SACKMAN Okay. Can you tell me about named nurses and what that's all 
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about? 

... 
19.32 BEED The named nurse IS actually the nurse with the specific 

responsibility for individual patient and each patient has a named 

nurse erm and we allocate it so we each have usually about three· 

or four patients erm and that nurse will be responsible for 

generally overseeing the patients care so any major change that 

takes place in, in .. take effect in how we care for a patient er they 

will be involved in the decisions erm and also things like referral to 

Social Services, erm communicating with relatives and so on erm 

because we work a shift pattern, we also work in teams erm and 

other nurses can actually erm be involved in that patients care as 

well so erm if something is happening with the patient and the 

named nurse is off for two days then someone else will 

automatically take over so it doesn't, we use it to make sure 

patients get the best care and they have someone specifically 

responsible for their care but we make sure that that doesn't 

prevent the patient having erm their care reviewed or decisions 

made or actions taken when they're not around. 

DS SACK.\IAN Okay so I mean the named nurse is the person who is expected to 
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DS SACKMAN Yeah. 

... 
BEED Erm when they come from Queen Alexander they would come 

with erm their nursing notes and medical notes and drug record, if 

they come from, sorry did I day Haslar or QA there? 

DS SACKIVIAN You said QA but I mean if ... 

BEED QA they would come with notes, Haslar they would come with 

their Haslar notes and they would come with their Haslar nursing 

records and the transfer letter and drug record, so it's the same, if 

it's a QA one we, we erm keep hold but if it's a Haslar one at that 

point in time we kept it for a week and then returned it and raised 

our own documentation. 

DSSACKMAN Okay I understand. So the patient arrives on the ward and you 

know what their history has been and you know what the plan is ... 

BEED Yeah. 

DS SACKlVIAN ... Can you tell me about the plan and how many plans are there 

and .. ? 

22.34 BEED Erm they .. usually the medical and nursmg plan should run 

together and we would look for it, that would be summarised in 

the transfer letter so we would usually use the transfer letter from 
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the nursing staff to ... and the consultants letter to give us a broad 

view ofwhat \Va~·happening. Ifthere wasn't anything we weren't 

sure about and we needed to clarify such as drug regime patients 

on or what, any aspect of their care then we could go back into 

the, the medical nursing notes and actually read through that and 

find specific information that we needed erm and then from that 

we would raise our own nursing documentation and then in 

assessing the patient and in discussion with them if we could and 

their relatives look at the plan of care while their on Daedalus 

ward. 

DSSACKMAN Right and how many son of separate plans are there? 

BEED Erm well there's usually an overall plan of what we hope to 

achieve with the patient and that may be er developed over a 

period of a few days ·cos it usually takes time for a patient to 

settle in with us and to see er to assess and see what's practical 

and what we might achieve and then that's sub divided into 

specific care plans for specific aspects of the patients needs such 

as nutrition, er preventing pressure sores, er continence, er 

hygiene, night care so that's what...and that's what we would call 
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the nursing care plans, so that's the ... and we actually base that on 

the activities or-·ctaily living so that erm up to twelve things the 

patient may need to do for day to day living. 

DS SA CKIVL-\N Up to twelve things, I mean it's not an exam, I wouldn't want 

to ... could you sort of as many ofthose as you can name for me? 

BEED Er so nutrition, erm breathing, erm feeding, erm elimination which 

is continence er hygiene erm relationships, communication, enn 

sexuality, erm religious needs, sleeping so that's the and there's 

another two there somewhere but I'm not sure but we would ... not 

all ofthose would be applicable to all patients so ... 

• DS S.-\CKM.-\N No so I mean is there a mobility? 

BEED . .. Mobility is one. yeah. 

DS SA CKI\'L-\N Is it? 

BEED Yeah. 

DS S.-\ CKlVL-\N So and when a person comes in who assesses how many of these 

plans are applicable to a patient? 

25.10 BEED That would usually be the named nurse and if not someone acting 

on their behalf so it would be a qualified nurse and we would 

assess and initiate as many care plans as we could initially the 
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patient came in but it might...but that doesn't have to be done 

immediately, we \isually ... I would expect all our patients to have a 

full set of' care plans within 48 hours of admission for some of the 

things it may take a day or two to assess what their needs are and 

to actually erm introduce the care plans properly. 

DS SACKMAN Right so the care plans are something that develop ... 

BEED Yeah. 

DS SACKMAN ... over a period ... 

BEED Yeah and then they're reviewed and cha ... and changed as, as time 

goes by as well. 

DS SACKMAN ... right so some are quite deliberately not installed ... 

BEED Yeah. 

DS SACKMAN .. .in the early stages ... 

BEED Yeah. 

DS SACKMAN ... but perhaps we could expect them to ... 

BEED Later on, yeah, yeah. 

DS SACKMAN Okay, are they ... what I'm intending to was just get an initial 

overview of \.Vhat your job is and what your job is all about. I 

think I've covered the points that I wanted to initially, if I go to 
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Lee ifthere's anything that. .. in that area. 

-·. 
26.19 DC COLVIN Just a couple of things just to get ... you mention m relation to 

Doctor BARTON and the set up when she comes m every 

morning and there's a single clerk admissions ... 

BEED Yeah. 

DCCOLVIN ... can you just describe what that is? 

BEED Clerking admissions? 

DCCOLVIN Yes please. 

BEED Erm admissions come to us, should come to us before midday erm 

and they need to be seen by a doctor when they arrive so when the 

patient arrives we would call Doctor BAR TON and she would 

come and see them usually within an hour er and look at the 

transfer letter, see the patient, write up the medications on one of 

our charts er from the prescription that we got from erm 

. •····. 
: .:~·, (inaudible) that comes with the patient er and just cover any, any 

details that \Ve need to such as erm medical advice on how we 

care for the patient really between then and the next consultative 

ward round. 

DC COLVIN So she would generally oversee what had been instigated ... 

2 ,.. 8-. . ;} 
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BEED Yeah. 

DC COLVIN ... or reported to "Instigate ... 

BEED Yeah. 

DC COLVIN ... treatment ... 

BEED Yeah. 

DC COLVIN ... from the point they were admitted ... 

BEED Yeah, yeah. 

DC COLVIN ... Okay. I think that was it for the moment. 

DS SACKMAN Right, I've a couple of other things that I wanted to cover that I 

didn't but having had the opportunity for that quick break I've got 

them again. One of the things that will become important in this 

particular case 1 understand is the use of a syringe driver at some 

point. Can you explain to me what a syringe driver is? What 

experience you have of it, training and stuff like that? 

BEED Right erm syringe drivers are, it's used to give erm to give 

medication over a continuous period of time er there's various 

models but in Portsmouth, in Gosport we use only one model 

which is the MS26 and that's a 24 hour driver and it's used to 

give any medication barr. .. but the medication has to be erm 
2:)9 
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soluble and given subcutaneously so it goes under the skin and 

then that can deliver the dose over usually a 24 hour period erm 

we can set it for a shorter period if we want to and the idea is that 

the medica ... rather than giving erm a dose of medication which 

then wears off and then giving another dose which then wears off, 

we can give a very small dose over a continuous period of time 

over can be 24 hours erm. Various medications we can use it for 

but the most common one is for pain control, sedation and control 

of secretions when people are erm in a great deal of pain and 

usually when they're having palliative care which is when \Ve 

would recognise that the patient's dying and erm that death is a 

painful process for them erm so we usually use analgesia, 

sedatives and sometimes erm medicine to erm reduce secretions 

erm and it loaded into the driver, delivered subcutaneously over 

24 hours so the patient always has a continuous amount erm of 

pain relief. we can vary that amount according to the patients 

needs reducing it or increasing it er if the patient is either sedated 

or is in pain er and we can monitor that very carefully erm and 

change it quite effectively and the benefit for the patient is that 
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they get continuous pain relief and shouldn't become anxious or in 

•'' 

pain at any time once we've got the dose right and maintained it at 

the right level. Erm they do start getting any pain it's not 

in ... they're not in absolute agony and a lot of pain because it's 

usually what \ve call breakthrough pain which is when they' re just 

getting a little bit of pain but obvi ... so they're obviously not quite 

enough analgesia erm rather than the full pain they would be in if 

they .. .if they'd had a four hourly dose of analgesia which had 

worn off erm or not had any analgesia whatsoever. 

30.09 DS SACKMAN Right you used the term over sedated, how would you know if 

someone's over sedated'J 

BEED Erm it would depend what sort of care you're giving to the patient 

'cos usually with palliative care people erm the level of sedation 

that keeps them pain free, keeps them sedated and, and conscious 

or semi-conscious but sometimes you might use it for other 

reasons so if we were us ... we often use a drug caiied midazolam 

for people who are fitting erm and we can give that via a syringe 

driver erm and in that case we'd want to prevent fits but we 

wouldn't want to erm like render the patient unconscious so we, 

Signature(s) : OS David SACKl\!IAl'.J' 
• Not relevant for contemporaneous notes 



GMC101057-1364 

MG15<TH( u ,_ 

HAI\IPSHIRE CONSTABULAR\'' 

RECORD OF INTERVIE\V 

Continuation Sheet No : 29 

Record of interview of: Philip .Jnmes BEED 
D. 0. B. i-·-"Co.de·A·-·l 

L-·-·-·-·-·-·-·-·-·-·-·' 

Tape 
Counter Person Speaking Text 
Times • 

we would just let...judge that on level of consciousness and ability 

to communicate ·and so on. 

30 52 DS SACKMAN What's an ideal state for someone to be in? - BEED If depend ... it depends on what, what the problem is that you' re, 

you're managing erm ifit's palliative care then there is .. there isn't 

really erm if you're managing a transient problem erm then you 

would try and reach a level where the patient's pain is or the 

problem is controlled but they're not, not asleep or unconscious. 

DSSACKMAN So again it's dependent on the patient? 

BEED Depends on the patient, yeah, yeah. We usually find in palliative 

care which is when we recognise that someone's dying and we're 

keeping them comfortable erm then we use, when we usually 

achieve the right level of pain control, they're usually fairly heavily 

sedated as well. 

DS SACKlVIAN Right. What is Palliative Care? 

BEED That, thaf s when \Ve recognise that someone is dying erm through 

various, their· overall condition and what we know to be wrong . ~ 

with them erm and it's the care of someone during that process of 

dying, you keep them comfortable and pain free and clean and 
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dignified so it covers everything in looking after someone who is 

dying. . .. 

32.04 DS SACKMAN· Right, when you say that we recognise someone is dying, \Vho' s • we? 

BEED That's the, the medical and nursmg team erm and, and in 

consultation with the family so although the family wouldn't 

necessarily recognise what's going on but we from our nursing 

and medical experience would recognise that. 

DS SACKMAN Is it fairly easy in your experience with .. to recognise when that 

moment comes? 

BEED Yes, yeah. • DS SA CKJ\tiAN And what kind of things are you looking for? 

BEED Erm usually er could be a whole range of things erm but erm 

uncontrollable pain. erm difficulty with breathing, erm refusing to 

eat and drink, erm poor mobility, erm very anxious and it could be 

other things as well but those would be the, the sort of key things. 

DS SACKMAN On a day to day basis at the War Memorial Hospital, who would 

identifY that in the majority of patients? 

BEED It, it's a combination of medical and nursing staff but the nursing 
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staff are the one's that work closely with erm patients whereas the 
... 

medical staff are coming in so we would see how the patient has 

• been over a continuous period of time erm so over a shift or over 

several shifts so we would ... it's the nursing staff who really have 

the full picture about how a patient has been and then we \vould 

discuss and talk about how we'd do it with the medical staff in 

making decisions about care. 

OS SA CKl\tiAN So initially if the patient reaches that point, I mean that may be 20 

odd hours away from seeing a doctor but are you empowered to 

move to palliative care without reference to the doctor? 

• BEED Yeah, I mean we could, we could call a doctor if we needed to 

erm but we would have discussed the patients ongoing care and 

prognosis and outlook on each occasion we saw the doctor so we 

are empowered to initiate a syringe driver erm because what 

would have happened is on a previous occasion when they've 

been revie\ved by the doctor where the patient hasn't been looking 

good erm we think their condition may deteriorate erm and the 

syringe driver would be written up or have been written up and 

the instruction would be if this patient condition worsens and you 
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can utilise the syringe driver er to keep that patient pain free. 

34.33 DS SACKMAN Right so it's once again you're empowered to make that and the 

• doctor says that you know this is perhaps a natural route to go 

down ... 

BEED Yeah. 

DS SACKMAN ... and it's an individual decision for you that we've reached that 

point now and perhaps ... 

BEED Yeah. 

DS SACKMAN ... and you're empowered to initiate a syringe driver on ... 

BEED Yeah, yeah. yeah because the controlled drugs have to be checked 

• by erm nvo nurs ... two qualified nurses erm then actually the 

decision is a team decision erm and you'd make it in discussion 

with erm a nursing colleague before actually initiating that so 

we're empowered to but it's usually done by two people rather 

than just the one. 

DS SACKMAN Okay, to the untrained mind, is the onset of using a syringe driver 

normally a signal to all concerned that ... ? 

HEED It normally is but not, that's not absolute and I, I've not say for 

the majority of patients that we initiate a syringe driver then we' re 
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gomg down the palliative care route but I have seen syringe 

drivers used ana· discontinued on erm some occasions when a 

• patients made an improvement . 

35.46 OS SACKIVIAN Okay so that is a decision that's reversible? 

BEED If, yes certainly if the patient no longer needed to be on a syringe 

driver they could come off it. 

DSSACKMAN Right but in your experience it's unusual? 

BEED That's unusual. 

DS SA CKl\tiAN Is that peculiar to that -hospitai or is that peculiar to nursing in 

general? 

• BEED That's, that's nursing in general. 

DS SACKl\tiAN Okay so and I guess the doctor would invariably agree with your 

decision because it's allpart ofthe plan? 

BEED Yes, yeah, yeah. 

SOLICITOR Can I just clear up a point on syringe drivers because I think the 

view at the moment is if you' re on a syringe driver that's the end 

of it. Can you confirm that syringe drivers are used for other 

things? 

BEED Oh it can be used for a whole range of other things as well so 
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yeah, I mean we're ... the patient group we're dealing with then 

... 
we're common using it for that but, but there's a whole ... all sort 

• of other things and tip ... the other thing that we use them a lot for 

is erm a drug called Appamorph which is for Park.inson' s so 

someone might be on a syringe driver for Parkinson's Disease and 

that's to deliver the Parkinson's medication. Erm over a period of 

time we could use er midazolam to control fitting enn and then 

when the patient, when the fitting has settled down then er we 

might go on to oral medication or discontinue altogether so. 

37.03 DS SACKMAN Right, but in the case of palliative care generally that's one of the 

• last thing, one of the last stages? 

BEED Yeah. 

DS SACKMAN So although it's fair to say that syringe drivers have a whole range 

of uses ... 

BEED Yeah. 

DS SACKMAN .. .in your hospital and the use of the syringe driver in palliative 

care generally is one of the later stages? 

BEED Yeah. 

DS SACK.MAN You spoke briefly about handovers and there ... do you have a 
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brieting process, you know if ['m the late turn nurse and your the 

day turn do we h·a.ve an opportunity to discuss what's gone on? 

• BEED Yeah we have a, we have four shift handovers a day so we 

hand over from night staff to day to morning shift, morning shift to 

afternoon shift, erm and then afternoon shift to night shift and that 

inter ... that er handover is erm nurses who looked after the patients 

going through all the, all the patients and what's happening and if 

there are any points for discussion erm they can be raised at that 

one and in particular on midday handover we have a little bit more 

time when the patients are being, we've been heavily involved 

• with the patients throughout the morning then with our little bit of 

extra time there for discussion of any particular points that we 

need to work on or consider or think about both that day and in 

the ongoing care of the patient erm and we usually have a little 

update about half nine in the morning as well after the doctors 

been round as to what's going to happen with the patients that day 

and in general as well if there's any new information we need to 

discuss or work on. 

DS SACKMAN So having that many opportunities to discuss the day it's fairly 
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safe to assume the majority of the staff o~ the ward at a particular 

time are fully a ware of what's going on to all the patients not only 

their own? 

BEED Yeah, yeah, they should know specifically because we work 

usually in the mornings particularly we look after a group of 

patients but all staff should know what's happening and certainly 

qualified staff erm should have an overview of what's happening 

of all the patients on the ward erm and what we usually do as well 

is at some point in the morning or afternoon wander round the 

whole ward and just see all the patients and see that all is well as 

well. So we do that on one or even more occasions as well as 

• when we go round with the drugs as well that's an opportunity 

when you see every single patient and just check that all is well 

and you're up to date with what's happening and what's going on. 

DS SACKMAN Okay and the other thing I haven't covered is the nursing notes 

and on those we've got Mrs RICHARDS one's here. Can you 

explain to me who ... the entries are they ... in policing and Jim will 

understand what 1 mean we've got a thing called a custody 

record ... 
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BEED Yeah. 

DS SACKi\'lAN ... now where everything happens to a person who's m police 

• custody gets recorded and written down obviously ... 

BEED Right. 

DS SACK!VIAN ... in nursing it's along similar lines but perhaps I mean is there a 

requirement to write everything that happens down? 

40.00 BEED Erm there should, anything that's relevant erm and erm needed we 

should er these are the nursing care plans which, which cover 

specific aspects of the patients care, the other activities of daily 

living so nutrition and elimination and there should be a record of 

• any significant, any significant that happens on the shift all day erm 

and then the contact record here erm is erm is anything that's not 

covered by the care plan so that's other events such as discussions 

with the family, errn accidents, er particular investigations, erm 

information from the doctor,erm patients condition in general and 

so on. One of the things that was picked up on this when we had 

the investigation, the initial complaint by the family is that the 

nu ... the medical, the nursing records weren't terribly good and we 

acknowledged that and we knew that erm and there were, there 
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were some mitigating circumstances why the records weren "t as 

complete as .. ve \vould have liked them to have been. 

DS SACKI\'IAN All right what we'll do is we'll talk about that later. I think what I 

want you to do initially was just to get I mean what are you 

expected to write and when are you expected to write it? 

BEED Yeah. anything really that's significant that happens in the care of 

that patient, we should have a record of erm us ... in summary if 

possible but it might need to be in more detail. 

DS SA CKl\tiAN Right, but the key word is significant? 

BEED Yep. 

• DS SA CKI\'IAN It's not ... 

BEED Yeah 'cos there's a whole .. ! mean there's all sorts of things that 

happen with a patient over a 24 hour period erm and you needn't 

necessarily record every single thing happens so if someone's 

having erm ongoing rehabilitation they'll make, we would expect 

them to make er daily or weekly progress erm but what we record 

is when there's been a significant change so when they've gone 

from erm walking with assistance to walking unaided would be a 

significant change which you would want to record ... 
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DS SACKIVIAN Yeah. 

42.06 BEED ... erm and you might have conversations with a family on a day to 

day basis but ·they, they might just be a erm yeah things are as we 

expect them to be but if there was a specific conversation about 

some particular aspect of care that we ought to ... that we felt 

needed a record kept of it then we would put it in there because 

we obviously talk to, talk to relatives and patients all the time but 

we wouldn't necessarily record everything we'd said .... 

DS SACKl\'IAN No and I guess some families are more demanding than others? 

BEED Mmm, yeah, yeah. Erm some you spend an awful lot of time \Vith 

• and others erm you rarely see so it really varies . 

DSSACKMAN Right, okay, what you've done is you've given me a nice overview 

of the day to day regime that's employed at and I can't say \Var 

Memorial without stumbling over it. I think what I'd like to do 

now is just to stop for five minutes, take a quick break, make sure 

that I haven't missed anything and then perhaps we'll come back 

in a few minutes and we'll talk specifically about Gladys 

RICHARDS and the care plans that were appropriate to her and 

her treatment but Lee has got something that he's just got to say. 
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DC COLVIN Just to clear up the background to it. (n relation to the syringe 

-·. 
driver, what's the level of training you receive? 

BEED Erm well qualified nurses will have used syringe drivers in various 

settings and I, I've used them in, in this hospital and last two 

hospitals I've worked in erm for various things. When I came to 

Portsmouth I.. part of my induction programme I spent on George 

ward which is the palliative care ward over at Queen Alexander 

erm and I've sent several of my staff over there, there's also 

training days which are put on by the local hospice who use 

syringe drivers even more than we do in updates and that and how 

they' re used and what happens and in the year prior to my coming 

to the ward there was a training day put on 

particularfy .. specifically for our ward so all staff have had a 

training day somewhere at some point er and then new staff that 

come to us we actually spend time er when we have a patients 

going on a syringe driver going through how it's used, how it's set 

up, the situations in which we would use it and making sure that 

they're familiar so they ... new staff would use it with supervision 

with us ... 
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DC COLVIN 

BEED 

Text 

Just to clear up the background to it. In relation to the syringe 

driver, what's the-level of training you receive? 

Erm well qualitied nurses will have used syringe drivers in various 

settings and 1, l' ve used them in, in this hospital and last two 

hospitals I've worked in erm for various things. When I came to 

Ponsmouth I.. part of my induction programme I spent on George 

ward which is the palliative care ward over at Queen Alexander 

erm and I've sent several of my staff over there, there's also 

training days which are put on by the local hospice who use 

syringe drivers even more than we do in updates and that and ho\v 

they're used and what happens and in the year prior to my coming 

to the ward there was a training day put on 

particularly .. specifically for our ward so all staff have had a 

training day somewhere at some point er and then new staff that 

come to us we actually spend time er when we have a patients 

going on a syringe driver going through how it's used, how it's set 

up, the situations in which we would use it and making sure that 

they're familiar so they ... new staff would use it with supervision 

with us ... 
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DC COLVIN Right. 

BEED ... erm and then when they feel they were competent and we feel 

they're competent then they would use it, erm then they would be 

able to, to initiate a syringe drivers {inaudible). 

DC COLVIN Okay so in terms of updates and training, do you receive regular 

updates? 

BEED We, we have a regular update on using ... on drugs in particular but 

the syringe driver would be erm regular but depending on, on 

what particular needs are because there's a \vhole range of things 

that we (buzzer sounded) erm update on. 

DC COLVIN That buzzer just tells us that we've got a couple of minutes left so 

I'll leave it there. 

DS SACKl\tiAN Okay, are you happy with that, the syringe driver part of it? 

BEED Yeah. 

DS SA CKl\tiAN Yeah, okay is there anything else we need to know about the 

syringe driver before we turn the tape off. 

BEED Don't think so. 

DS SACKl\tiAN No is there anything I've forgotten to ask you? Okay it's quarter 

to twelve, what I'll do is I'll turn the machine off and we'll have a 
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tive, ten minute break. Do you want a cup of tea or something" 

-·. 
BEED Yes please. 

DS SA CK!VIAN Do you? 

SOLICITOR (inaudible) the tape is listening. 

DS SACKMAN He's listening. 

SOLICITOR Coffee with no sugar. 

DS SACKMAN And what about you? 

BEED Tea with two sugars please. 

DS SACKMAN Right we'll do that, give us five. ten minutes and we'll sort that 

out for you. 

BEED Right. 

DS SACKMAN Right quarter to twelve and I' m going to turn the tape recorder 

off. 

END OF TAPE 
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DSSACKMAN This is a continuation of our interview with Philip BEED. The 

time by my watch now is 1214pm. Philip we've had a break for 

• what 15/20 minutes, we've not spoken about this at all during the 

break, you've been with Mr GRAHAM down here. Same rules 

still apply, you can get up and walk out any time you want you 're 

here voluntarily and if you want to talk to Mr GRAHAM then do 

so, let me know and I will leave the room for a short while and the 

caution still applies throughout. A couple of things that I'd like to 

cover from our previous interview. What's the arrangements in 

place at Gosport ifDr LORD isn't available? 
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BEED At that point in time when Dr LORD wasn't around we just had 

clinical assistant cover. If we needed the advice with a consultant 

then either nursing staff or a clinical assistant would call a 

• consultant at QA and ask for their advice and ask for advice over 

the telephone or ask for them to come and see the patient or 

relatives ifthat was required. 

DS SACKtv1AN Would Dr BAR TON ever assume that higher role? 

BEED No ifwe need a consultant's advice we would seek it but I've not 

known very many occasions when we've actually needed to do 

that, but there have been occasions when I've contacted the 

consultant and,. arranged for him to come to ward or got their . .: ........ ·. -
advice over the telephone. 

DS SACIO.tA.N I've not heen in a position to disclose to you this but I have had a 

sight of Dr LORD's report which says that Dr LORD was asked 

to do a report on behalf on the hospital and she said that during 

that week she had no knowledge ofMrs RICHARDS because she 

was on a course. Now I can't formally give you anything to prove 

that but please accept that that does exist. Is there any particular 

about that week that might ... 
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BEEO In terms of consultant cover? 

OS SACKMAN Yeah. . .. 

BEED Or LORD actually was there on .. . was on the ward on the 

• Thursday during Mrs RICHARD's first admission and that was 

the day when she feel from the chair. But she was actually 

conducting a ward round looking at the stroke patients and 

therefore wasn't planning or required to see Mrs RICHARDS on 

that day. If we've got Dr LORD on the ward and we would like 

her to see a continuing care patient then we can say 'can you see 

this patient'. In retrospect it would have been helpful if the nurse 

who was looking after Mrs RICHARDS had actually asked Dr 

LORD to look at Mrs RICHARDS but she didn't because she'd 

assessed her and found nothing to be untoward, and falls aren't an 

uncommon thing. 

OS SACKMAN Let's move on to that in a little while, I'm still clearing up from 

last time. 

BEEO Right. 

DS SACKMAN But we will get ... you '11 get every opportunity in a few minutes to 

get on with that. But one of the things they were keen to clear up 
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was what formal arrangements are undertaken at Gosport in the 

training of use of the syringe drive. I know you said that you send . . . 

people off to the George Ward, but are there fonnal training • requirements in place? 

BEED Every member ofstaffis expected to be competent in every aspect 

of their work and if their not then they need to identify training 

needs. But there isn't a formal course that every nurse must go on 

with regarding to syringe driver but they must have gone through 

out to use it and proper use of it, either with another member of 

staff or attended a course. 

DS SAC:Kl\1AN How do you know your staff are competent? 

BEED We have what we call supervision so all staff are supervised when 

they ... both when they start on the ward and then on an ongoing 

basis with annual appraisals. So we look at all aspects of their 

work and what their training needs are, so . .. and it's the 

individual nurses responsibility to identify what sort of training 

support they need along with myself as Clinical Manager. So if 

the syringe driver wasn't something they'd used before then they 

would say to me 'this is not something I'm familiar with', then I 
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would make sure they got the appropriate training in how to use 

the syringe driver. ... 

DSSACKMAN Do you monitor your staffthroughout the year? 

• BEED On an ongoing basis so we have an annual appraisal but 

monitoring is an ongoing thing that happens all the time, day to 

day and week to week. 

DSSACKMAN I mean not understanding much about the syringe driver do 

practices change, I mean have they changed in two years? 

BEED Not really ... syringe drivers have only been in really common use 

for about the last 1 0 - 15 years before . . . and it became more 

common in usage but in terms of the actual use of the syringe 

driver, the way it's used, that hasn't really changed over the last 

few years. As I say they've become more common in the last say 

10 years. 

DC COLVIN I may have covered this point but what size of driver do you use in 

terms of the syringe. 

BEED It's a ... well it's a 24 hour driver, it's a grade B MS26, and for 

most ... for the common doses we use, we use a I 0 ml syringe but 

the important thing is the amount of medication which is in it 
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which is actually 60 millimetres in length. So you can use any size 

syringe but the total travel of the syringe is 60 millimetres which .. 

you measure up against .the gauge on the syringe driver itself 

• And the doses we were using on Mrs RICHARDS we would use a 

10 m1 syringe. 

DC COLVIN What would you use generally across the board? 

BEED Usually a 10 ml syringe made up to 60 millimetres of travel which 

actually makes 10 ml. 

DC COLVIN What other sizes do you use? 

BEED If we needed either greater dilution or if we needed to ... the dose 

came to a volume greater than 10 ml we would either use a 20 m1 

• or a 3 0 ml syringe but again it's the length of travel that's 

significant and it's 60 millimetres for 24 hours. 

DC COLVIN What would cause something to use greater dilution, what sort of 

BEED There are some drugs which actually can be an irritant if they're 

not diluted enough and I can't think what those are off the top of 

my head. One is the Parkinson's drug which we use needs to be 

diluted to a bit more than 10 ml, but also if we're using very very 
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high doses of diamorph ... of the drug; so we' re usually using a high 

dose, a combination of diamorphine and medazalam and hyoscine .. 

and if you were using above a certain . . . I think over about 80 

• milligrams of medazalam you need to . . . you need a volume 

greater than 1 0 ml so you can use a larger syringe. 

DS SACKMAN Moving on you were on about Dr BAR TON comes m every 

morning. 

BEED Yeah. 

DSSACKMAN How long for? 

BEED Usually for about 20 to 30 minutes. 

DSSACKMAN What does she do during that 20 to 3 0 minutes? 

• BEED The nurse in charge will go through all the patients on the ward 

with her and usually in the ward office and talking about how 

they've been in the previous 24 hours or over the weekend if it's 

been a Monday. Discuss any changes in care and medication, get 

tests written up, get drug charts changed and discuss any 

particular aspects of their care, and if there are particular patients 

which need to be seen personally by the doctor then the nurse in 

charge and Dr BARTON would go together and actually see him, 
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examine the patient or talk to the patient or whatever's required. 

Then back to the office and writing any notes and any change in 
•' 0 

care plans that are needed. 

DS SACKMA'-J' So there are occasions when .. . if nothing changes the doctor 

wouldn't see the patient? 

BEED She wouldn't specifically see every patient every day only patients 

which as nurses we've identified need to be seen or Dr BARTON 

feels that she needs to see. 

DS SACK.MAl'-J' So the doctor relies on your judgement? 

BEED Yeah. 

DS SACKNlA. ~ In an ideal world is that common practice? 

• BEED It varies but in our particular ward it's quite relevant because mo!t 

of our patients are fairly stable and their condition isn't changing 

much on a day to day basis and there isn't any real change, any 

major change on a ... just from one day to another. So we don't 

need to actually see a doctor unless there's anything particular the 

doctor is going to check and do, and we know of those patients 

where there is a particular problem, a particular issue. So I' m 

quite happy from a nursing point of view that that's an acceptable 
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practice and appropriate to the needs of our patients. If all 

patients have been got up and toiletted at that time of the morning, 
... 

so to actually see ifit wouldn't affect their care or there wouldn't 

be anything to be found but it would disrupt time for them which 

is quite personal when they are having assistance with washing 

and dressing and using the toilet and so on. 

DS SACKMAN How would the doctor know if a patient was improving or 

deteriorating? 

BEED From the information we supply to her. 

DS SACKMAN Is it not realistic to expect that the doctor is looking after you 

actually sees you to make that judgement? 

• BEED The nursing staff actually work very closely with the patient so we 

actually get a very good picture of how a patient is doing and any 

particular problems they have and how they are. So they are 

actually getting a better picture talking to us about how the patient 

has been over the past 24 hours than actually seeing the patient at 

one point in time. So it's about working as a team working 

together and we work very very closely with our medical staff and 

the care of patients. 

6 ... ........... 
~· /··' ') n.. ,J ~ 
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DSSACKMAN Is there a great deal of trust between yourself and Dr BARTON? 

BEED Yes. 
~ . 

DSSACKMAN How long have you worked with Dr BARTON? 

BEED As long as I've worked in the War Memorial, so three years. 

DSSACKMAN Three years? 

BEED Yeah. 

DS SACI<L\LAN Is that a good sort of professional relationship? 

BEED Yes. 

DS SACKMAN Is there a social element to it? 

BEED No. 

DS SACK..\LAN But it's someone that you deal with day in day out? 

BEED Yes. 

DS SACK..\LAN Have you ever disagreed? 

BEED Yeah on some issues yes, yeah. And if we do disagree then we 

discuss that and hopefully come to a resolution. I mean that's not 

just with Dr BAR TON but also with Dr LORD and other nursing 

colleagues there are some things where a decision is not absolutely 

straight cut so you want to discuss and agree on what the 

appropriate course of action is. 
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DS SACKMAN Is it a healthy regime when you feel able to? 

BEED I think so yeah. I think if you are always agreeing on everything 

you could be agreeing on something that's incorrect so yeah. And 

there isn't ... neither of us have a problem with pointing out to one 

another that we' re not happy with a decision or an agreement or 

whatever and we think it needs to be discussed further or looked 

at. 

DSSACKMAN Are there any examples you could gtve where you and Dr 

BARTON have disagreed? 

BEED Certainly there's times when looking at whether patients should 

go home or not. A lot of our discharges home are very very risky 

and the patient is wanting to go home but the safety of the patient 

and their likelihood of success at home is very questionable. One 

of us may think yeah they should go, go ahead and give it a try 

and the other just saying we shouldn't even be contemplating at 

home. So quite often that's an area where we would say ... where 

. one of us would be saying one thing and the other saying 

something different and would have to decide what we were going 

to do. Although usually the agreement is in line with what the 
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13.17 OS SACKMAN 

BEED 
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patient wants to do. 

That's one of the other points I wanted to clear up with you is are ... 

there many instances where the medical opinion as to the course 

of treatment differs from that of the family and how do you 

reconcile that? 

There are a lot because ofthe nature of the work we do and we've 

got people who are very dependent, often with very poor 

prognosis and relatives often are quite unrealistic as to what might 

be practical and achievable. So that's ... the way of dealing with 

that is one to pick it up very early to know what the family .. . say 

one of my first things would be talk to patients and their families 

and find out what they're expecting and what they think will 

happen, hope will happen. And carry out our own assessment 

with the medical staff and Physiotherapist and Occupational 

Therapist as what we might actually be able to achieve. Then you 

have to go into discussion and also the care we do is often geared 

around actually exploring what people ... you know what can be 

achieved and what might happen. So it's a matter of working 

together, it's what we call multi-disciplinary team on trying to get 

• Not relevant for contemporaneous notes 
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the best outcome for the patient within the scope of what's 

possible. 
. .. 

14.36 DS SACKMAN Can families influence that decision? 

BEED It depends what the decision is, but if it's a very . . . we would 

always want to make decisions which are right for the patient and 

if a family is really wanting something which is not right tor the 

patient and not in the patient's best interest then we would have to 

be quite up front about what we need to do and what's 

appropriate. But we would still always take into consideration the 

relatives and try and work towards meeting what they and the 

patient want and where we can't making sure they understand 

what we can't ... what we need to do or what we can't do or what 

we have to do. 

DSSACKMAN Who makes that decision ultimately. If it comes to telling the 

family 'no'? 

BEED If it really came to a difficult decision then it would be passed on 

to the consultant. So where we get into a real difficult decision 

that we can't ... I mean ifit can be resolved at a nursing level or a 

medical assistant level then that's what we do, but if it really can't 
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be resolved then we pass it up the level to the consultant who will 

make the final decision and convey that to the·family . 
.. . 

15.52 OS SACI<Mfu~ On occasion if it's ... this is a bit hypothetical, but if families have 

e a request that it really doesn't fit in with your nursing plan would 

you alter the nursing plan to-accommodate that if it was a little bit 

detrimental? 

BEED We would also try and work with the patients and the family and 

there's been lots of occasions where we try to do things which we 

actually know professionally from our own experience we're not 

likely to succeed at, but we give it a try anyway. And times when 

we've instigated courses of treatment for patients which we know 

• actually won't benefit them and actually probably aren't 

necessarily the best treatment for them but it's what the family are 

saying they would like, so we try and meet the relatives where we 

can. 

OS SACia1Ar"\l It's difficult ... 

BEED Yeah. It is difficult because in those situations you've got to 

decide do you do what the family want which is not necessarily 

best for the patient but the family don't want the same. There's a 
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compromise there somewhere that you have to achieve. 

17.02 DSSACKMAN It's a skill that you develop over ... 

BEED Over 20 years and will continue to develop over another 20 years 

• I suspect. 

DSSACKMAN I think as far as the background goes I'm fairly happy. I've a nod 

from Lee whose not got any supplementary questions for me. 

DC COLVIN Not at the moment no. 

DSSACKMAN The notes are on the tape in front of us and we're here because of 

Gladys RICHARDS. Can you just in your own time and take 

your time, you know you said that there were perhaps some things 

in her notes that weren't fully recorded. Make reference to the 

• notes please do, again it's not an exam, but can you just tell me all 

about this particular case, nice and slowly. 

BEED Has this got the duty rotas in it as well? 

OS SACKMAN I'm sure we can get hold of ... 

DC COLVIN I've got a copy of the duty rotas here. 

BEED Cause that would just give me an idea of the dates we're talking 

about. 

DSSACKMAN Now this particular tape has got about 30 minutes on it, is that 
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gonna be enough time for you to do that? 

18.07 BEED I think so yeah. 

DSSACKMAN What I want you to do is really as much as you can and get as 

• much detail and information out of you as I possibly can. 

DC COLVIN For the purpose of the tape there's the duty rotas, copy of with 

the relevant dates there. 

BEED Mrs RICHA.RDS was transferred to us on the 11th August which 

was a Tuesday, that was Val who was on a late shift with an 

enrolled nurse by the name ofMonica CRAWFORD. She came to 

the ward sometime around lunchtime and was admitted by 

enrolled nurse CRAWFORD when she came on duty at 3.30. She 

• was a very confused lady, very agitated. She'd had a fractured 

neck of femur fixed surgically at Haslar and had come to us for 

assessment and gentle rehabilitation. The note from Dr REID 

who is a consultant who saw her in Haslar gave us the background 

information about her confusion, her falls over the last si.x months 

and the fact that she was already in a nursing home and that the 

family were unhappy with the nursing home and didn't want her to 

return there. So our overall picture at that time was someone 
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whose prospect of regaining mobility was gomg to be limited 

because of her confusion and her poor hearing and the fact that 

she already had a history of falls. So even when we got her 

• mobile that history of falls wasn't likely to change and that if we 

were able to provide her with some rehabilitation we would have 

to, with the family, look for a nursing home which was suitable to 

her needs and acceptance ofthe family. She was in a single room. 

We screened her for :rv1RSA which is a anti-biotic resistant 

bacteria, I mean that's routine for patients coming from an 

orthopaedic ward. It was very apparent that she was quite 

confused. She was also, in my judgement, in considerable pain 

• from that hip and myself and Monica CRAWFORD actually gave 

her some analgesia and that was oromorph and we gave her a 

fairly small dose. We gave her a 10 milligram dose of oromorph 

that afternoon to try and make her comfortable. Her daughter 

came in later that afternoon and talked about not wanting her 

mum to go to Glenheathers and also talked about the fact that she 

felt her mother communicated and when she was getting agitated 

it was because she wanted to go to the toilet. My professional 
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view was that if she could communicate with her daughter, it 

wasn't certain, but she certainly wasn't ... Mrs RICHARDS 
... 

certainly wasn't able to communicate very effectively with us 

either understanding what we were saying or pass anything 

meaningful to us. She had a further dose of oromorph at a quarter 

to midnight given by the night-staff, that's Staff Nurse 

MARJORA.t\1 at night and a further dose at 6.15 in the morning. I 

was on a half day on the Tuesday and really saw no great change 

in her that day. On the Thursday I was actually a day off and I 

came back to work on the Friday morning to work a long day 

which was a 7.30 start and was advised on arrival at the ward that 

this lady had a fall from her chair the previous day, which initially 

had looked to be, not to have caused any injury or any problem 

and was actually helped back into a chair, but later on in that 

evening had noticed that the hip appeared to be dislocated. So the 

nurse in charge that evening had contacted the duty doctor whose 

advice had been to keep the lady comfortable over night and to 

arrange an x-ray and treatment the following morning. Dr 

BAR TON was on the ward not long after that so we immediately 
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view was that if she could communicate with her daughter, it 

wasn't certain, but she certainly wasn't ... !'vlrs RICHARDS 
.. 0 

certainly wasn't able to communicate very effectively with us 

either understanding what we were saying or pass any1hing 

meaningful to us. She had a further dose of oromorph at a quarter 

to midnight given by the night-staff, that's Staff ~urse 

MARJORAM at night and a further dose at 6.15 in the morning. I 

was on a half day on the Tuesday and really saw no great change 

in her that day. On the Thursday I was ·actually a day off and I 

came back to work on the Friday morning to work a long day 

which was a 7.30 start and was advised on arrival at the ward that 

this lady had a fall from her chair the previous day, which initially 

had looked to be, not to have caused any injury or any problem 

and was actually helped back into a chair, but later on in that 

evening had noticed that th~ hip appe!fted to be dislocated. So the 

nurse in charge that evening had contacted the duty doctor whose 

advice had been to keep the lady comfortable over night and to 

arrange an x-ray and treatment the following morning. Dr 

BARTON was on the ward not long after that so we immediately 
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saw her examine the lady, made sure she was pain free and started 

plans to arrange an x-ray. Her daughter had been contacted the 

night before and arrived in ... whilst Dr BARTON was there so 

advised her what we were planning to do. I arranged an escort to 

go with Mrs RICHARDS to x-ray and her daughter accompanied 

her as well. That x-ray was completed later on in the morning and 

confirmed that the hip was dislocated. So Dr BARTON came 

back to the ward and we arranged for the lady . . . Nlrs 

RICHARDS to be transferred to Haslar with a vtew towards 

having dislocation reduced under sedation. Talked to the 

daughter Mrs LACK and explained what we planned to do. Gave 

• Mrs RICHARDS oromorph analgesia again to make her 

comfortable with her hip and that would already initiate the 

sedation process so hopefully they wouldn't have to wait too long 

for her to be sedated when she got to Haslar. I then arranged 

transport and then arranged one of my nursing staff to actually 

escort the patient to Haslar and she went accompanied by .... went 

to Haslar accompanied by one of my nursing staff and daughter's 

followed. Later on that Friday Mrs RI CHARDS' daughter l\1rs 
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LACK came back to the ward to collect some wash gear for her 

mother who was going to stay in Haslar, certainly overnight. I 
... 

think at that time it was thought that she would come back to us 

on the Saturday and advised us they'd reduced the dislocation and 

would place her mum back. I knew that Mrs LACK was very 

angry about the fact that her mum had dislocated her hip and that 

there had been a delay in notice .. when that dislocation had been 

noted and x-ray and treatment. And one of the things I 

specifically asked Mrs LACK is whether she was happy for her 

mum to come back to us which she said she was and I was quite 

clear in that in that she had the option of looking to alternative 

• arrangements if she didn't want her mum to come back to our 

particular ward. I was at that point not only looking after Mrs 

RICHARDS but actually looking after Mrs LACK and her sister 

Mrs McKENZIE who were getting quite upset and fraught and I 

could see potentially they could be quite angry and difficult 

relatives. I knew that we needed to make sure we've provided 

them with the care they ne.ed· as Well as their mother. Mrs LACK 

actually came back ... didn't come back to us straightaway cause I 
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knew that she didn't recover from the sedation very quickly at 

Haslar so she actually came back to us on Monday lunchtime. I 
... 

was on duty at 12.15, I'd probably ... I usually arrive for my shift a 

• little bit early just to make sure I'm all sorted out and ready to 

start and r.t1rs RlCHARDS arrived round about the time I arrived 

on the ward and was uncomfortable and in pain really from the 

time she arrived on the ward. Her daughters arrived a little while 

afterwards. The nurse actually looking after ... the nurses were 

already on duty actually settled her into her bed and I quickly 

became aware that there was something going on there with 

daughter saying that .. . 'why is mum uncomfortable and what's 

• going'. And really from that point in time I made sure as nurse in 

charge that I was heavily involved with Mrs RICHARDS care 

cause I could see potential difficulties with the both the patients 

care and the family. One of my nursing staff looked at the 

position of the leg and couldn't anything appear to be dislocated 

which was one of the concerns the family were bringing up that 

the hip had dislocated again as soon as she got back to the ward. 

But nevertheless what we did was got in touch with the doctors ... 
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I'll just refer to the notes because I think ... I think she settled 

down after coming to us. One of my difficulties is that it's so long 
... 

ago and the sequence of events is . . . I believe what happened is 

she actually settled down whilst Dr BAR TON came and cl er ked 

her in and then as soon as Dr BARTON had left the ward again 

she was again screaming in obvious pain and distress. So we 

contacted Dr BAR TON and agreed to have another x-ray of the 

hip taken to check whether there was anything we needed to do or 

if all was in order there. There was a difficulty in getting that x-

ray done because we needed a doctor's signature on the x-ray 

form and we don't have a doctor actually on site, and it took a 

while to get a doctor to actually come into the hospital and sign 

the x-ray form. But the x-ray took place at quarter to four and we 

gave Mrs RlCHARDS some pain-killer 2.5 milligrams of 

Oramorph prior to that just after 1 o'clock to try and make her 

comfortable. The x-ray was done, the daughters were upset they 

weren't allowed into the x-ray room but that's not a decision that 

I'm responsible for that's up to the duty radiologist. That was 

seen by Dr PETERS who is one of the partners in Dr BAR TON's 

Signature( s) : 
• Not relevant for contemporaneous notes 



HAl\'IPSHIRE CONSTABULARY 

RECORD OF ~TERVIE\V 

GMC101057-1402 

MGI5(T)ICt.) 

Continuation Sheet No : 22 

Record of interview of: Philip James BEED 

Tape 
Counter Person Speaking Text 
Times • 

practice and he looked at it and said there was no dislocation and 

that we need to make sure tvlrs RICHARDS has proper pain 
... 

control, and for Dr BARTON to review her the next morning. 

rvlrs RI CHARDS at this point was in a lot of pain, a lot of distress, 

generally looking unwell. She was refusing to eat and drink 

anything other than a very small amount, any attempt to try and 

provide her with the nursing care she needs so she was incontinent 

or needed washing or needed repositioning was making her ... 

causing even more pain and distress, it made it very difficult to 

nurse her. We used the oral medication overnight so we gave her 

oromorph at 1 o'clock, again at quarter past three, yeah I gave a 

dose at quarter past three and that wasn't effective so I actually 

had to give another supplementary dose at quarter to five to 

increase the effect of that and another dose at eight thirty and then 

more overnight. Throughout that time I was talking with the 

family about mum being poorly and what we were going to do and 
__ .. ~~ 

the fact that priority . . . the agreement with the family was the 

priority here was to keep the mum pain free and comfortable. 

There was a certain amount of difficulty in that . . . there was 
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obviously something gomg on between Mrs LACK and Mrs 

McKENZIE in that they were saying ... different daughters were 
... 

saying different things to me at different times and it was an 

obvious dispute and disagreement going on between them but I 

tried to keep them both involved and both informed of what was 

happening and what I needed to do. There was really no 

improvement overnight and the pain control was obviously 

keeping her comfortable but still not eating and drinking and still 

looking unwell. She was reviewed by Dr BARTON on the 

following morning which would have been me Tuesday 18th at 

which point the view was that the transfer to Haslar wasn't 

appropriate because there was dislocation that was going to be 

fixed and that the likely cause of the pain was a haematoma and 

that the pain control wasn't effective as it was and this lady's 

overall condition was very poor and likely to deteriorate further 

and the appropriate course of action was to use a syringe driver so 

we would could give continuous analgesia, kept Mrs RICHARDS 

comfortable as opposed to giving doses which we were having to 

give every four hours and top up ifthey weren't quite right. The 
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family arrived ... I held off initiating that because we knew that it 

would .. . that sedation would cause a drop in level of 
... 

consciousness. I wanted to discuss that with the family before we 

actually started it so when the family came in that morning I 

presented the overall picture to the family, discussed with them 

just how poorly mum was and that we were looking at palliative 

care to keep her comfortable and that we wanted to use a syringe 

driver to keep her pain free. The family agreed to that and we 

started that at 11.30 in the morning and that quickly established a 

level of pain control which allowed us to look after Mrs 

RICHARDS properly, keep her clean, keep her dignified. And 

really from there through to the rest of the week we kept Mrs 

RICHARDS comfortable and looked after her needs and made 

sure we looked after the family. So the daughter stayed with her 

throughout but we made sure they somewhere they could rest, 

they could eat and drink, but they were looking after themselves, 

kept them informed as to what was happening, tried to provide 

appropriate level of support as they were going through a difficult 

time. They did require an awful lot of our time and we have to 
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balance our time between all our patients and relatives and if 

people . . . some people need more time than others then that's 
... 

what we give but they did tie up an awful lot of my time, our time. 

Myself and one of the night staff were spending a much larger 

amount· of time with them than we perhaps would with other 

relatives. I knew they were ... I was fully aware that one of the 

daughters was intending to make a complaint about the incident 

when mum, Mrs RICHARDS, had fallen from the chair. I spoke 

to her myself about it and what we'd done and what we'd not 

done and when you're dealing with a complaint ifyou can resolve 

it on ward level you do but if you can't resolve it then it needs to 

go on to a higher level and Mrs LACK clearly decided that she 

wanted to take this complaint to a higher level. So my role at that 

point, although like complaints, is to actually support her in doing 

that and I' m quite happy to do that so I actually put her in touch 

with the appropriate people to take her complaint to and gave her 

the resources to photocopy the complaint and I actually looked 

through the complaint that she'd made but I didn't ... other than 

the things I'd already discussed with her I didn't respond to it at 
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that time cause I knew that it would need a pro.per investigation. 

Really it was then a matter of looking after Mrs RICHARDS as 
~ . 

her condition gradually went down hill over the next five days. I 

think I was mainly on late shifts thereafter so . . . spending time 

with her and she eventually passed away late on Friday night, and 

the nursing staff on duty at that time would have just dealt with 

that in the normal way we deal with. The family wants to be very 

involved with . . . after mum had died with . . . laying her out and 

taking her to the mortuary and so on. The time we spent with the 

family did make it difficult to keep nursing records up to date and 

we knew that was a problem at the time, particularly that the ward 

was very busy at that time, I don't think any patient didn't get the 

care they needed but when the ward is very busy you have to sort 

of prioritise your work and decide what you're going to do and 

what you're not going to do and make decisions in that respect. It 

certainly was a very busy time for us, I had people on annual leave 

and loads of people go off sick as well which made hard work. 

Anything else you need to .... 

37.36 DSSACKMAN I think on that you've led us through. Obviously we're gonna 
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come back to you on some points and just say can you explain this 

in a bit more detail, can you explain that in a bit more detail. It's 
... 

ten to one, you've spoken for twenty minutes, do you want to 

take a break? 

BEED I don't mind. 

GRAHAM It's all in your hands. 

DS SACKMAN I tell you what let's take a break for lunch and then we can sit 

back and see what we want to come back and you can have a 

stretch anyway. Okay. If everyone's happy with that by my 

watch the time is ten to one and we're turning the tape recorder 

off. 
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DSSACKMAN This is a continuation of our interview with Philip BEED, the time 

is now 12 minutes past 2 o'Clock in the afternoon, we've had a 

lunch break and we've not communicated about this at all have we 

since you went to lunch. 

BEED No. 

DS SACKlYIAN Right, and the same people are present and the same things apply, 

still under caution as is interview and once again you're free to 

leave at any time or to seek the advice of l'vlr GRAHA1vl. Philip 

on the tape before lunch we gave you the opportunity just to read 

through all of the history of l'vlrs RICHARDS, without 

interruption from us and you appreciate that there's perhaps some 
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questions that we want to ask and what we'll do now is, with your 

permission is perhaps just to just re-cap on that but both myself 
... 

and Lee will ask a couple of questions, as and when we see 

• relevant. 

BEED Right. 

DS SACKl\lAN And pertinent to it. If I can perhaps start the clock at a point on 

the morning of the 11 111 when you first had word that iv1rs 

RICHARDS is about to arrive at the hospital, can you take me 

through that, and feel free to make reference to the notes again. 

1.25 BEED Right, well we would have known erm prior to that that she was 

coming, we usually know of an admission at least a day in 

• advance, so we would have had a room allocated and the bed 

prepared, every1hing in place and then the time that the patient 

arrives is really dependent on when the ambulance is available, so 

we really expect them any time from 9.30 in the morning till, 

should be before middav, sometimes a little bit after, so she would 

have just arrived at some point around midday, I can't remember 

now what time she actually arrived on the ward. 

DS SAC!Ov"IAN Okay, and she's accompanied with paperwork. 
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BEED Yes. 

DS SACKlvlAN And I understand in the case of Mrs RlCHARDS on that day it 
, . 

was a letter from Doctor REID . 

• BEED Yeah, the letter from Doctor REID would have come separately 

. from our elderly services office, so we would have had that in 

advance of Mrs RI CHARDS coming, so we would have been able 

to read through that ahead. 

DS SACKNIAN Is it on the notes. 

BEED The letter from Doctor REID. 

DS SACKNlAN Yeah. 

BEED . It should be there. That looks to be the first half of it. Yeah, 

·that's that letter there. 

DS SACKNIAN Okay, so it shows, what does that tell you about the patient you're 

receiving. 

3.00 BEED It gives, it tells us, erm, about her, this is from when he visit, 

Doctor REID visited 1\!lrs RICHARDS in Haslar on the 5
1
h 

August, so that was 6 days before, about her history, that she's 

had a fall. is confused that he felt the medication had knocked her 

off, he'd actually stopped the triazadom, erm, deteriorated 

3o8 
Signature(s) : 

• Not relevant for contemporaneous notes 



GMC101057-1411 

MG15!T)(conu 

H.-\1\tiPSHIRE CONSTA.BULAR\' 

RECORD OF INTERVIE\V 

Continuation Sheet No : 3 

Record ofinterview of: Philip .James BEED 

Tape 
Counter Person Speaking Text 
Times • 

mboility, erm, the actual incident that brought her into · Haslar 

which was a fractured neck of femur, that she's incontinent, that's 
... 

she's on Haloperidol to help with her confusion, he's said that 

• she's clearly confused and unable to give a coherent history, erm, 

he found her pleasant and co-operative, moving her leg freely and 

lifting it, lifting the right leg from the bed and that he says he, we 

should give her the opportunity to try and re-mobilise and that he 

recommends transfer to the War Memorial and that the daughters 

are unhappy with care at Glen Heathers nursing home and that 

want to arrange for her future care to be in a different nursing 

home. 

DS SACKviAN Okay, so that letter arrives with you, on your ward before Mrs 

RlCHARDS. 

4.30 BEED Yeah. 

DS SACKviAN So you're, so what's your expectation. 

BEED We have an overall picture from, from. from that sort of picture I 

would expect someone confused and with limited mobility and I 

would prepare. because it's from an orthopaedic ward I would 

prepare a single room so that we can screen and isolate l\IIR.SA 
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bacteria, if she's carrying it, an air mattress, I would make sure it 

was under a hoist so we can hoist her in and out of bed and onto a 
... 

toilet if we need to, erm. and make sure, erm, and I'd know that 

she's, and, and, somewhere where we can keep a reasonable eye 

on her, it's difficult to keep an eye on all of our patients all the 

time but the rooms closest to the office and the nursing stations 

are the ones that we can most easily observ·e on the most frequent 

basis, er, in fact the room that we got ready for this lady was room 

3, which is immediately adjacent to the ward office and the 

nursing station. 

DS SAC.K.l\IIAN Right, so your expectation was for a lady who was stable enough 

• to be transferred and therefore you could make plans about. 

BEED Yeah. 

DS SAC.K.l\IIAN And were any plans made on that occasion. 

5.43 BEED Well we were still need to wait and see the actual person theirself 

to see exactly what we could do, and it usually takes the patients 2 

to 3 days minimum to sort of settle into the ward so you can't 

really make any firm progress on rehabilitation until the patient's 

had a chance to settle into the ward. 
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DS SACKlviAN So it wouldn't be upmost on your list of priorities to, to think of a 

plan for the future, immediately . 
.. . 

BEED No, no, not until we've actually met the patient and had a few 

• days to assess them and see how they are. 

DS SACK\IA.l'J" Okay, Mrs RICHARDS arrives at the hospital, enn, what happens 

next. 

BEED The ambulance crew would take her to room and pop her into 

either bed or chair depending on how she is, I know she was in a 

chair that afternoon so I think we probably put her straight into a 

chair rather than a bed, er, we would .. 

6.34 DS SACK.viAN Would that have been out of choice. 

• BEED We would choose whichever, if the patient came laying flat on a 

stretcher we would probably put them into the bed, if they came 

onto the ward in a wheelchair we would probably put them into a 

chair, unless they were indicating to us, so, if, if, we want, unless 

they indicated to us I would rather be in a chair or I would rather 

be in bed. 

DS SACK.\'IAN I don't know the answer to this question, is there anywhere in the 

notes that indicate how she was transferred. 
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Erm, no there wouldn't, wouldn't be, expect, and I can, I can't 

remember whether I was there when she actually arrived on the 
~ . 

ward or not, so I don't know, er, if she was transferred 

immediately into a chair it's likely that she actually came to us in a 

wheelchair but I can't, I don't know cos I can't recall and I'm not 

sure whether I was there or not at that time. 

Okay, what's your first contact with Mrs RlCHARDS. 

I would have seen her sometime after she'd arrived on the ward, I 

can't remember how soon but it would have been sometime 

between 12.15 and 3.30, I would have gone to, and sometime 

fairly soon after she'd got there to see how she was and to assess 

her and see whether she had any immediate needs that she needed 

taking care of. 

Is there a Doctor available for admissions, I think you said earlier 

on .. 

Yes, we called Doctor BARTON, so we, once we settle the 

patient into the room one of the first things we would do is call 

Doctor BARTON actually let her know that Mrs RICHAR.DS has 

arrived on the ward. 
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OS SACKMAN And what's your expectation of Doctor SARTON. 

SEED Usually would come in within half an hour, erm. if she was 
... 

actually doing something then it could be later than that she 1.vould 

• usually tell us that, erm. and [ would, [ would, if there was any 

problem with the delay I would let her know, on this occasion I 

know she was in fairly promptly and she \vould come in, see Nlrs 

RICHARDS, write the notes up and write the medication chans 

up. 

DS SACKlvlAN and you can tell that from the notes can you, that the Doctor 

arrived when. 

SEED Erm, I can't tell what time she arrived, erm. because, except for, 

erm, I, I gave a dose of analgesia at I 4.14, er, so Doctor 

BA.RTON must have been and gone by 2.15, because I couldn't 

have given that without the chart being written up. 

9.03 OS SACK.MAN Okay, so relying on your notes there and message. tell me about 

Gladys RICHARDS, when you did see her. 

BEED Very anxious, very confused, and appeared to be in pain from the 

hip that she'd had operated on, erm, difficult to tell exactly, what, 

what was going on because she was so confused but I, I felt that 
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she was in pain and certainly very difficult to communicate with. 

OS SACKNIAN Can you distinguish between pain and dementia. 

SEED It's, it's, sometimes very difficult, erm, one of the things that 

• would tell us is if that, erm, the shouting got worse when we \vent 

to transfer the patient, and we would have had to do that at some 

point in the afternoon to pop her on a commode, if she wanted to 

spend a penny and, erm, daughter was actually saying that when 

she's agitated she want to use the toilet, so that would be one 

indication, erm, sometimes it's very difficult to distinguish. 

DS SACKMAN Did you have much ·exp~rience of, of, erm, patients who have 

dementia. 

BEED Yeah, I have, I, all my previous posts I've look after patients with 

dementia so I've seen lots of patients with dementia and it 

presenting in aJJ sorts of different ways. 

DS SACKMAN Does it present itself in difficult grades, different seventies. 

BEED Yes, yeah, you can have patients who've got mild dementia, erm, 

or dementia that's sort of worse at some time than others and are 

rational in between and patients who have dementia and are just 

quietly confused with it and you can have patients who are very 
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noisy and very agitated and Mrs RICHARDS would come at the 

severe end of the scale . .. . 

OS SACK.lVIAN Right, is there any doubt that that could be confused with pain. 

• BEED It's difficult to differentiate but I, I, the sort of actions that [ was 

seeing from Mrs RICHARDS and the difficulty with transferring 

her and so on indicated to me that as well dementia and confusion 

that she had pain. 

11.06 DS SACK.lVIAN Right, okay, does Doctor REID's letter give you any indication, 

he goes on about some drugs there, was it, how, Haloperidol and 

Trasadom, what do they do. 

BEED Erm, Haloperidol is, is, erm, sedates people and helps the 

confusion, Trasadom does much the same things, it's a anti-

d.epressant and, and helps with confusion. 

OS SACKNIAN But they're (inaudible), the Trasadom anyway. 

BEED Yeah, stopped the Trasadom, the family said that that, that they 

felt that had over sedated her, so, so he's actually discontinued 

that, and that had been discontinued before she came to us. 

OS SACKMAN And that regime, I mean what he says and what he can see, she'd 

been much brighter mentally. 
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BEED Yeah. 

DS SACK.tvfAN So perhaps there was an element of accuracy in their diagnosis, 
... 

the family's . 

• BEED Erm, certainly if you reduce the sedation then, then the patient is 

going to be more responsive, one of the, one of the difficulties 

there is that you may increase the risk of falling along with that, so 

that might have been one of elements in, in the initial prescription 

ofTrasadom, to perhaps try and reduce the risk of falls. 

12.24 DS SACKi\IIA.l.'-1 Okay, but initially you see Mrs RICHARDS sometime between 12 

and 2. 15 then. 

BEED Yeah, yep. 

DS SACK.lYIAN That would be most likely. 

BEED Yeah. 

DS SACKivlAN And she presents herself to you and you' re concerned that she's in 

pam. 

BEED Yeah. 

DS SACKMAN And you're happy that the pain outweighs the .. 

BEED Confusion. 

DSSACKMAN The confusion and dementia. 
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SEED Yeah. 

12.47 DSSACKMAN So what do you do next. 
... 

SEED I gave some analgesia, I gave, erm, 4 at 2. 15 and I gave 

• Oramorph, I gave I 0 milligrams in 5 mils, orally. 

DS SACKMA.l\f Right, to the layman is that a big dose, is that a small dose. 

SEED It's a fairly small dose. 

DS SACK.MA.l\f I mean there's obviously grades of analgesia, as I understand it it's 

sort of aspirin is perhaps at the bottom end of the scale to 

Diamorphine at the opposite end, how did you gauge the 

appropriate level. 

BEED It's on the amount of pain the patient is in, so you've got a scale 

from, from minor discomfort up to very severe pain, intolerable 

pain, erm. and you'd go on that scale, so Oramorph would be for 

more severe pain. 

DS SACKMAl\f Right, so you considered at that time that she was in severe pain. 

BEED Yep. 

DS SACKl\!IAN Right, would Haslar have let her go in severe pain. 

Mr GRAHA.J-..:[ I think that's a question you should be asking the hospital. 

BEED Yeah, you'd have to ask Haslar that really. 
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OS SACKNfAN Right, in your experience, do Haslar send patients to Gosport in 

severe pain. . .. 

SEED Well, the actual transfer can cause discomfort and pain and upset 

patients, so that the transfer itself can be quite a difficult thing for 

patients, it can actually bring on pain, I have had patients 

transferred from Haslar who have been very poorly, erm, on 

numerous occasions so it wouldn't, it doesn't, it wouldn't surprise 

me to have a patient with me and find that they're in a lot of pain. 

I would expect them to be comfortable but in my experience that's 

not always the case. 

15.00 OS SACKl\llAN Have you challenged Haslar about that ... 

SEED Yes. 

DS SACKMAN .. in the past. 

BEED We always. we, we, go back through that with our Consultant, 

erm, because it is the Consultants who deal with the transfers, so if 

there's aspects of the transfer we're not happy about, erm, I talk 

to my Consultant, I've also memo'd my manager on several 

occasions when I've had a transfer which I've been unhappy about 

on a particular aspect and that's it, and over 3 years I've probably, 
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I mean. there's varying degrees of being unhappy, there's things 

that. that you might leave. let ride and there's things that you need 
... 

to challenge and I've probably sent about 5 or 6 memos about 

different issues of transfers which I've not been happy about and 

need to be brought to Haslar' s attention. 

DSSACKMAN Did either of Gladys's subsequent admissions provoke you to, to 

write. 

BEED The fact that she was in pain, because of the fact that she'd had 

the hip operated on and she was very confused, that didn't 

actually, I. I, felt that amount of pain was appropriate to the sort 

of surgery she's had and her general condition. On the second 

transfer she was in a lot of pain when she came back and there 

was an issue about how she was transferred and the fact that she 

was on a sheet rather than a canvas, the other issues that were 

involved in dealing with Mrs RICHARDS and her family actually 

really foreshadowed worrying about whether Mrs RICHARDS 

should have been on a canvas when she came to us, so that wasn't 

something that I actually took up with Haslar at that point in time. 

OS SACIGvlAN Okay, so quickly winding the clock back, I don't mean, I don't 
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mean to jump from one thing to the next, Doctor BAR TON sees 

Mrs RICHARDS prior to 2.15 . 
.. . 

BEED Yep. 

OS SACK!YIAN Because she needs to do the prescription. 

BEED Yeah. 

16.49 OS SACK!YIAN Have I understood that correctly. 

BEED Yeah, yeah. 

DS SACKNIAN So was it a shared decision to give Oramorph or was it your 

decision. 

BEED She wasn't actually in pain at that point in time when she was seen 

by Doctor BAR TON but she was written up for analgesia if she 

should become in pain and she did subsequently to Doctor 

BARTON leaving. 

DS SACKlviAN So she wasn't in .. 

BEED Immediately on arrival at the ward she wasn't in pain, it "vas a 

little while later after she'd sort of settle in that she was in pain. 

DS SACKlviAN Is that unusual. 

BEED No, not really, quite often see patients presenting differently when 

they're examined by a Doctor than they do half an hour, hour or 
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so later, erm, for a variety of reasons. 

BEED So Doctor BARTON sees Mrs RICHARDS, who isn't obviously 
-·. 

m pam. 

BEED At that point in time. 

OS SACKLVIAN That comes on at some point. 

BEED Yeah. 

OS SACKMAl"J" Probably over the next hour. 

BEED Yeah. 

DS SACKMAl"J" Is that too tine a time. 

BEED No that's, that would probably be about right. 

OS SACKMAN Would she have written up a prescription for someone who wasn't 

e m pam. 

BEED She would, cos the history of erm, erm, recently having a, a hip 

repaired is something that could cause pain, we, we look after 

quite a few patients who've had broken hips repaired and it can be 

quite painful, even several days post-operatively, particularly if we 

try to mobilise and transfer them, say getting them from chair to 

bed and chair to toilet and so on, so it would be appropriate for 

them to have analgesia should they require it. 

Signature(s) : 
• Not relevant for contemporaneous notes 



GMC101057-1424 

M G 15(T)(__ .tl. l 

H.~l\'IPSHIRE CONSTABULARY 

RECORD OF INTERVIE\V 

Continuation Sheet No · 16 

Record of interview of: Philip .lames BEED 

Tape 
Counter Person Speaking Text 
Times • 

OS SACKlYlAN Right, would Mrs RICHARDS have been subjected to much in the 

way of moving about. ... 

SEED We would need, because she didn't have catheter we would have 

needed to move her whenever she needed toilet and we have 

needed to move her to the bed and in and out the bed, so moving 

about but within the confines of the room at that point in time. 

18.48 DS SACKNIAL'\J' But she didn't go into a bed initially did she .. 

BEED She was in a chair initially, yep. 

DS SACKMAN So at some point it manifests itself that she's in pain. 

BEED Yeah. 

DS SACKMAN And the prescription is already written up. 

BEED Yeah. 

DS SACKNIAL'-I So you give, what you consider to be an appropriate measure 

relating to her condition at that particular time. 

BEED Yep. 

DS SACK1\1AN Have I missed anything in that first bit. 

DC COLVIN Not really on the general admission, I mean we've covered the 

general admission here, do you know who was responsible for 

filling in the paperwork in terms of care plans. 
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Yeah that was enrolled nurse Michael C.-\\VFORD. cos we're 

very, she came, she was on duty as well that afternoon. and 
... 

actually asked her to do the admission when she came on duty. 

So it was done a little later. 

Yeah, yeah. 

In the afternoon. 

Initially Doctor BAR TON writes up her note on the 11th. 

Yep. 

Can you go, and refer to the notes for that. 

Yep. 

Now I understand that the reason for her transfer to Gosport is, 

how did you describe it earlier on, it's tor gentle. 

Assessment and gentle rehabilitation. 

Gentle rehabilitation. if. can, would you mind reading that note 

out and telling me what that means to you. 

Transfer to Daedalus ward, continuing care, the hemi-arthroplasty 

of her right hip on the 30th July, history, hysterectomy in 55, 

cataract operations, deaf, A...lzheimer' s, so from that, that she's. her 

hearing is poor and that she's confused, on examination 
r, ,_.1! ~.) 
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impression fraiL demented lady, not obviously in pain, please make 

comfortable. which is, she· s not in pain at that time but if she is in 
... 

pain or if her condition worsens then we should give analgesia. 

transfers with hoist, erm, we would have been looking at using a 

hoist to transfer initially and maybe try her out without the hoist 

and see how she got on, we have to be verv aware of Health and - -
Safety for the safety of patients, usually continent, needs help with 

activities of daily living, Bartel of 2 and 2, that's the index of what 

she can and can't do for herself 

OS SACKMAN Who does that. 

BEED That's done by nursing staff, at that point would have been taken 

from the transfer information, cos we would have re-assessed the 

Bartellater, erm, because when we assessed it later in the day we 

made it to be 3 rather than 2, but, but 3 is, anything below 4 is 

very highly dependent. That was assuming that she was continent 

of urine in fact and it made her 3, if she wasn't then she would 

have been bel<?w that, erm, I'm happy for nursing staff to confirm 

death. 

22.42 DS SACKMAN To us as lay people that seems to be an awfully massive. 
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BEED Statement. 

OS SACKNfAl'.f Do you agree with that. 
... 

BEED It's to do with the fact that at the War l\rlemorial, because we 

don't have on call Doctors, erm, that patients conditions can 

worsen and nursing staff can confirm that death has taken place 

and then a Doctor, a Doctor actually certificates death at a later 

stage and the way I always interpret that is that if a patients 

condition worsens and I feel that they need to see a Doctor or a 

patient's condition worsens and they die and I need a Doctor I will 

call one and my staff are instructed to do likewise. Sometimes, 

with someone who is very elderly and frail their condition 

deteriorates and they die but, but, in caring for the patient you 

don't necessarily need the support of a Doctor, because you can 

see what's going on, their being seen by a Doctor doesn't mean, 

and it's about their care throughout their stay not just at that point 

in time, erm, so had Mrs RICHARDS condition deteriorated 

significantly that afternoon or that evening, with it being so soon 

after admission and not expected I would have called, erm, the 

Doctor in, but if erm the condition worsened over the period of a 

(;1 . ~ •.• 
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few days and we'd spoken to the on call Doctor each day saying 

not as well as yesterday do you want to see her· and what do we 
... 

want to do, erm. her condition had continued to worsen and then 

she died in the middle of the night, erm, and we'd seen that and 

we'd spoken to family and it was expected we wouldn't then call a 

Doctor out in the middle of the night to confirm something w·hich 

we'd seen happening and was known to happen. 

24.28 OS SACKlviAN The way it gets read by someone like me, this lady gets sent to 

you. 

BEED Yep. 

OS SACKl'viAN To recover from a hip operation and then it says I'm happy for 

you to tell me she's dead. 

BEED I can see that, it's, it means something different to us or to me as 

Clinical Manager then it does to, to a lay person. 

DS SACKNIAN Would that be a regular entry on notes. 

BEED It would depend how the patient is, if the patient is, is, erm, 

obviously fit and well then no but anyone with any degree of 

frailty it would be, but, erm, if, but otherwise it would be left and 

it would be entered in at a time when the patient became poorly, if 
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that happened, I think one of the reasons Doctor BARTON 

probably does it there and then, well you'd need to speak to 
,•. 

Doctor BAR TON really as to why but there is, if it's, if it's not 

• put in it could be then that there's a time when it needs to be 

written in and it's overlooked, erm, so if the lady had worsened, 

say over the course of the week, erm, we could then end of calling 

a duty Doctor in on a, on a, over a week-end for something that 

actually doesn't need a Doctor in, erm, because we could have 

seen that situation arising so it's sort of written then but not 

actually, erm, necessarily relevant at that point in time, it's looking 

at the overall likely pattern of what may happen with the patient, 

their condition may worsen, it may stay the same or they may get 

better over a period in time and obviously if the patient is getting 

better then it becomes a totally irrelevant statement 

26.08 DS SACKl\L-\N Yeah, it does. Does anyone have access to those notes, can .. 

BEED Not the, the medical notes, relatives can see, on request, erm, and 

what would, if they do request to see them, erm, it usually gets 

done through the elderly services office and they usually get to see 

them with a Doctor present to explain and help them with 

327 
Signature(s) : 

• Not relevant for contemporaneous notes 



GMC101057-1430 

H.-\lVIPSHIRE CONSTABULARy· 

RECORD OF NTERVIE\V 
Continuation Sheet No: 22 

Record of interview of: Philip .James BEED 

Tape 
Counter Person Speaking Text 
Times • 

anything that they don't understand so that, that the meanings of 

things can actually be made sense of for them . .. . 

26.44 OS SACKNIAN lt's still a fairly significant thing to write in someone's notes. 

• BEED Yeah, yeah. 

DS SACKlvlAN .. within 2 hours of them arriving for rehabilitation, is it, is it not. 

BEED It is, erm, but I would see it in the context of that patients overall 

care and the likelihood of what may or may not happen, erm, 

patients come to us some of them get better and some of them 

don't, given their overall condition. 

DS SACKlvlAN What sort of percentage get better and what don't. 

BEED With stroke patients, and this lady wasn't a stroke patient but 

stroke patients it's roughly a third, a third get better and go home, 

a third plateau and don't do anything and a third die. I can quote 

those figures fairly accurately, I think probably of the continuing 

care patients, erm, the likelihood of getting better is slightly less. 

DS SACKMAN Is it. 

BEED Yeah, but they may, they may stabilise or they might die, I 

couldn't give you exact figures. 

DS SACKNIAN Okay, right, so if, ifwe sort of move on a bit now then, we've got 
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the Doctor's been, she· s signed up that initial reg1me, she's 

prescribed Oramorph should it become necessary. 
,• 

SEED Yep. 

• DS SACKlVIAN Mrs RJCHARDS is, become~ in pain. 

SEED Yep. 

DS SACKMAN So you prescribe Oramorph at the rate of2.5. 

SEED Erm, I gave 10 milligrams in 5 mils. 

DSSACKMAN And you say that's a reasonable dose because of the level of pain 

that she was experiencing .. 

BEED Yeah. yeah. 

DS SACKMAN .. at that time. 

BEED Yep. 

DS SACKMAN And that's the overall effect of dementia versus pain and, okay, do 

you know what effect that had on her. 

BEED Erm. well that kept her comfortable, erm, and throughout the rest 

of the afternoon she was comfortable and she certainly, at that 

point in time, wasn't over sedated. 

DS SACK.l'vlA.t'-J Yep, can you tell me what level of sedation she was in, was she 

. . 
conSCIOUS, unconSCIOUS. 
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SEED She was consctous, she was eating and drinking, she was 

communicating as much as she was able to do, I mean her 
... 

communication was very poor but she was conscious and with us 

• and just more settled and appeared to have been reasonably pain 

free. 

DS SACKlviAN Right, but demented never the less. 

SEED Oh yes, yeah. 

DS SACKlv!A.J.'i So was there a change in the way that that manifested itself. 

BEED Only in that she was more settled, noticeably less agitation. 

29.16 DS SACKMAN Is that a side effect of Oramorph. 

BEED Well she was on Haloperidol also, she had erm, she had 

Haloperidol also at 1800, so the Haloperidol and the, the 

Oramorph principally was to keep her pain free but it does actually 

relax and settle people down as well so it would have helped with 

her general agitation as well. 

DS SACIGviAN So it's just two pronged. 

BEED Yeah. 

29.52 DS SACKMAN On the drug sheet there in front of you, has Doctor BARTON 

prescribed all of those drugs. 

Signature(s) : 
• Not relevant for contemporaneous notes 



GMC101057-1433 

MG l5(T)(conr.) 

H.-\lVIPSHIRE CONSTi.\BUL~'-\R\. 

RECORD OF INTER\'IE\V 
Continuation Sheet No : 25 

Record ofinterview of: Philip .lames BEED 

Tape 
Counter Person Speaking Text 
Times • 

BEED Erm, yeah. 

OS SACK..v[AN Is that all of those drugs on the I I 111
, on admission. 

... 

BEED Erm, she's prescribed the Oramorph. she's prescribed drugs which 

• we could give via a syringe driver on the 11th, the regular drugs, 

the lady was on Lactlose, Haloperidol, yeah, she's prescribed 

really up to there on the chart on the 11th_ 

OS SAC~viAN So when you say up to there that's the second set of drugs down 

on the middle page. 

BEED Yeah, yeah, so the Lactlose, so Oramorph, Diamorphine, 

Hyoscine, ivlidazolam, Lactlose and Haloperidol have been 

prescribe on the 11th. 

DS SACKMAN Did you take that as an indication that perhaps she, that perhaps 

Doctor BAR TON would be amenable to the use of a syringe 

driver that early. 

30.53 BEED Again, the syringe driver is something which often gets written up 

if the patient looks overall to be very poorly that can be used if, 

erm. in the judgement of nursing staff patient's condition 

deteriorates and that's required to keep them comfortable. 

OS SACKviAN Right. so what it is, it's an authorisation to proceed to that if. 
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Ifwe think it's necessary. 

If in your judgement. 

Yeah. 

So Doctor BAR TON gives you on the 1 1 th the flexibility to adopt 

that regime. 

Yeah, yeah, and again, I mean if, if, if, iVlrs RI CHARDS condition 

was to worsen in the middle of the night it would have meant we 

could have used that without the need to call out a Doctor, or if 

we didn't, or alternatively leave the lady in pain overnight and not 

being able to do anything until the following morning. 

You mentioned she was drinking and did you say eating or have I 

imagined that. 

She was eating and drinking but only with assistance and her 

daughter came in and actually erm fed her that evening, so, erm, 

she was needing help to eat and drink and it wasn't very big 

amounts. 

Right, but her swallow reflex was fine. 

Yep, yeah. The reason she wasn't eating was partly due to her 

confusion as much as anything. 

~ li} i) 
tl ~) ~ 

• Not relevant for contemporaneous notes 



GMC101057-1435 

MGl5tT)(cont.l 

HAl\tiPSHIRE CONSTABULAR'Y 

RECORD OF INTERVIE\V 

Continuation Sheet No : 2i 

Record ofinterview of: Philip .James BEED 

Tape 
Counter Person Speaking Text 
Times • 

OS SACKMAN Because she'd never been there before had she. 

SEED No, no, it was a strange environment for her. ... 

OS SACKlviAN Okay, right, I don't think I've been that dis-jointed, we've got the 

11 111 is, she· s been seen by the Doctor, the drug regime has staned, 

you're able to go down that syringe driver route if you feel it's 

appropriate but she has a swallow reflex, she can eat and drink 

and the family are in taking care of her. Is there anything else 

significant about the 11 111 of August, are there any things that you 

feel I should know about. 

32.40 BEED That was when I first met Mrs LACK, her daughter. 

DS SACK.NlAl'\J Tell me about that. 

BEED Just generally talked with her about how her mother was and she 

informed me about Glen Heathers nursing home and not being 

happy with that and that erm doesn't want her Mum to return 

there and she also said that Mum takes medicine that she takes it 

best off a spoon, so I've written there, she also talked to me about 

the fact that s_he thought her Mum could communicate with her 

and that "vhen she was agitated it was meant that she needed the 

toilet. 
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Okay, was there any discussion about the dementia and pain angle 

then. . .. 

In, within erm her saying about her Mum she felt that her agitation 

was due to Mum needing the toilet rather than erm, rather than 

general confusion so having put her on the toilet when she was 

confused I wasn't sure that I entirely agreed that the agitation 

meant she wanted the toilet cos I'm, I've a recollection of putting 

her on the toilet when she was agitated and not actually getting 

any result, so, I didn't quite seem to tally with what her daughter 

was telling me. 

Were her family aware that you'd gone onto Oramorph. 

I did tell erm the daughter that I'd used Oramorph to pain, to keep 

comfortable .. 

And what was her reaction to that. 

I, I really can't remember, in time. 

Were you aware that she'd taken Oramorph on previous 

occas10ns. 

No, don't think so. 

Right, okay, has that ...... . 
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BEED I would have. I would have looked back through her Haslar notes 

but I can't, I can't remember. ... 

DS SACKNIA.t"l" Okay, but it's not an unusual drug. 

BEED No it's a fairly common. 

D S SA CKl\tlAJ.'\J Was she sensitive to Oramorph. 

BEED Erm, well at that, Doctor, er, we actually continued using 

Oramorph to keep her pain free for a couple of days and actually 

one of my colleagues, staff nurse JOICE actually discontinued 

that, erm. on, erm, I think on the, on the 13th or 14t11
, erm, and 

Doctor B.-\R TON at that time wrote that Mrs RI CHARDS was 

quite sensitive to Oramorph. 

DS SACKl'viA:'-J Right, what does sensitive mean. 

BEED It, it has a more sedating effect on some people than it does on 

others, so. erm, and of course it can build up in the system a little 

bit so staff nurse JOYCE actually thought that we'd actually 

probably given a little bit too much pain killer to Mrs RICHARDS 

and it wasn't appropriate, the appropriate thing to do was to stop 

it at that point in time. 

DS SACKMAl"' What to enable it to .. 
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SEED To come out of her system and then review what we gave her in 

the way of pain control from there . 
.. . 

DSSACKMAN Okay, so what drugs did she take over the next couple of days, 

we're on the 11 111
• 

SEED Yeah she had a further dose of Oramorph at 1145 at night on the 

the 11 111
, a further dose at 0615 in the morning on the 12th, erm. 

DS SACK.l'viAN Had she been reviewed by any member of staff, had her pain 

lessened. 

36.16 BEED She'd, erm, what we'd have done was looked at her overall 

condition and, and erm, whether she was in pain and erm how the 

pain was, so whenever you go to give a dose of analgesia erm you 

look at the patient's pain and how well that's controlled and 

whether they, they need, so you always carry out a review before 

and when you' re giving pain control. 

DSSACKMAN So what you said earlier was that the beauty of the syringe driver 

is the fact that you can ensure there's constant level. 

BEED Yeah. 

DS SACKIVIAN But with Oramorph of course it's a quick fix. 

SEED Yeah and then it would wear off 
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OS SACKJ\II.AN So is it recorded that on each and every occasion that the effects 

wore off that she needed more . .. . 

36.54 BEED It wouldn't necessarily be recorded specifically. 

OS SACKJviAN Is that unusual. 

BEED Erm, it wouldn't give, if I look, what I need to do is look at the 

night care record cos that might, erm, we haven't actually made a 

specific record of it but we can give, we can give the analgesia up 

to 4 hourly, erm, you usually do 1 or 2 things with analgesia, 

either you give it regularly every 4 hours without fail so that the 

pain doesn't come back, erm. or if you're not sure then you give 

the analgesia when it's required, erm. and the fact that we gave it 

at 0215 and it wasn't given until 1145, erm, would make, to me 

would give the conclusion that the staff nurse who was on dutv 
~ J 

that night actually found !vfrs RICHARDS to be in pain, the 

analgesia ha\·ing worn. off and then would have given some more 

to settle her and keep her comfortable over night. 

38.10 DS SACKlviAN Y ep I understand that, I mean had she been in pain at 8 o'clock in 

the evening you'd have been quite entitled to give her more. 

BEED I would have given her some more, yep. 
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OS SACIQvlAN But the lady in charge of her care then thought it appropriate later 

on, that's fine, and again in the morning . 
.. . 

SEED and again in the morning, yeah. 

-8.28 OS SACIQviAN What other drugs is she taking at this time. 

BEED At this, on, at this time, erm, Lactlose, which is to keep her 

bowels regular and Haloperidol which is on 1 milligram twice a 

day. 

DS SACKMAN Okay, so that's not an unusual drug regime .. 

BEED No. 

DS SAC:KNV\N .. for this lady. 

BEED No, no. 

DS SACKl\tlAN Okay, is there anything else we need to know about the 1 1111 

August. 

BEED I don't, I don't think so. 

DS SACKN1AN Right, so the 121
h, you on duty on the 1t11 were you. 

BEED Have we got the duty rotas. 

DC COLVIN Certainly. 

39.12 DS SACKN1AN I have them here. 

DC COLVIN To hand. 

Signature(s) : 
• Not relevant for contemporaneous notes 



GMC101057-1441 

\!Gl5(T)Icont. l 

H.;\l"IPSHIRE CONST1-\BULAR"\t. 

RECORD OF NTERVIE\V 
Continuation Sheet No : 33 

Record of interview of: Philip .James BEED 

Tape 
Counter Person Speaking Text 
Times • 

SEED l know I was on duty, l can't remember what time I was on duty. 

DS SACKMAN Does it help referring to the notes at all. ... 

SEED I think I was on duty from 0730 till 0100 but I. 

OS SACK1\1AN Whilst we're looking tor that, this tape is rapidly coming to an 

end, ifl hit the button to save anyone from further embarrassment 

we'll come back in a couple of minutes, is that okay. 

SEED Yeah. 

OS SACK1v1AN Right by my \Vatch the time is 1452 and I'll turn the tape recorder 

off . 

. e 
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0.09 DS SACKMAN This is a continuation of our interview with Phillip BEED and the 

time by my watch is 1458 hours. Same persons present. I'm glad 

• to announce that we've found the missing duty roster. And the 

question was Phillip on the 12th of August. 

BEED Yeah. 

DSSACKMAN Can you go through your duties and Gladys' notes. 

BEED I was on duty from seven thirty till one o'clock on Wednesday the 

12th, Mrs RICHARDS would have been reviewed along with all 

the other patients that morning and at that point uu1 Ductor 

BARTON's actually written up, because we needed to give the 

analgesia through the night she's actually written it up on a er a 
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regular er four hourly basis with 2.5 rnils through the day and 5 

mils at night. Although and it, but that's written up PRN so we 
~ 0 

don't give it unless we need to and in fact ..... 

Sorry what does PRN stand for. 

Means as and when required, urn, in fact we've never, we've, all 

we've done, other than the dose at six fifteen in the morning on 

the 12111 we've not actually needed to give any more out during 

that day so although it's been written up regularly, er PRN, we 

haven't given it. Urn ..... 

This is Oramorph? 

Yeah the Oramorph. 

So it's safe to say that that the Oramorph has had the desired 

effect and her condition perhaps has stabilised and she isn't 

presenting in pain. 

No. 

Yeah. 

Right. 

Yeah. Urn I can't remember any other specific aspects of urn Mrs 
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RICHARDS' care urn during that day, urn and I probably 

wouldn't have been greatly involved because my urn biggest ... 

priority on that particular day was making sure the ward was 

staffed adequately the next day because l knew it was going to be 

a very busy shift, urn, so that, that would have been the major 

priority for me as Manager of the ward. 

Ah ha, and indeed she's, she's stabilising ..... 

Yeah. 

So she's ...... . 

Yeah. 

....... so she's not a problem. 

No. 

Okay. Do, is there anything else in the notes for the rest of the 

twelth that, that perhaps with hindsight alerts you to something 

being amiss. (fire bell starts ringing). I hope that's a test. 

No nothing in particular, everything was very fairly straight 

forward on that day. 

Okay and then the 13th I understand that she has a fall. 

Yeah. 
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DSSACKMAN And do you know much about the circumstances of that. 

BEED I, I do but, but fj"<;>m coming on duty the following day when urn 

staff involved sort of filled me in the background ............... . • DSSACKMAN Right. 

BEED ........... of everything that happened. 

DSSACKMAN Because you weren't on duty on that certain day. 

BEED I wasn't on duty on that day. 

DSSACKMAN Okay, by making reference to the drugs ...... . 

BEED Yeah, yeah. 

DSSACKMAN ...... that were used on that day, what can you tell me about, you're 

off on the 13th ..... • BEED Yeah. 

DSSACKMAN ....... what drug regime. 

BEED Urn, was given er her normal regular drugs and at ten to nine in 

the evening er of the 13th er she was given some more Oramorph, 

that was after the hip had been dislocated so she didn't have any 

more Orarnorph or other pain killers up until the point in which it 

was discovered that she had a dislocated hip. 

DS SACKMAN What time would she have had that fall, do you ...... . 
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4.06 BEED The fall took place about one thirty urn the nurse who examined 

her at that time didn't find anything abnormal urn and a dislocated ... 

• hip is fairly obvious so urn going on the information I had the hip 

wasn't dislocated immediately after the fall, urn, but once Mrs 

RICHARDS was helped into bed after she'd had her supper which 

was some time around eight, urn, seven thirty, eight o'clock, that 

evening, urn the hip was out of position and was obviously 

dislocated at that time. 

DSSACK.MAN So, do you suggest that the dislocation could have occurred at 

some other time rather than the fall. 

BEED Urn, it's obviously occurred sometime during the afternoon. Urn, 

it may have been, I mean the fall may have weakened the, the joint 

or whatever and then the act of transferring, hoisting her out of 

the chair back into bed or some other action may have actually 

made the dislocation happen. 

DS SACKMAN I think it would be quite unfair of me to go on about that 

because .......... . 

BEED Yeah. 

DSSACK.MAN ....... you weren't there, you weren't on duty and can't therefore 
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be ........ . 

No. ... 

....... responsible for that. In your expenence is it unusual for 

someone not to be given pain relief over that period. 

Urn not really because we would give pain relief if someone was in 

pain and if someone wasn't in pain we wouldn't give it, urn, so it 

really depends and, and people's responses and, and pain does 

vary from time to time depending on what's happening, what 

we're doing in the way of transferring them and how they are 

overall, so urn, but she needed analgesia and then once she said 

that she didn't need it doesn't, doesn't surprise, it's not an unusual 

pattern. 

Okay. No I except that. What's your next contact with Gladys 

RI CHARDS. 

Er that was on the morning of the 14th when I was on duty from 

seven thirty until four fifteen urn and then I came on duty to find, 

urn to be, urn· given all the background to the, about the fall the 

previous day and the fact that it was suspected that she had a 

dislocation, urn so I went and examined the patient with Doctor 
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BARTON who was there about that, about that time urn and then 

arranged for x-ray and talked to daughters, Mrs LACK, the ... 

• daughter and discussed what we were going to do urn to see if 

there was a dislocation and what we would then do if urn we did 

find the dislocation which we were fairly certain at that time had 

occurred. 

DSSACKMAN What does it look like a dislocation. 

BEED Urn. 

DSSACKMAN Can you tell. 

BEED Usually the leg urn rotates inwards and you can see that the hip 

doesn't look correct, so if you look at one side and look at the 

other you can see a very obvious difference and deformity. 

DS SACK.!\1AN Right, so it's a fairly visual diagnosis but with experience you can 

say well (inaudible). 

BEED Yeah, yeah. 

DSSACKMAN When did you know there was a dislocation. 

BEED We knew for certain once the x-ray had been taken place because 

then we could see it on x-ray. 

DS SACK.!\1AN Right, and that was done, during the day. 
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BEED That was done sometime around mid morning. 

7.07 DSSACKMAN Okay, what drug_.r~gime was she on in the morning. 

BEED Urn still the same, urn, urn in fact she'd been given some analgesia 

at ten to eight the previous night which she hadn't, she hadn't 

needed any that morning. As I say we gave her some urn gave her 

some Oramorph at eleven fifty and that's after the dislocation had 

been urn discovered, er or x-rayed and, and confirmed. 

DSSACKMAN \Vhat do the notes reflect that she's in pain then or... 

BEED Urn well, reason we gave urn Oramorph at that point in time is 

because we knew that a dislocation does cause some degree of 

• pain. We were going to transfer her to Haslar which would 

involve transfer urn to an ambulance and in and out of the 

ambulance and would cause pain and also that she would need 

pain relief and sedation for the hip to be relocated so we were 

starting the sedation process there so if they want, if they were in 

a position to put the hip back in fairly quickly when she got to 

Haslar then she would actually already have had analges, some 

analgesia to cover that process. 

DSSACKMAN Right and you did say that earlier, and what dose was, was that 
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the same dose or had we increased the dose. · 

Urn, we gave, no we gave 10 milligrams which is the same dose as ... . -
she's been having throughout. 

Okay and then she's offto ...... . 

Transferred to Haslar er with one of my health care support 

workers escorting her and staying with her. 

Was there much of a problem with the family at this time. 

Urn, daughter was obviously an..xious and upset but probably no 

more or no less than I would expect of someone whose mother 

has come to us and then has suffered a dislocation of a recently 

operated on hip (inaudible) except that someone in that situation is 

going to have a degree of anger and upset at the situation. 

Okay. So she's offto Haslar and then you've no contact with her 

at all for 2, 3 days. 

I, I saw the daughter later on that afternoon when she came back 

to collect urn some wash gear for her mother, because we did 

think her mother might come back the same day or might stay a 

while at Haslar, urn so her daughter had come back and collected 

some wash gear urn and spoke to me at that time. 
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Okay, so the next contact we have with Mrs RICHARDS is on the 

... 

On the, yeah. 

Now, this is where the letter from Mr EOMONDSON comes in 

isn't it. The, and we've disclosed that to you the other day. The-

Flight Lieutenant. 

I've got it.. 

Yeah. 

(inaudible). 

No there would have been two because there would have been 

initial transfer letter and then another one from ..... . 

Tenth August. 

Of EDMONDSON and there was a statement of EDMO~TISON 

which was put along with it. 

(inaudible). 

Can I askyou to have a look at 1\tlr EDMONDSON's statement. 

Yeah. 

Ifi summarise it. 

Yeah. 
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Just quickly. 

Yeah. 
•• 0 

It says that she came to us, she got fixed up , stabilised and then 

was able to go back. 

Yeah. 

And she was ready for further rehabilitation. Just take a couple 

minutes to have a read of that. 

Have you got that accompanying letter. 

Which one. 

From EDMOP..,TISON .................... That's the one. 

Yeah. 

It is in there is it. 

Yeah it's in here. Yeah. 

Yeah ....... (inaudible). 

Can I refer you to the letter. 

Yeah. 

And I guess that accompanies Mrs RICHARDS, it's dated the 

Yeah. 
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....... so I guess it came back with her. 

Yeah. Yeah. ... 

Ifyou have a quick read through that. 

Yeah. 

Right and what's particularly pertinent perhaps is the very last 

sentence which was she can however mobilise, fully weight 

bearing. What, what do you infer by that. 

Urn that she, that she can urn stand, we know or already knew she 

would need assistance with standing, so she would need nurses to 

help her but she can take her full weight on, that, on the effected 

leg. 

Right okay so her readmission to Haslar has been an unqualified 

success then. 

Well, that, that says that she can transfer urn from a, from a 

medical point of view so if we wish to stand her and take weight 

on that leg then she can, it doesn't necessarily say that she's going 

to be able to do that and you would need to assess that with the 

patient initially and they urn, but it would indicate that they felt she 

was able to transfer and stand. 
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So at worse there's a significant improvement in her overall, well 

certainly in the leg . .. . 

The hip is back in place yeah, yeah. 

The dementia is something with which I've got no idea but ..... 

Yeah, yeah but that's not going to change that's going urn be the 

same throughout. 

So although not fully fit she's perhaps improved significantly in 

the couple of days she's been away. 

Yeah. 

Right were you on duty on the morning of the 17th. 

I was on duty from twelve fifteen on the 17th. 

Right and what can you tell me about the events ofthe 17th. 

Er that I would have arrived a little bit before then, before twelve 

fifteen and Mrs RICHARDS had either just arrived or arrived a 

little while after I got there urn but the nurses actually who had 

been on duty that morning er would have received her and taken 

care of putting her into a room which had already been made 

ready for her. Urn that she was in pain and discomfort, very 

obvious pain and discomfort when she arrived urn that actually 
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settled down when she was seen by the doctor but then re, made 

itself apparent again not long after Doctor BAR TON had gone urn ... 

in distress and discomfort and the daughters arrived and could see 

• her in discomfort and they were getting very anxious and uptight, 

as well, and wanted something done. 

14.54 DS SACK.!\:IAN Now there are some issues around that transfer which I'm not 

really fully au fait with, and I don't, something to do with the 

stretcher, a sheet. .... 

BEED Yeah. 

DS SACK.!\1AN ....... what IS a street. Can you just explain to the, to the 

uninitiated ...... . 

BEED Yeah. 

DS SAC!Ov1AN ........ exactly what went on. 

BEED Usual, usually if some one comes on a stretcher they'll be on what 

we call a canvas, which is a er, which literally is a length of canvas 

with holes up either side and you can slide poles into those holes 

and it then becomes a stretcher which you can lift from the 

stretcher, one person either end .......... . 

DS SACKMAN Yeah. 
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15.26 BEED ...... over onto the bed so the patient comes up nice and easily, and 

over urn Mrs RICHARDS came to us on a sheet instead of a .. 

canvas and I' m given to understand that they couldn't find a 

• canvas and that they'd phoned to say sony she's not on a canvas 

urn and therefore the ambulance crew when they arrived picked 

her up on the sheet which doesn't give the same level of suppon 

because they're just sort of grabbing the sheet which is going to 

sag and be uncomfortable and transfer you in that way. 

DSSACKMAN So it's a sheet before it has the poles inside ...... . 

BEED Yeah. 

DSSACKMAN ....... and then it's a canvas. 

MrGRAHAM No. 

BEED No. No it's ...... . 

DSSACKMAN I still haven't got ...... . 

BEED If it's, if it's a, when someone's on a canvas it's actually a very 

thick canvas material... .... 

DSSACKMAN Right. 

BEED ...... .length of the patient, urn and it just curls back on itself either 

end. 
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16.14 OS SACKl\1AN Yeah. 

BEED And then you can slip a pole up there and it· s very, and then when 

you lift it it's very firm and rigid and it makes a temporary 

• stretcher. 

DS SACK.i\1AN Yeah. 

BEED But she was just on a ordinary bed sheet underneath her and that 

was just rolled up and lifted and that wouldn't have provided the 

same sort of support because it would have sagged in the middle 

and sagged (inaudible). 
~,.. 

'-'1t 
DS SACK.i.\1AN Is that an improved way to transfer a patient. 

BEED Urn, I would always try, if I'm transferring a patient on a bed I 

would transfer them on a canvas, urn if a patient arrived, now I 

wasn't actually involved when the patient arrived and the transfer 

on the bed but ifthey arrived and they weren't on the canvas then 

I would have to decide do I now put a patient, a canvas under the 

patient's bed mind they've already been moved and that's going to 

involve quite a disruption to get that under them urn or do I 

transfer them as they are and I would much rather, I, reallv 

patients should always be transferred on a canvas. 
n t· .. ~ .. _, 

t};J;} 

Signature(s) : 
• Not relevant for contemporaneous notes 



GMC101057-1458 

HAl\tiPSHIRE CONSTABULARY 

RECORD OF INTERVIE\V 

Continuation Sheet No : 16 

Record of interview of: Phillip James BEED 

Tape 
Counter . Person Speaking 
Times • 

17.14 OS SACKMAN 

BEED • DSSACKMAN 

BEED 

DC COLVIN 

BEED 

DSSACKMAN 

Signature(s) : 

Text 

It just seems ridiculous that for someone who's had this hip 

operation is going to be ...... . .. . 

Yeah. 

..... .lifted up. 

I think the other difficulty is the ambulance crews are always, 

always under pressure to get on and do the next job because 

they've got a backlog and I gather from talking to people that they 

were in rather a rush and weren't going to wait while we found a 

canvas but I don't know that anyone specifically stood there and 

said you must wait urn while we get a canvas to do this. 

If that was the case, you must wait, are they duty bound to 

remain. 

It really depends who's involved, urn, if it's one of my more junior 

staff they may not be enough sort of, you know, may be more 

difficult I mean they're not there, there a set, a team in their own 

right and if it was me as the nurse in charge I would have made it, 

if I'd wanted him to do that I would have made it very clear to 

them that I wanted to do that but it, I wasn't there so I.. .... 

Yeah sure. 
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......... but if they're transferring the patient it is their responsibility 

really up until the point when the patient is on the bed, as it is, if ... 

they, if they're, if I'm transferring a patient it's my responsibility 

to look after that patient up until the moment that the ambulance 

crew take over so, it's absolutely, it's still their responsibility at 

that point in time. 

Okay thanks for that. Was Doctor BARTON called out to 

readmit. 

Yeah, urn (looking at some papers) I can't, what, what I can't 

remember, there was so many things going on at that point in time 

is exactly when Doctor arrived, when Doctor BARTON arrived 

but I think Doctor BAR TON saw her soon after arrival er and 

clerked her in but she then became very unsettled and obviously in 

pain not soon after Doctor BAR TON had lift. 

So initially, uncomfortable. 

Yeah. 

Was she given pain relief because of her transfer. 

Urn, I gave, I gave pain relief at one o'clock er which is when urn 

the daughters came and when she really started to demonstrate the 
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signs ofbeing in pain. 

So Doctor BARTON had been before that. ... 

Yeah, yeah. 

Because ...... . 

Yeah. 

Had she written another prescription at that point. 

Urn no as we still had the existing prescription so we used, that 

would have ..... . 

How long's a prescription valid for. 

Urn it needs to be urn reviewed, reviewed regularly urn, I'm, what 

the time limit is I don't know but I mean that would be well within 

it. If someone's written up for Oramorph that would be, be and 

remains on the ward or goes off a few days and comes back, be 

valid for a good number of weeks but needs to be reviewed during 

that period. 

Ah ha. Okay she's in pain but she's able to take Oramorph. 

Yeah. 

So her swallow reflex is still there. 

Yeah. 

• Not relevant for contemporaneous notes 



GMC101057-1461 

~IG15(TI(cont.) 

HA~IPSHIRE CONSTABULARY 

RECORD OF INTERVIEW 

Continuation Sheet No : 19 

Record of interview of: PhiJiip James BEED 

Tape 
Counter Person Speaking 
Times • 

OS SACKMAN 

BEED 

DSSACKMAN 

BEED 

DSSACKMAN 

BEED 

DSSACKMAN 

BEED 

Signature(s) : 

Text 

And up and running. 

Yeah. She was refusing to eat lunch at that point in time urn but 
•• 0 

she was swallowing. . 

Right is that significant do you think. 

May have been because she was in pain and unsettled or it may 

have been just her general dementia and overall condition so you 

know it was just one of the things that we noted at that point in 

time that some food was prepared for her but she refused to eat it. 

Okay. Right. How did she progress throughout the rest of the, the 

Arranged an x-ray because the family was worried that the hip was 

dislocated although it didn't appear to be urn and that took 

place ..... 

Didn't one of your nurses, have I read somewhere that the, the leg 

looked like it was a figure four. 

The, yeah, one ofthe, StaffNurse COUCHMAN actually went in 

with the daughter and actually repositioned the leg because she 

thought it wasn't in er a very comfortable position but it wasn't in 

a position that looked like it was dislocated, urn, so she made Mrs 
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RICHARDS in a comfortable and appropriate position urn and 

with her daugh!_~r, urn, and generally examined her to check, 

because if she'd spotted an obvious dislocation at that time again 

we would have urn., it's definitely x-rayed, it definitely needs x-

raying. 

22.14 DSSACKMAN Yeah. 

BEED But it looked in an odd positio!l but not in a dislocated position. 

DSSACKMAN Right. 

BEED Er. So really (inaudible) that afternoon was to give analgesia to try 

and make Mrs RICHARDS comfortable and to get her x-rayed to 

try and find out if it had dislocated again, urn, or if it hadn't to find • out ifit was anything else we could do anything particular about. 

DS SACK.MAN Okay. So what's the drug regime for the rest of the 17th. 

BEED Urn we carried on, we actually urn, because we thought there was 

a sensitivity to the Oramorph we were giving a slightly lower dose 

so we were giving 5 milligrams, w~ gave that at one o'clock, we 

gave it attain·at ten to seven, er sorry, gave it again, I can't read 

my own writing, looks, I think it was about quarter past three and 

then but that wasn't, that obviously wasn't enough, so I gave a 
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higher, a second dose of 5 milligrams at quarter to five and then 

we went back to giving the 10 milligram dose at eight thirty and ... 

then she had some in the early hours ofthe morning. 

Are the family happy at this point that she's in pain as opposed to 

dementia. 

Yeah, yeah, I had specific discussions with the daughter and Mrs 

LACK in particular was very concerned about how much pain urn 

her mum was in and that we need to get that pain under control so 

I was working very much in conjunction with the family to urn try 

and provide .urn what, the sort of care that they wanted for their 

mum . 

So at this particular moment in time on the 17th you're all singing 

off the same hymn sheet. 

Yeah, yeah ..... 

Everyone's quite happy with what's happening. 

Yeah, urn and that, that's one of the reasons I gave the second 

dose and I, I distinctly remember looking very carefully at how 

much can 1 give and when and what, and looking at the option of 

the syringe driver at that time should I need to proceed to it and 
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saying to urn Mrs RICHARDS' daughter that I wanted her mum 

to be comfortabl~.before I went off duty that evening. 

DSSACKMAN Was there a consideration to the use of a syringe driver then. 

BEED It would have been one of the options could we not control the 

pain with the Oramorph. 

DS SACKMAN Right, how, how high, or how far along that ladder were you 

prepared to go on Oramorph. 

BEED Because you're giving, because you're giving quite high doses and 

it's wearing off urn the difficulty is you, you can't just give 

Oramorph and then say it hasn't worked you need to give it time 

to build up and I needed to give a second dose so, I think had I, 

had I gone for that urn second dose which topped the Oramorph 

up to 10 milligrams at quarter to five, had she not been 

comfortable by the time I went off at eight thirty I would have, at 

that point been looking whether the use of a syringe driver was the 

next appropriate step because obviously if I'd gone to the full 

amount of Oramorph and that hadn't kept Mrs RJCHARDS 

comfortable then the next logical step was whether a syringe 

driver would allow me to give urn a more dose and a slightly 
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stronger dose of pain killer. 

Right and what'~. your objective behind that. 

In going to a syringe driver. 

Yeah. 

To keep Mrs RICHARDS pain free. 

Purely pain free and that ..... 

Yeah, yeah. Yeah. 

Okay thanks for that. And then what happens next. 

Urn, she was cared for over night. I came, urn, I was on duty again 

the following morning, the 18th when she's reviewed by er Doctor 

BAR TON. 

Had anything significant happened over night. 

Urn she had another dose at, of Oramorph, I gave a dose at eight 

thirty, she needed another dose at twelve thirty which is, so she's 

only going 4 hours and another dose at four thirty, so she's going 

only the 4 hours between doses ofOramorph, urn, so that's, we're 

giving the maximum amount we can, urn, if I find the night 

(inaudible) records that might tell us how she was over 

night .................. haven't got a specific record but I would have 
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got handover from the night staff and obviously they would have 

told me that urn they needed to give the Oramorph uin every 4 ... 

hours and urn that she hadn't been comfort,. completely 

comfortable on that. 

27.12 DSSACKMAN The reasons for those being omitted from, from the record sheet is 

that an oversight or is ......... . 

BEED An over, yeah. 

DSSACKMAN Yeah, and nothing, nothing else. 

BEED No. 

DSSACKMAN Just straight up oversight. What other drugs had she taken .... 

BEED Urn. 

DSSACKMAN .......... at the same time. 

BEED That's on the urn on the 18th, she actually hadn't, we've left off 

the Lactalose urn, but she's had, she's having, no she did have 

Lactalose on the 17th and she had Haloperidol. 

DSSACKMAN Right, what did the Haloperidol do for her: 

BEED Haloperidol is to help with her confusion and agitation. 

DSSACKMAN Right. I think you told me that once. 

DC COLVIN Is that in an oral fonn at that time. 
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BEED Yes. Yeah. 

DS SACI<NlA.i"l" Okay so up until_.t~e 171h ..... . 

BEED • Yep. 

DSSACKMAN . ....... what's her condition, is she getting better, IS she getting 

worse. 

28.35 BEED She's, she's really overall she's worse, her fluid and her diet intake 

is poor urn she's, we're not really controlling the pain even with 

the regular dose of Oramorph urn and she's quite agitated and 

uncomfortable and it's making it difficult for us to, to nurse her 

and look after her overall care. 

DSSACKMAN So generally the scenario is one of, it's becoming increasingly 

difficult. 

BEED Yeah. 

DS SACKNIAN Right, Doctor BAR TON comes in. 

BEED Yeah. 

DS SACKMAN Then what happens. 

BEED Urn, we'd have er reviewed her with myself, we'd have gone and 

seen the patient and looked at how she was urn looked at the x-ray 

that was done the previous day and then urn discussed Mrs 

Signature(s) : 
• Not relevant for contemporaneous notes 



GMC101057-1468 

HAMPSHIRE CONSTABULARY 

RECORD OF INTERVIE\V 
Continuation Sheet No : 26 

Record ofinterview of: PhiJJip James BEED 

Tape 
Counter Person Speaking Text 
Times • 

RI CHARDS care and what Doctor BAR TON felt was this lady's 

overall conditio~} _was deteriorating er quite significantly, that we 

• weren't controlling the pain and the only way we would control 

the pain was by a syringe driver er and that she felt the lady's 

overall condition indicated that she was in, in such poor health 

that she was actually dying urn and that we ought to keep her pain 

free and make sure we were meeting all her nursing needs but that, 

that we, that rehabilitation at this point wasn't going to be 

something that we were going to achieve and that we were likely 

to be looking at a patient that was going to die fairly shortly. 

DS SACKMAN Right and that's a decision that, that's not taken lightly . • BEED No. 

DSSACKMAN I would assume. 

BEED No. 

DS SACKMAN And in conjunction with the family. 

BEED I, the family weren't present at that point in time, so what I would 

then have done is discuss things with the family when they arrived 

urn and try to do that in a sensitive and tactful way urn., because 

you start building up a relationship with a family sometimes it can 
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be just done er by nursing staff, sometimes you'd have to arrange 

for them to corn~. back and see the doctor if you didn't think that 

• their questions had been answered or you'd urn answered all their 

concerns or they till had worries or whatever. Urn but I met with 

them urn sometime around mid morning when they came and 

discussed their mum's overall condition and urn the fact that we 

needed to use a syringe driver to control her pain urn and that we 

didn't' think her, or we thought her prognosis was very poor and 

that she was actually going to die, sometimes ....... .. 

DS SACKJ.\1AN So it was cards on the table. 

BEED Yeah, oh yes, yeah. • DSSACKMAN Right, what was their reaction to that, can you recall. 

BEED Upset, as, as you would expect, the, I, I knew from previOus 

discussions with them that they had worries about use of urn 

strong analgesias, I believe Mrs MCKENZIE actually had 

experience of, of someone close actually urn being in a hospice 

and having strong analgesia, er so I did in that sort of discussion 

which you try and make sense, tactful, allow them time to voice 

their fears and anxieties and to answer any questions they had. Urn 
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but overall my impressions was that they understood the situation 

and they agreed. with, the, the kind of care which we were urn 

• wanted to proceed with . 

DSSACKMAN Did they say at any stage, no we don't agree with this. 

BEED No, no, urn if they had then I would have taken, I would, I 

wouldn't have proceeded and I would have taken advice from 

elsewhere, I would have go to a Nurse Manager or urn a 

consultant to get their advice. So although I knew that was the 

care that Mrs RICHARDS needed I wouldn't have gone ahead 

with that sort, that care urn ifthey were in direct opposition. 

31.59 • DSSACKMAN And what would have been the alternative to the syringe driver. 

BEED Er cany on giving Oramorph, urn could have given higher doses 

of Oramorph, so that would have been one alternative. 

DSSACKMAN Because she is still capable oftaking it. 

BEED Yeah. Yeah. Urn the problem with that is it wasn't keeping her 

pain free for urn the interval between the doses so it wasn't giving 

her adequate, it was giving her some level of pain control but it 

wasn't adequate pain control. 

DS SACI<J.\1AN But, was there still some way to go before you reached the 
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maximum dose of Oramorph. 

Urn we could have increased the dose, I think the, it's it's, it's ... 

more a matter of the interval inbetwen that, that Oramorph then 

wears off, urn makes it difficult. 

Do people become immune to it, not immune to it but ....... . 

The effects of it do lessen over time yes. 

Do they. 

Yeah, yeah. 

(inaudible) with junkies you know they start off and they take 

more ..... . 

Yeah, yeah. Yeah. They, they, urn the effect isn't heightened they 

get used to it. 

So it's likely that she becomes less resistant to, have I got that 

right. 

Yeah. She ... 

I don't think I have, it has less of an effect. 

Has a less effect yeah, yeah. 

And for a lesser period of time. 

Yeah, yeah. 

q ... f). 
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OS SACKMAN Right. 

BEED And the other thing we find when we're trying to control patient'.s ... 

• pain it's easier with pain if you can stay on top of it all the time, so 

if you, if you allow someone to become in pain it's then harder to 

control, get that pain back under control when if you don't allow 

someone to get in pain in the first place. 

DSSACKMAN Okay. 

BEED So if you give a continuous dose that, that never lets that pain 

come through or if it does come through it just keeps it at a 

controlled level urn then it's much, you don't actually need so 

much of the medication to keep it under control. 

DSSACKMAN Right, where's this pain coming from. 

BEED It's obviously from the hip, there's no doubt she was getting pain 

from the hip but she also gave the impression of someone who 

was in general discomfort and agitation because anything you tried 

to do with her was causing her to get upset and distressed. And 

again that's something that's quite common with people who are 

very poorly and dying that, that they have specific pain somewhere 

but they've also got very generalised pain and discomfort. 
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Text 

Yeah okay I'm, I'm with you there. Right, so we, a team decision 

is referred to . . .. 

Yeah. 

And that team, who's in that team. 

Urn, that's urn Doctor BAR TON reviewing the patient, myself as 

one of the nurses looking after the patient and Staff Nurse 

COUCHMAN who's the named nurse er ofMrs RJCHARDS and 

was on duty urn at morning, urn, who, so together we reached that 

decision and, and the family of course·, er so we make that 

decision and then urn at. ....... . 

That's fairly comprehensive in the, the interested parties. 

Yeah, yeah, yeah. 

And there's no dissent there from anyone. 

No. 

Okay. Who, who fixes up the syringe driver. 

That was myself and Staff Nurse COUCHMAN urn and we 

started that a:t eleven forty-five. 

And what was the contents of that. 

Urn that was Diamorphine, 40 milligrams, Haloperidol, 5 
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milligrams, and Midazolam, 20 milligrams. 

DSSACK:MAN Right, how doe~ .40 milligrams of Diamorphine compare to the 

idiot with 10 milligrams of. ...... . 

BEED It, it's calculated on the basis of urn the amount of urn Oramorph 

that's been needed in the previous 24 hours so what Doctor 

BARTON would have done would have been total up the amount, 

the total amount of Oramorph we'd given really since urn one 

o'clock the previous day urn and then there's a, you can look in 

the, the formulary book BNF or we've got a booklet produced by 

the local Hospice which then gives you a conversation for how 

much Diamorphine to give over 24 hours bearing in mind whether 

the Oramorph had actually kept someone comfortable or not, so if 

that Oramorph had kept Mrs RICHARDS completely comfortable 

we wou~d have gone for a lower dose but she wasn't, she was still 

getting periods of discomfort so we wanted to go slightly higher 

to make sure that she was pain free. 

OS SACKMAN Right just to make absolutely sure. 

BEED Yeah. 

36.54 DS SACKMAN Okay, and the other drugs, Midazolam that's a new one. 
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BEED Yeah, the Midazolam' s urn a, a hypnotic and that basically deals 

with agitation and relaxes urn patient, keeps them calm, urn and ... 

the Haloperidol she's already on and that's, that has a similar • effect and that's kept because it's actually something Mrs 

RI CHARDS is on already urn and Doctor BAR TON felt that if 

that was omitted from the driver we'd, it's something you can give 

through a driver urn and giving it through a driver would make 

sure that she didn't get withdrawal symptoms from the 

Haloperidol. 

DS SACK1\1AN Cos that could have had a knock on detrimental effect. 

BEED Yeah. • DS SACKMAN Okay I understand that, and was there one other drug in there. 

BEED Urn not at that point, we used, we started Hyoscine, but we 

didn't' start using Hyoscine urn, may be we didn't use Hyoscine at 

all, yes we did, yeah, we didn't start using Hyoscine until the 19th 

of August which was the urn the Wednesday ...... . 

DS SACK1'v1AN (inaudible) and that's, Hyoscine, correct if I'm wrong IS for 

secretions. 

BEED Yeah, yeah. 
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(inaudible). 

Yeah, yeah. ... 

I've read somewhere there's a potential problem using Midazolam 

and Haloperidol in respiratory function. Are you aware of that. 

Er well, all, all the drugs we are using with the driver can, are 

known to cause some degree of depression of respiration, so 

that's a known side effect urn and something you'd watch for, 

when someone's poorly their respiration becomes depressed as 

they start to pass away anyway so that's one of the difficulties 

knowing whether the medication you're giving is causing 

depression of respiration or whether it's the patient's overall 

condition. 

Right. 

So, but the key thing we're looking at is how comfortable is the 

patient and comfortable is their breathing. 

Okay if they do go into arrest or their respiratory function slows 

down to a stbp, do you have any equipment to use to bring that 

back. 

We, the doses we're sort, we're using would depress respiration 

3'74 
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but I've never know it to actually to stop the respiration so in fact 

and you wouldn't urn, so we wouldn't, shouldn't be using doses ... 

that actually cause that to happen and if you're, if you're giving 

Palliative care urn you don't, and you help the patient, relatives 

come to terms with the fact that sorneone·s dying you wouldn't 

want to put yourself in a position where you're suddenly having to 

take resusative measures because that would be very confusing 

and upsetting for the family. 

So it's a conscious decision that if, if, if it's a natural by-product 

of that, that they stop breathing then that's death and ... 

Yeah, yeah . 

......... that's inevitable. 

Mmm, yeah. 

Right, Midazolam used subcutaneously, is it. 

That's, that's very common, we usually use that in, it's the 

Haloperidol is the one that we don't usually use but we usually 

use Midazolam because the relaxes, quite a lot of patients if 

they're in a lot of pain, they're also, and very well, there's a lot of 

fear and anxiety going on as well, so it just relaxes them and calms 
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them down, takes away some of the, some of the fear that's 

associated with their condition . .. . 

DS SACKlvfAN Right,. that's not a product that's licensed for subcutaneous use. 

Were you aware of that. 

BEED Urn, I'm, urn, the infonnation we work on is produced by urn the 

local hospice and they do say in that, that the doses that are used 

and the medication that are used are sometimes being used outside 

of their er nonnal dosage range and where they'd be used but it's 

established, well established practices in Palliative care. 

DSSACKNfAN It's common practice ..... . 

BEED So yeah. Yeah. 

DS SACIQvlAN ............ so the although the fact that it isn't licensed ......... . 

BEED That's it. 

DS SACIQvlAN ......... for the use is not a bar to using it. 

BEED No, no. 

DS SACIQvfAN Because experience tells you. 

BEED Because it's being, it is being used in a lot of cancers in that way. 

DS SACK.l\1AN Right, so you're, we've reached that point where we're on the 

syringe driver with the, the combination of drugs, how long does 
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that continue. 

41.29 BEED Given that we're recognising that Mrs RICHARDS is in Palliative 
... 

• care we would expect that to continue up until the time she passes 

away urn because if anything sensitivity to the pain killers is going 

to (inaudible) or, or the pain, level of pain may increase, so you 

may need to increase the pain killers. If you \Vithdrew urn the 

analgesia then the patient would again be in the level of pain they 

were before you started it urn, so it's expected to continue but it's 

constantly under review to check the level that you' re giving is 

appropriate to the patient's needs, so really every time you go into 

• the patient and every time you go to change the driver, every 24 

hours, urn you'll be monitoring how the patient is whether they're 

comfortable or unco.m:fhrtable and how they are over all. 

DSSACKMAN What, what steps are taken to insure that she remains hydrated. 

BEED Our, our practice urn with hydration is, is the patients are 

conscious and able to take food and fluids then we encourage 

them and help them, make sure they're not thirsty, urn if patients 

become unconscious and we're delivering Palliative care urn we 

base our work on studies that show that giving patients by 

Signature(s) : 
• Not relevant for contemporaneous notes 



GMC101057-1480 

,.--
MG 15(T)(lJ.t.) 

HAI\tiPSHIRE CONSTABULARY 

RECORD OF INTERVIEW 

Continuation Sheet No : 38 

Record of interview of: Phillip James BEED 

Tape 
Counter Person Speaking Text 
Times • 

alternative means actually. doesn't do anything to effect the 

outcome, urn the fluids aren't likely to absorbed and they become 

uncomfortable so we don't usually hydrate patients when we're • delivering Palliative care, urn, unless there was a partic, a specific 

indication that it was the appropriate thing to do. 

DSSACKMAN Right. When did we stop actively treating Gladys and move on to 

Palliative care. 

BEED Urn, that was on the morning ofthe 17th. 

DSSACKMAN Right, then on the morning of the 17th .......... . 

BEED Sony, that was on the morning of the 18th. Tuesday the 18th. 

DSSACKMAN Arid at that point, did her death become a matter of time. 

BEED Yes. 

DSSACKMAN Right were any steps taken in the ensuing 3 days by yourself, 

Doctor BAR TON or any of the nursing staff to ensure her level of 

pain hadn't decreased to enable her to come off of that drug 

regtme. 

BEED We would have monitored that when we, every time we looked 

after her so when you, when you go to wash someone, check 

there clean and so on that's when you start getting pain if you're 

378 
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going to get any so you could see that if you were, urn, cos you 

. have to roll and turn people to get them clean and to change their ... 

bedclothes and their night clothes and so on, so if she was 

showing, showing no signs of pain whatsoever then that would say 

right you might need slightly less, far more normal that someone 

shows some indication of being in pain when you start to move 

them and you have to judge is that a lot of pain that we're, you 

know we're, we're putting them through agony and we need to 

increase things or is it just the normal amount that you would 

associate with moving someone in which case level of pain killers 

you're giving is about right. 

Right, is it recorded anywhere in the notes that those checks were 

undertaken on Gladys. 

It's, it's not specific but it's integral with urn the nursing care plan 

so urn on the 18th urn for her night care but she's comfortable and 

the· daughter stayed. Urn on the, on the hygiene that she's had, 

she's had bed bathes and she's had oral care. Urn, on the 19th she's 

had a night change and wash, repositioned, apparently pain free 

during care. 
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DS SACKMAN So if she's pain free during that period, is it not then a proper 

consideration to reduce ..... . .. . 

(the tape buzzer rings) • DS SAC!OvlAN I think we've got two minutes left, but don't, don't rush your 

answer because ofthat. 

BEED Right, okay. Right, okay. The difficulty was if you start then 

reducing the pain, reducing the analgesia and the pain breaks 

through urn you're then right back to square one where you've 

not got the pain controlled urn and you' re having to go in with 

high doses again, so if the patient is, recognising that the patient's 

condition is deteriorating and dying anyway, if they're pain free • then you continue at the dose you're at. 

DSSACKMAN But that doesn't give them the opportunity to recover. 

BEED But we're all, we're recognising that this lady, we didn't feel this 

lady was likely to recover anyway at this point in time. 

DS SACKMAN Right, but she was never giveri the opportunity to recover was 

she. 

BEED (inaudible). 

46.36 DS SACKMAN Had, had someone said hold on she's not in pain let's ...... . 
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Yeah, right. 

........ reduce this to halfthe dose. 

Yeah . 

And see what happens. 

Yeah. 

Because if she was in pain from a broken hip ....... . 

Yeah. 

........... that may have well subsided over the 2 or 3 days. Is there a 

straight forward answer. 

We, well, we, we didn't' expect that the pain would have resided, 

we would have expected if we'd reduced, reduced the analgesia 

that the pain would have came back at the same level. 

Right and that decision is based on experience ......... . 

Yeah. 

......... In ..... . 

Yeah. 

Between yourself and Doctor BAR TON. 

Yeah, yeah. 

Right. With hindsight, was it not considered, was it not 
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appropriate that. ..... . 

BEED No wouldn't have ............ . ... 

Tape ends as BEED is talking, at 1541 hours . 
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OS SACKMA.t"'l" This is a continuation of our interview with Philip BEED. The 

same people still present, Philip. The time by my watch is three 

fifty-two p.m. You can leave at any time if you want or speak to 

Mr. GRA.HA.l\ri get your legal advice. We got to the point at the 

end of the last tape where we were speaking about the drug 

regime over the last three/tour days of l\Jrs RI CHARDS's life and 

my question was that, having settled on a panicular drug regime. 

why was no consideration given to, to reducing that dose, just to 

see? 

BEED At, I've just erm, come to, there's an entry in the contact record 

by Staff Nurse JOYCE at eight o'clock on the 181
h, which was the, 

;~.; I:3 ;3 
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so that was 24, that's 36 hours after we had started that drug 

regime, er that ~h~ is sleeping in peace, that Mrs RICHARDS is 

peacefully sleeping but she reacted to pain when she was moved 

and that pain appeared to be in both the legs. So that's 36 hours 

in and we, we actually know that Mrs RJCHARDS is in pain when 

we are moving her. 

DS SACK.l\IIAN Is, is that right? If that was on the 18111
, it only started .. 

BEED That, we started at er eleven forty-five on the Monday so that 

was, and that was, this is eight o'clock on .. 

OS SACK.MAN No, on the Tuesday you started didn't you? She came to you on 

the l t 11
· 

BEED Sorry, started on a Tuesday, yeah, er sorry eight o'clock on the 

Tuesday night, yeah, that's right. So that, that's been assessed 

em .. 

OS SACKl\IIAN So twelve hours into .. 

BEED Twelve, twelve hours in, yeah, yeah. 

DC COLVIN Are you aware at that time how that pain manifested itself, how .. 

BEED As Statfl\urse JOYCE has said its er, it appears to be in both legs 

when Mrs RICHAR.DS was moved. but she's, she's obviously 
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comfortable when she is not being moved. 

OS SACKl\iiAN Right. She is no! ~iven any other hydration? 

BEEO No . • OS SACKNIAN So, is it safe to assume that is an inevitability" 

BEED Yeah. 

OS SACKl\iiAN At one point she's going to die? 

BEED Yeah, yeah. 

OS SACKNLAN On the drug doses, right. is that a particularly high .... 

BEED No, that. that's er the bottom end of the scale really, enn, we, we 

sometimes up patient, patients on lower doses but we, we could. 

• on the prescription here we could have gone up to two hundred 

milligrammes of diamorphine and eight hun ... and eighty 

milligrammes of er midazalam. I've known patients go up to 

even higher doses than that, so five hundred milligrammes of 

diamorphine would not be er. an uncommon dose to give to 

someone who \vas in that much pain. 

OS SACK.t'viA.t'-I Right. Was there any other evidence of, of other illness? 

BEED Er, it ~.vas, it was more a general overview of the patient's 

condition, a combination of er, the severe pam, the, the er 
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reluctance to eat and drink, the appearing frail, er and difficulty 

moving, so it w'!.s~'t one specitic thing but (inaudible) the overall 

• picture that she presented ofbeing a very poorly lady . 

OS SAC.KNfAN Right. What did she die of? 

BEED Er, Doctor BAR TON had er, er, stated she died of 

Bronchopneumonia and certainly on the, on the 19111 she \vas 

getting a very rattley chest er, which is caused when you have got 

actual secretions in your chest and we had started er Hyocine at 

that point. 

OS SACK.J.v[At'\J Right, Did. did the sisters agree with that? 

BEED Er, in the statements that I have seen then they haven't but of 

course if Mrs RICHARDS had developed a chest infection then 

the, the dmgs which we are using to control her pain. keep her 

comfortable, would have masked a lot of the symptoms of a chest 

infection. So ... 

DC COLVIN Can I just ask a question? So, I mean the decision is made on the 

1811
\ bearing In mind her condition and that pain, that, that she is 

dying? 

BEED Yeah. 
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DC COLVlN So, the decision to go down the road of palliative care is taken 

then? 

BEED Yeah, yeah. • DC COLVIN So, but she is dying then 

BEED Yeah. 

DC COLVIN But she is not dying of.. 

BEED A chest infection at that point. 

DC COLVIN at that stage? 

BEED At that point, no. 

DC COLVIN But later on, \.Vhich is, I mean is that caused bv the druszs she's on? 
J ~ 

The, the chest infection? • BEED No, but, but when the, its er really to do with being, being very 

frail and very susceptible and her respiration not being so good 

and of course the, the drugs she's on do have an effect on 

respiration, depressed respiration but her overall condition would 

have affected the respiration as well. 

DC COL VD: Right. In terms of the l81
h at the time, the, the consultation 

occurs and a decision is taken, what was she dying of then? Or 

what was you impression of what she was dying of then? 
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BEED Just a combination of factors. There wasn't one specific factor. 

DC COLVIN Yeah. ... 

BEED Er that she was dying of. • DC COLVTN Can you. can you just go over those? 

BEED Just that she was very frail, that she wasn't eating, she had been 

very reluctant to eat and drink. she was in pain which wasn't 

controllable er and that she wasn't able to mobilize or, or doing 

anything to meet her own needs. 

DC COLVIN Okay. 

DS SACKl\tiAl.'-l" If I went into hospital, as fit and healthy as I hope to be, and were 

put immediately on a syringe-driver. with that combination of • drugs. would I die? 

BEED No. I don't think so. Er but you wouldn't, you wouldn't go on 

that if you were fit and healthy. 

OS SACK.l\IIAN (Laughter) I know. But. if I were to put another ninety-one year 

old woman without any. I mean would that kill her? 

BEED No. Patients have been on this, these levels of sort of pain control 

and sedation er we've upped conditions and have gone on to 

recover so. no, not necessarily. 

•'I ') 8 
~it) 
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OS SACKl\IIAN In your experience. that's. that's happened. 

SEED YeJh, yeah. ... 

DSSACKMAN In terms of .. • DC COLVIN In terms of recovery process tor other patients, and this may be a 

hypothetical question. how do they come out of that? How was 

that accessed that they could. they can come out of that situation? 

If in particular they are sedated as a result of what they are on? 

BEED Urn. You probably wouldn't be (inaudible). If someone was 

going to er recover you wouldn't see. er and given that levels of 

sedation urn. so its a bit difficult to answer really. 

DC COLVIN Right. So really those four ... 

BEED Are ..... 

DC COLVIN ..... taken together. ... 

BEED ... are appropriate to palliative care, they wouldn't. I don't know 

that. that those, that combination would be appropriate to anyone 

in anything other than a palliative situation. 

DC COLVIN So someone \Vho there. there's a consideration that they may well 

recover that \vould not be a combination? 

BEED No, you. you would. may use one or more of those drugs but 
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probably not the entire combination. 

DC COLVIN But all taken together. So if you were to look at some notes, .-. 

• you've never seen the patient but you've seen they're on a driver 

and on those sort ... 

BEED Yeah. 

DC COLVIN ..... of drugs, would your impression be well this is someone who, 

who may well be, be dying .. 

BEED Yeah. 

DC COLVIN .. and try and assist in giving her a comfortable, painfree death? 

BEED Yeah, yeah. 

DC COLVIN Okay. 

OS SACKNlA.t'-I I was just going through Mrs LACK's statement at the end of the 

day. She, she mentions a conversation about euthanasia - do you 

recall that? 

BEED Does ... does she say what day that was on? Was that on the, 

Monday the l 71h? 

OS SACKl\tlAL~ Yeah. 

BEED Yeah, yeah she. I, I remember. Was that Mrs LACK or Mrs 

MacKENZIE? 
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OS SACKvlAN My sister. so. \-lrs MacKENZIE. 

BEED Yeah, [ rememb~~ Mrs MacKENZIE urn. asking about euthana$1c;t·. ,-:;.~t~ 

• urn and of course I advised her that that's not something \.vhat we 

would ever contemplate or consider. Its, its not er something we 

can do and not something we would do. 

OS SACKvlAN What's the difference between euthanasia and palliative care? 

BEED Palliative care is when we recognize that someone's dying urn and 

the care we are providing is to make that death urn a comfortable 

and dignified experience and meet someone's nursing needs. Urn. 

euthanasia is. euthanasia as I understand it is actually acti\·ely urn 

• assisting someone in dying . 

OS SACK.\tlAN Yeah. One thing we haven't covered. I am drawing to a close 

now. is a suggestion of a massive haematoma. Do you recall this 

or .. 

BEED Dr. PETERS. who was the G.P. who looked at the xray urn said 

that he felt the cause of the pain was a massive haematoma. Urn. 

as I understand it that's urn, bruising as a result of the dislocation 

and the manipulation to put it back in. Urn and, and that could be 

quite painful. I think Mrs RI CHARDS' level of pain, to me 
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seemed to be much more than just a haematoma, she, she was in a 

awful lot of unc_o!ltrollable pain, and distressed from the pain as 

well, but, but cos l expect anyone, and \.Ve have seen patients 

have dislocations put back it and they do have bruising and some 

discomfort but not on the level that l\tlrs RICHARDS was 

experiencing yeah. 

DS SACKlviAN Okay. Just somebody has written dO\vn a question here which I 

am not quite sure is appropriate is why was Mrs RICHARDS not 

given fluids subcutaneously during the period l8t11
, l91

h and 201
h? 

Well then .. it wasn't.. . 

• BEED That's, that's because we, we don't feel that's an appropriate 

course of action with palliative care and that it doesn't make 

anyone any, it doesn't change the outcome. Urn, it makes them 

uncomfortable cos the fluids don't get absorbed properly, they, 

they collect under the skin and don't get absorbed and urn, you 're 

just, just adding another intervention which is making a patient 

uncomfortable urn and isn't changing what's actually happening. 

DC COLVIN Am I right in saying that, at that time, the hospital wasn't licensed 
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to, or authorize to, provide tluids through a subcutaneous route? 

SEED We, we, no w~. could give tluids subcutaneously. What we 

couldn't do is give fluids intravenously and urn that's cos we 

haven't got a doctor on site who could re .. re-establish an 

intravenous line. 

DC COLVIN Right. 

SEED Subcutaneously IS, is an alternative route at g1vmg fluids and 

that's, that's what we can ... 

DC COLVIN And you always been. as far as you are aware .. 

SEED Always been able to give subcutaneous fluids and that doesn't 

.e 
need a doctor to set it up, the nursing staff can actually establish 

subcutaneous fluids, so we could have, if, if, if it had been 

appropriate to Mrs RICHARDS care we could have established 

subcutaneous fluids er and run them. 

DSSACKMAN PhiL what I intend to do in a second is, is to, to kill the tape. run 

upstairs just to see if there is any other points that I may have 

mis·sed that they feel need covering, but I am getting to the point 

now where I think we've had a fairly thorough going over of, of 

your actions throughout that period. is there anything that, that 
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you wanna, \Ve want to add to your· account so far? ls there 

anything that Y~.u. feel that either myself or Lee have missed or 

misunderstood. Just so you can leave here saying well I, I've told 

them everything that they wanted to know. 

BEED Yeah. The only thing ·really is, is that some of, is that I spent an 

awful lot of time with, with er Mrs LACK and lVlrs MacKENZIE 

talking to them and answ·ering all sorts of questions and L I just 

tind it strange that they're now asking questions which they had 

lots of opportunity to ask at the time and didn't, and I, I find that, 

that puzzling. 

DS SACKMAN I think, I think that's explained if. if explanation is the right word, 

with the fact that they perhaps found it difficult to deal with what 

they termed as the early stages of the loss, dealing with the loss of 

their mother. and perhaps with the benefit of hindsight, that they 

felt that some things weren't addressed properly and perhaps there 

was a case. With hindsight, would Philip BEED have done 

anything ditTerently at all? 

BEED There, there were things that happened with .1\tlrs RICHARDS 

when I wasn't on the ward, urn, when she fell, which urn it would 
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have been better if Mrs RlCHARDS had been transferred earlier 

than she was for the dislocation to look at - I don't know whether 
•• 0 

that would have changed. I don't believe that would have actually , 

changed anything but it would have urn answered one of the big 

questions that the family had, er more than anything. In terms of 

Mrs RICH.ARDS' care vvhen she returned to us, then no, we, we, 

we looked at .\llrs RICH.A.RDS urn and examined her thoroughly 

and made decisions appropriate to her and we discussed things 

with the, the family and tried to get, keep them involved urn in 

what was happening and make sure that, that they were 

understanding the care we were giving and in agreement. So urn I 

can't see that urn. in terms of the overall care ofl'vlrs RICHARDS, 

er there was anything er that we'd have done differently now if we 

were in the same situation again. 

OS SACKNIAN One last thing for me, is, is a point that is raised by Mrs LACK in 

her statement where, and if I read the paragraph out it is on Page 

13, she says I· told Dr. BAR TON and the Ward Manager that I'd 

been to Haslar that morning and explained what happened and 

told them that Haslar would be prepared to re-admit my mother. I 
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considered that this was essential so that the cause of my mother's 

pain could be rr.~ated and sim .. not simply the pain itself. Dr. 

BARTON said that it was inappropriate for a ninety-one year old 

who had been through t\vo operations to go back to Haslar where 

she would not survive further surgery. 

(inaudible) ... contact this has been at some point on the 17111 
.. 

Was it ever a consideration to return? 

BEED Yeah. that was after Mrs RICHARDS been x-rayed and Dr. 

BAR TON had come back in, urn Dr. PETERS had looked at the 

xray and Dr. BARTON had then come back in so DR. BARTON 

looked at results of the xray on l\.tlrs RICHARDS. urn and 

discussed it with Mrs LACK the daughter. urn. I. I can't 

remember Mrs LACK urn saying those particular words to Dr. 

BAR TON but know. I know it was. that was in looking at ~"lrs 

RI CHARDS' care we consider the options what do we. what do 

we do here urn and Dr. BAR TON's view was the ... there was 

nothing specifically wrong that Haslar would be able to treat urn 

and heal and thought that transfer would be more traumatic. That, 

that Mrs RICH.ARDS might not even survive the transfer er, cos 
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we know the transfer itself is quite traumatic. and that they 

wouldn't be able to do anything when she arrived there so the ... 

most appropriate thing to do was to keep Mrs RJCHARDS in our 

care er and she discussed that with the daughter at that time. 

OS SACKNIAN So it would have been to the detriment of her health had she been 

transferred .... 

BEED Ifwe had transferred her back. 

DS SACK1vlAN .. cos. and there was nothing wrong with her to look at 

BEED (inaudible) cos, when she got there, if there was an obvious. if the 

hip dislocated again then yeah that would have been an obvious 

indication or if there was something else that, that Haslar could 

have er done that we couldn't have done, then it would have been 

appropriate to transfer. 

OS SACK.'viAN Great. I am ever so grateful you are taking (inaudible) ... no, 

there's someone with a finger up in the corner (laughter) 

DC COLVIN Just one .there is more. Just a. just to go over, back to the 11 111 

and a very quick question on the care plans and the letter m 

relation to consideration being given to the immobilization. 
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Now it's not docu ... there is no care plan for the mobilization. Is 

there any particular reason for that? .. 

BEED Urn, what we. we were working on mobilize ... we didn't have a 

care plan but we were trans .. trying to transfer !vlrs RICHARDS 

where we could and, had things not gone in the direction they'd 

gone in. we would have got a physiotherapist involved in looking 

at transfers over the, the next few days, er but the fact that she fell 

and dislocated really overtook the plan to mobilize because 

obviously once she had re-dislocated we couldn't do anything but 

we would. at that point in time we were assessing well what sort 

of level of mobilization er was Mrs RI CHARDS actually capable 

of 

DC COLVfN In terms of instructing the physio, who, who does that fall down 

to on the \vard to, to do that. 

BEED Er, nurse in charge of any particular shift, cos the physiotherapist 

comes on ev ... we've got our own physiotherapist and we're 

saying we've. got a patient here that we want you to, to look at 

please and. and see how they are 

DS SACKl'vlAN Great. Anything else that you would like to say at this point? 
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Right, l will run upstairs to make sure there isn't any points but l 

am sure if we g~ve missed anything we'd better resolve those 

quickly, but thanks for taking the time and trouble to answer the 

questions so fully. All things being equal, the time is eight minutes 

past four ..... 

Mr. GRAHAl\11?? l am quite happy for you to leave those tapes in there while you 

run upstairs (inaudible) 

DS SACKNIAN That' very kind ofyou, you are all heart. 

(inaudible) etc ...... . 
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In the Screener's opinion the allegations below appear to raise a question as to whether 
the conduct of Or Barton fell seriously below that which can be expected of a registered 
medical practitioner. 

Charges 

1. At the material times you were a registered medical practitioner working as a clinical assistant 
in elderly medicine at the Gosport War Memorial Hospital, Hampshire; 

2. 

3. 

a. i. On 27 February 1998 Eva Page was admitted to Dryad Ward at 
Gosport War Memorial Hospital for palliative care having being diagnosed at 
the Queen Alexander Hospital with probable carcinoma of the bronchus 

ii. On 3 March 1998 you prescribed diamorphine, hyoscine and midazolam to 
be administered subcutaneously via syringe driver 

b. Your prescribing to Mrs Page of opiate and sedative drugs was inappropriate and/or 
unprofessional in that 

a. 

i. she was started on opioid analgesia in the absence of prior psychogeriatric 
advice 

ii. the medical and nursing records do not indicate that Mrs Page was 
distressed or in pain 

iii. the specific reasons for commencing subcutaneous infusion of opiate and 
sedative drugs were not adequately recorded in medical or nursing records 

iv. you knew or should have known that opiate and sedative drugs were 
prescribed in amounts and combinations which were excessive and 
potentially hazardous to a patient in Mrs Page's condition; 

i. On 6 August 1998 Alice Wilkie was admitted to Daedalus Ward 
at Gosport War Memorial Hospital for observation following treatment at the 
Queen Alexandra Hospital for a urinary tract infection 

ii. You prescribed diamorphine, hyoscine and midazolam to be administered 
subcutaneously 

iii. These drugs were administered to Mrs Wilkie from 20 August 1998 until her 
death the following day 

iv. Mrs Wilkie had not been prescribed or administered any analgesic drugs 
during her time on Daedalus Ward prior to this 

b. Your prescribing to Mrs Wilkie of opiate and sedative drugs was inappropriate and/or 
unprofessional in that 

i. insufficient regard was given to the possibility of alternative 
milder or more moderate treatment options 

c 

ii. the prescription for diamorphine, hyoscine and midazolam was undated 4 0 0 



4. 

5. 

iii. the specific reasons for commencing subcutaneous infusion of 
opiate and sedative drugs were not adequately recorded in medical or 
nursing records 

iv. you knew or should have known that opiate and sedative drugs were 
prescribed in amounts and combinations which were excessive and 
potentially hazardous to a patient in Mrs Wilkie's condition 

GMC101057-1503 

c. Your management of Mrs Wilkie was unprofessional in that you failed to pay sufficient 
regard to Mrs Wilkie's rehabilitation needs; 

a. i. On 11 August 1998 Gladys Richards was admitted to Daedalus 
Ward at Gosport War Memorial Hospital for rehabilitation following a hip 
replacement operation performed on 28 July 1998 at the Haslar Hospital, 
Southampton 

ii. Despite recording that Mrs Richards was 'not obviously in pain' you 
prescribed oromorph, diamorphine, hyoscine, midazolam and haloperidol 

iii. Although Mrs Richards did not have a specific life threatening or terminal 
illness you noted in the medical records that you were 'happy for nursing staff 
to confirm death' 

iv. On 13 August 1998 Mrs Richards artificial hip joint became dislocated and 
underwent further surgery at the Haslar Hospital, returning to Daedalus ward 
on 17 August 1998 

v. On 18 August 1998 you prescribed diamorphine, haloperidol, midazolam and, 
on 19 August 1998, hyoscine which was administered to Mrs Richards 
subcutaneously and by syringe driver until her death on 21 August 1998 

vi. Between 18 and 21 August 1998 Mrs Richards received no foods or fluids 

b. Your prescribing to Mrs Richards of opiate and sedative drugs was inappropriate 
and/or unprofessional in that 

i. you knew or should have known that Mrs Richards was sensitive 
to oromorph and had had a prolonged sedated response to intravenous 
midazolam 

ii. insufficient regard was given to the possibility of using milder or more 
moderate analgesics to control Mrs Richards pain 

iii. opiate and sedative drugs were administered subcutaneously when you knew 
or should have known that Mrs Richards was capable of receiving oral 
medication 

iv. You knew or should have known that opiate and sedative drugs were 
prescribed in amounts and combinations which were excessive and 
potentially hazardous to a patient in Mrs Richards' condition 

d. Your management of Mrs Richards was unprofessional in that you failed to pay 
sufficient regard to Mrs Richards' rehabilitation needs.; 

a. i. On 21 September 1998 Arthur Cunningham was admitted to 
Dryad ward at Gosport War Memorial Hospital with a large sacral necrotic 
ulcer with necrotic area over the left outer aspect of the ankle 

ii. After reviewing Mr Cunningham you prescribed oromorph and later, via 
syringe driver, diamorphine, midazolam to which was added hyoscine on 23 
September 

401 
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iii. Although Mr Cunningham did not have a specific life threatening or terminal 
illness you noted in the medical records that you were 'happy for nursing staff 
to confirm death' 

iv. Dosages were increased daily between 23 September 1998 and Mr 
Cunningham's death on 26 September 1998 

b. Your prescribing to Mr Cunningham of opiate and sedative drugs was inappropriate 
and/or unprofessional in that 

i. insufficient regard was given to the possibility of alternative 
milder or more moderate treatment options 

ii. the reasons for the switch to subcutaneous infusion and the subsequent 
increases in dosages were not adequately recorded in medical or nursing 
records 

iii. you knew or should have known that opiate and sedative drugs were 
prescribed in amounts and combinations which were excessive and 
potentially hazardous to a patient in 
Mr Cunning ham's condition 

c. Your management of Mr Cunning ham was unprofessional in that you failed to pay 
sufficient regard to Mr Cunningham's rehabilitation needs; 

a. i. On 14 October 1998 Robert Wilson was transferred from to 
Dryad Ward at Gosport War Memorial Hospital for rehabilitation, following 
treatment at the Queen Alexandra Hospital for a fractured left humerus 

ii. Between 16 October 1998 and Mr Wilson's death on 18 October 1998 you 
prescribed oromorph, diamorphine, hyoscine and midazolam 

iii. Diamorphine, hyoscine and midazolam were administered subcutaneously to 
Mr Wilson via syringe driver from 16 October 1998 

b. Your prescribing to Mr Wilson of opiate and sedative drugs was inappropriate and/or 
unprofessional in that 

i. the prescription for diamorphine, hyoscine and midazolam was undated 

ii. the specific reasons for commencing subcutaneous infusion of opiate and 
sedative drugs and the subsequent increases in dosages were not 
adequately recorded in medical or nursing records 

iii. you knew or should have known that opiate and sedative drugs were 
prescribed in amounts and combinations which were excessive and 
potentially hazardous to a patient in Mr Wilson's condition 

c. Your management of Mr Wilson was unprofessional in that you failed to pay sufficient 
regard to Mr Wilson's rehabilitation needs. 

( 
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In reaching that decision the screener relied on the following information: 

Charge Information Refer to pages 
1 Information received from Police 9 

2 Expert opinion (Page) 56 - 58, 88 - 92, 93 - 94 

3 Expert opinion (Wilkie) 55, 57 - 58, 79 - 82, 93 - 94 

4 Expert opinion (Richards) 19 - 52, 62 - 71, 93 - 94 
Witness statements 106- 125, 126-152 ~ n ~' 
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5 Expert opinion (Cunningham) 54, 57 - 58, 72 - 78, 93 - 94 

6 Expert opinion (Wilson) 55 - 56, 57 - 58, 83 - 87, 93 - 94 

Screener's Comments 

The information received from Hampshire Constabulary raises issues relating to 
Or Barton's clinical practice which, if proven, may constitute serious professional 
misconduct on her part. 



( 
'- AGENDA ITEM: 17 

q fidential 
(2000/2047) Barton J 
(continued from page 24) 
'Missing page &s-~ (-1 

GMC101057-1506 

MG 15(T)(cont.) 

ONSTABULARY 
__ INTERVIEW 

Continuation Sheet No : 20 

Record of interview of: Philip James BEED 
n.o.nrcoCie_A: __ ! 

L·-·-·-·-·-·-·-·-·-·-·-' 

Tape 
Counter Person Speaking 
Times • 

DSSACKMAN 

20.47 BEED 

DSSACKMAN 

BEED 

DSSACKMAN 

BEED 

DSSACKMAN 

BEED 

Text 

made or actions taken when they're not around. 

Okay so I mean the named nurse is the person who is expected to 

take a day to day responsibility ... 

Yeah. 

... but then people are not on duty 24 hours a day ... 

Yeah, yeah. 

... Right, how are they allocated? 

Erm we've got three teams, one for slow stream stroke patients 

and then two for continuing care each with a roughly equal 

number of nurses and what we do when a patient comes in, is we 

look at what team they're going to go, need to go in and who's 

got a vacancy so we've roughly got all...an equal responsibility 

erm so if one pa .. .if one persons got less patients than someone 

else at that point in time because someone's been discharged or 

died then usually we've been allocated to them ... 

It almost picks itself? 

... Yeah, yeah it's on who's got the space really erm or if 

someone's likely to have a space because we've got a discharge 

pending those sorts of things. 

Signature(s) : DS David SACKMAN 
• Not relevant for contemporaneous notes 
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.icating with ue about this matter 
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MDU 
FAO: Lorna J ohnston 
General Medical Council 
178 Great Portland Street 
London, Wl 

Also by fax: 0207-915-3696 

Dear Madam 

Re: Dr J ane Barton 

MDU Services Umltad 
230 Blac:kfriars Roacl 

London 
SE1 SPJ 

OX No. 36505 
Lambeth 

Legal Department of The MDU 

Foeephone; 0800 
Telephone: 020 7202 1500 

Fax: 020 7202 1653 

email; mdu@the-mdu.com 
Website www.the-mdu.com 

I act for Dr J ane Barton, and write with reference to the letter to her from Mr Leighton 
of 11th July 2002. I would be grateful if. this letter could be placed before the 
Preliminary Proceedings Committee meets to consider this matter on 29th- 30th August, 
representing Dr Barton's response in relation to the various matters raised in Mr 
Leighton's lettel'. 

It may be of assistance to the Committee to have some general information at the outset 
about Dr Barton, the Gosport War Memorial Hospital and in particular about the 
working environment in which Dr Barton had to practice at the Hospital at the relevant 
time in 1998. Dr Barton's case was in fact considered by the Interim Orders Committee 
in March this year. At that time the Committee determined that it was not satisfied it 
was necessary to make any order affecting Dr Barton's registration. Dr Barton gave 
evidence on oath before the Committee, which evidence dealt very much with these 
matters. It may therefore be of considerable assistance for the Committee to have access 
to Dr Barton's evidence then, and l have pleasure in enclosing a copy of the transcript of 
the proceedings on the 21at March from pages 5 to 23. The initial pages of the transcript 
involve :representations from Counsel instructed for the GMC, raising issues within the 
expert reports to which the PPC already has access. 

It may nonetheless be helpful for the Committee to have brief further review of Dr 
Barton's position here. Dr Barton qualified in 1972. She entered General Practice in 
1976, joining her present practice in 1980, where she has practised in partnership on a 
minimum full-time basis. From. 1996 to 1998 Dr Barton was a locality Commissioner, 
seconded to the Health Authority to assist in relation to purchasing issues, and from 
1998 to 2000 she was the Chair of the local Primary Care Group. 

In addition to her general practice duties, Dr Barton took up the post of the sole Clinical 
Assistant in elderly medicine at the Gosport War Memorial Hospital. a cottage hospital, 
in 1988. As the Committee will appreciate, the position of Clinical Assistant ~ a 
training post, and for Dr Barton it was a part-tinJ.e appointment. Initially the position 
was for 4 sessions each week, one of which was allocated to Dr Barton's partners to 
provide out of hours cover. This was later increased, so that by 1988 the Health Care 
Trust had allocated Dr Barton 5 clinical assistant sessions, of which 1 ~were now given 
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to her partners in her practice for the out of hours aspects of the post. Dr Barton was 
therefore expected to carry out her day to day responsibilities in this post in effect within 
3 ~ sessions each week. 

Dr Barton worked on two of the wards at the Hospital, Daedalus, and Dryad Wards. The 
two wards had a total of 48 beds. About 8 of the beds on Daedalus W axd were for 'slow 
stream' stroke patients. The remaining beds were otherwise designated to provide 
continuing care for elderly patients. 

Two Consultants in elderly medicine were response for each of the wards. Dr Althea 
Lord was responsible for Daedalus Ward and Dr Jane Tandy for Dryad Ward. Both 
Consultants, however, had'considerable responsibilities elsewhere and thus their actual 
time at the Gosport War Memorial Hospital was significantly limited. Dr Lord for 
example was responsible for an acute ward and a continuing care ward at the Queen 
Alexandra Hospital in Portsmouth, and had responsibilities at a third site, St Mary's 
Hospital, also in Portsmouth. As a result, Dr Lord's presence at the hospital was limited 
to conducting a continuing care ward round on Daedalus Ward every other Monday. She 
would also be in the hospital, conducting outpatients on Thursday when she would carry 
out a further ward round in relation to the stroke patients. 

Dr Tandy took annual leave towards the end of April 1998 followed immediately 
thereafter by maternity leave, so that she did not return· to work until February 1999. 
The Trust took the decision that her post should not be filled by a locum. Dr Lord kindly 
volunteered to make herself available to cover, but the reality was that given her own 
positio~ as a very busy consultant, she could not carry out a ward round on Dryad Ward.. 
The Committee will appreciate therefore that for much of the relevant period in 1998 
with which it is concerned, Dr Barton bad no effective consultant support on one of the 
two wards for which she had responsibilities, with the consultant role on the other ward 
already being limited. 

Dr Barton would arrive at the Hospital each morning when it opened about 7.30am. She 
would visit both wards, reviewing patients and liasi:ng with staff, before she then 
commenced her General Practitioner responsibilities at 9am. She would return to the 
Hospital virtually every lunchtime. New patients, of whom there were about 5 each 
week, would usually arrive before lunchtime and she would admit patients, write up 
charts and see relatives. Quite often, in particular if she was the duty doctor, Dr Barton 
would return to the Hospital after GP surgery hours at about 7pm. She was concerned 
to make herself available to relatives who were not usually able to see her in the course 
of their working day. She would attend the Daedalus ward round on Mondays with Dr 
Lord, but was unable to attend the round for stroke patients on Thursdays. 

Further, Dr Barton was concerned to make herself available even outside those hours 
when she was in attendance at the hospital. The nuxsing staff would therefore ring her 
either at her home or at her GP surgery to discuss developments or problems with 
particular patients. In the event that medicine was to be increased, even within a range 
of medication already prescribed Dr Barton it would be usual for the nuxsing staff either 
to inform Dr Barton o:f the fact that they considered it necessary to make such a change, 
or would inform her shortly thereafter of the fact that that increase had been instituted. 

( .. ·· 
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When Dr Barton first took up her post as clinical assistant the level of dependency of 
patients was relatively low. In general the patients did not have major medical needs. 
However, over time that position changed greatly. Patients who were increasingly 
dependent would be admitted to the wards, so that in time, and certainly by 1998, many 
of the patients were profoundly dependent with minjmal Bartell scores. There was in 
consequence a considerable increase in the medical and nursing input required to care 
for such patients. 

Further, at the relevant time the bed occupancy was about 80%. That was then to rise to 
approximately 90%. There would therefore be as many as 40 or more patients to be seen 
and/or reviewe~ by Dr.Barton when she attended each day . 
. '•,, 
As the Committee might anticipate over the 10 years in which she was in post, Dr 
Barton was able to establish a very good working relationship with the nursing staff at 
the hospital. She found them to be responsible and caring. They were experienced, as 
indeed Dr Barton herself became, in caring for elderly dependent patients. Dr Barton 
felt able to place a significant measure of trust in the nuxsing staff. 

Over the period in which Dr Barton was in post there was no effective increase in the 
numbers of nursing staff. With the significant number of patients and the considerable 
increase in dependency over the period, the nurses, like Dr Barton, were faced with an 
excessive workload. 

The picture therefore that emerges by 1998 at this cottage hospital is one in which there 
had been a marked increase in the dependency of the patients, and indeed a.n increase in 
their numbers. There was limited consultant input, reduced still further by the fact that 
no locum was appointed to cover Dr Tandy's position. By this time the demands on Dr 
Barton were considerable indeed given that she was expected to deliver this significant 
volume of care within a mere 3 ~ sessions each week. As the Committee will appreciate 
from Dr Barton's evidence to the Interim Orders Committee, she raised this matter with 
management, albeit verbally, saying that she could not manage this level of care for the 
number of patients, but the reality was that there was no one else to do it. In due course 
Dr Ba:rton felt unable to continue. She resigned from her post in 2000. 

The Committee may feel it is of some significance that her position was then replaced, 
not with another part-time clinical assistant, but a full-time staff grade. Indeed, Dr 
Barton's present understanding is that this post may be increased to two full·time 
positions, and ie a clear reflection of the very considerable demands upon her at the 
relevant time when she was struggling to cope with the care of patients. In addition, the 
Consultant cover to the two wards was increased to ten sessions per week in 2000. In 
1998, Dr Barton had tried to raise the issue and could have walked away, resigning her 
position at that time. However, she felt obliged to remain, to support hel' colleagues, 
and more particularly, to care for her patients. In reality ehe was trying to do her best in 
the most trying of circumstances. 

For Dl' Barton caring for patients on a day by day basis therefore she was left with the 
choice of attending to her patients and making notes as best she could, or making more 
detailed notes about those she did see, but potentially neglecting others. In the 
circumstances, Dr Barton attended to her patients and readily accepts that her note 
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keeping suffered .in consequence. The medical records therefore do not set out each and 
every review with a full assessment of a condition of a patient at any given point. 

Similarly, in relation to prescribing Dr Barton felt obliged to adopt a policy of pro-active 
prescribing, giving nurses a degree of discretion and administering within a range of 
medication. As a result, if the patient's condition deteriorated such that they req\tired 
further medication to ease pain and suffering, that medication could be given even 
though the staffing arrangements at the hospital were such that no medical staff could 
attend to see the patient. This was of assistance in particular out of hours. It was a 
practice adopted out of necessity, but one of which Dr Barlon had trust and confidence in 
the nurses who would be acting on her prescripts, and indeed in which the nurses would 
routinely liase with her as and when increases in medication were :made even within the 
authority of the prescription. 

The Committee may feel that it is also of some significance that prescriptions of this 
nature by Dr Barton were inevitably reviewed on a regular basis by consultants when 
carrying out their ward rounds. At no time was Dr Barton ever :informed that her 
practice in this regard was inappropriate. 

Lest this observation, and indeed others, in relation to the degree of consultant support 
appear in any way to be critical of Dr Lord, Dr Barton is anxious to emphasise the 
evidence wbich she gave at the Interim Orders Committee in this regard - that Dr Lord 
was caring, thoughtful and considerate. The reality is that Dr Lord too had a 
considerable workload, and she did what she could given the constraints upon her. 

Professor Ford comments in his report that there may have been inadequate senior 
medical input into the wards and that it would be important to examine this in detail. It 
does not appear· from this that Professor Ford, or indeed the other experts, were 
informed by the police of the levels of nursing and medical staffing on the two wards in 
question. Such information would be of particular importance in evaluating properly any 
perceived failings on the part of 'junior medical staff' • Dr Barlon. Indeed, as the 
committee will see from the questioning and responses on page 13 of the transcript of the 
IOC hearing, it may even be the case that Professor Ford was unaware that Dr Barton 
was the only member of the "non-conBultant medical staff'' and that she was part time at 
that. 

It was in this context then that Dr Barton came to treat and care for the patients in 
question, and the committee will no doubt wish to consider that context carefully. With 
reference to the patients the committee may be further assisted by the following 
information: 

EvaPage 

Mrs Page was admitted to the Victory ward of the Queen Ale:x:andra Hospital on 6th 

February 1998 suffering with anorexia, cachexia, depression and a 2 inch mass in her 
left hilum which was diagnosed on chest :x: ray as lung cancer. She had a history of heart 
failure and was receiving medication accordingly. It was felt that she was too ill to 
undergo bronchoscopy by way of further examination and on 12th February it was noted 
that she should receive palliative eaxe and was not for resuscitation. 

( .. 
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On 16th February she was noted to be confused and deteriorating gradually. She was 
later transferred to Charles ward, a palliative care ward at Queen Alexandra Hospital, 
and from time to time was noted to be confused, frightened and calling out. 

On 25th February Mrs Page was seen by Dr Lord who stopped all medication and 
commenced Thioridazine, before she was then admitted to the Gosport War Memorial 
Hospital2 days later. Dr Baxton saw her the same day, clerlring her in and assessing her 
condition. By this stage Mrs Page was totally dependent with a Bartell score of zero. Dr 
Barton reviewed the notes from the Queen Alexandra Hospital and was aware of the 
assessments which had been made, including that relating to palliative care. 

Dr Barton prescribed Thioridazine and Oramorph on an 'as required' basis. Although she 
was not in pain at the time, Dr Barton appreciated that ghren the diagnosis of lung 
cancer, pain relief with opiates might become necessary. Mrs Page was clearly very ill. In 
Dr Barton's view she was indeed in terminal decline as others had assessed her to be. Dr 
Barton recorded in the notes that she was happy for the nurses to confirm death. 

It was Dr Barton's practice to record this in a patient's notes if it was felt that the 
patient was likely to die. This in no way reflected the nature or quality of care to be 
given to a patient. If a patient died Wle:xpectedly, the nursing staff would be required to 
call out a duty doctor, there usually being no medical presence at the hospital. Ha death 
was not unexpected - recorded by Dr Barton in this way - Dr Barton was content the 
nurses should confirm death in the first instance, with Dr Barton or Dr Lord to certify 
death when next available at the hospital. 

In any event, the following day Mrs Page was noted by the nursing staff to be very 
distressed, calling out for help and saying that she was afraid. Thioridazine was given, 
~ut with no effect and it appears to have become necessary to call out the duty doctor. 

By 2nd March it seems that Mrs Page was now also in pain. She was assessed by Dr 
Barton in the morning, who recorded that there had been no improvement on major 
tranquillisers and she suggested adequate opioids to control Mrs Page's fear and pain. 
Dr Barton prescribed a Fentanyl patch which would have the effect of a continuous 
delivery, but which can take some time to be effective. To cover the intervening period, 
Dr Barton also prescribed 5mgs of Diamorphine intramuscularly, to be given then, with 
a further 5mgs at 3pm. 

From the records it is clear that Dr Lord saw the patient later that day and was aware of 
the medication which had been given. Dr Lord made two entries in the notes, and in the 
second she recorded that she had spoken with Mrs Page's son. It is apparent from the 
note that there had been a further deterioration in Mrs Page's condition and that Dr 
Lord believed she was dying. 

Dr Barton was concerned that Mrs Page might xequire medication via a syringe driver as 
a more effective way of alleviating her pain and distress. She prescribed Diamorphine in 
a 20 - 200mgs/24 hours range as required, together with Hyoscine and Midazolam for 
subcutaneous delivery. On 3:rd March, before the syringe driver was set up by the nursing 
staff, Mrs Page was noted to have deteriorated still further, and a left sided CV A was 
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suspected. Midazolam and 20mgs of Di.am.orpbine to be delivered over 24 hours was 
commenced by syringe driver at 10.50 that morning. That would be the equivalent of the 
60mgs of Oramorph she had received in the previous 24 hours. Mrs Page died peacefully 
at 9.30 that night. 

Alice WJ.lkie 

Mrs Wilk.ie was admitted to the Queen Alexandra Hospital on 31st July 1998 with a 
history of severe dementia. Her Bartel score was recorded at 1. She was reviewed again 
on l't August and the clinician attending her then considered her condition was such 
that she should not be resuscitated in the event of emergency. She was seen by Dr Lord 
on 4th August who recorded that her overall prognosis was poor and confirmed that she 
should not be resuscitated. The plan was for Mrs Wilkie to be admitted to the Gosport 
War Memorial Hospital for observation. 

That transfer took place on 6th August, and Mrs Wilkie was seen initially By Dr Peters, 
one ofDr Barton's partners, Dr Barton being on sick leave at the time. Dr Lord assessed 
M:rs Wilkie again on IOthltugust~eeorallijftruiflier Barrel score was now ~confirming 
that she was profoundly dependent. 

The nursing records contain no entries for the period sm August - 17th August, 
suggesting that this waa a. time when the staff were profoundly stretched. but on 17th 
August Mre Willie was noted to have deteriorated over the weekend and that her 
condition was worsening, from a state which had al:t'eady been poor. 

Dr Barton believes that she saw the patient on 20th August. Although she has not made 
an entry in Mrs Wilkie's notes, a prescription of subcutaneous Diamorpbine · 20 • 
200m~:sover 24 hours, together with Midazolam and Hyoscine is recorded. 30mgs of 
Diamorphine over 24 hours with 20mgs of Midazolam was commenced at 1.30 that 
afternoon, via syringe driver. 

Dr Barton saw Mrs Wilkie the following morning, noting the marked deterioration over 
the past few days and that subcutaneous medication had been commenced. A nursing 
entry shortly before 1.00 that afternoon recorded that Mrs Wilkie's condition had 
deteriorated during the morning but she was said to be comfortable and free from pain. 
Mrs Wilkie died later that day at 6.00pm. 

Mrs Gladys Richards 

Dr Barton has of course made a lengthy statement concerning the treatment of Mrs 
Richards, contained in the Committee's papers at pages 153 · 163. The Committee will 
no doubt consider that statement in detail, being Dr Barton'a explanation. 

Arthur Cunningham. 

Mr Cunrringham, who suffered from Parkinson's disease and depression, was admitted 
to the Gosport Wax Memorial Hospital on 21" September 1998, having been reviewed 
that day at the Dolphin Day Hospital by :Qr Lord . .Aa Dr Lord recorded in her letter to Mr 
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Cunningham's GP dictated the same day, Mr Cunningham had a large necrotic sacral 
ulcer which was extremely offensive. Dr Lord stated tha.t he continued to be very frail. 

In her notes in the hospital records, Dr Lord confirmed this, stating that the prognosis 
was poor and that Mr Cunningham should have 5 • lOmgs of Oramorph jf he was in 
pa:in. 5mgs of Oramorph was then given at 2.50pm. 

Dr Barton saw Mr Cunningham on 21st September, after his admission, and noted tha.t 
he should have adequate analgesia. She was aware of Dr Lord's view of the poor 
prognosis and, agreeing with that assessment, Dr Barton recorded that she was happy 
for the nursing staff to record death. 

The notes contain photographs of the sacral sore at the time of Mr Cunningham's 
admission, which are far from clear in the photocopies of the medical records now 
available. Dr Barton recalls, however, that it was about the size of a fist. Concerned that 
Mr Cunningham might require further pain relief in due course, through increasing pain 
and tolerance, Dr Barlon prescribed Diamorphine ~ 20 - 200mgs, Midazolam 20 • 80mgs 
and Hyoscine over 24 hours subcutaneously, to ensure a continuous delivery of pain 
relief and that there would be no breakthrough pain. 

A further dose of Oramorph was given at 8.15pm, but the nursing records show that Mr 
Cunningham appears to have remained in pain and required assistance to settle for the 
night. The syringe driver was comm.enced at 11.10 that night, delivering 20mgs of 
Diamorphine and 20mgs of Mid.azolam, following which Mr Cumringham slept soundly. 
He was noted to be much calmer the following morning. 

Dr Barton would have seen Mr Cunningham each day. On 23rd September the nursing 
notes record that Mr Cunningham had become chesty and Hyoscine was added to dry the 
secretions on his chest. The records make clear the view that by this stage Mr 
Cunningham was dying. At Spm on 23rc1. September the Midazolam was increased to 
60mgs to maintain Mr Cunningham's comfort. 

On 24th September Dr Barton noted that Mr Cunningham's pain was being controlled by 
the analgesia. - just. The nursing records: show that the night staff had reported Mr 
Cunningham was in pain when being attended to, and the day staff also noted pain. The 
Diamorphine was increased to 40mgs and the Midazolam to 80mgs accordingly. Mr 
Cunningham was then noted by the nurses to have a peaceful night. 

The following day Mr Cunningham was seen.by Dr Brooks, one of Dr Barton's partners, 
who confirmed that Mr Cunningham ·remained very poorly. Dr Barton also saw Mr 
Cunningham that day, writing up a prescription for Diamorphine for 40 - 200mgs, 
Midazolam. at 20 - 200mgs, together with Hyoscine. In fact it was necessary to 
administer 60mgsof Diamorphine and 80mgs ofMidazolam/24 hours via the syringe 
driver in order to control the pain. 

The following day, 26th September, Mr Cunningham's condition continued to deteriorate 
slowly. Diamorpbine was increased to 80mgsover 24 hours~ and the Midazolam to 
lOOmgs to control the pain. Mr Cunningham then died peacefully at 11.15 that evening. 
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Robert Wilson 

Mr Wilson was admitted to the Queen Alexw._~~--:§:9.spital on 21at September 1998 with a 
fracture of the humerus. He had a history l Code-·A·-·-·-·-·-·-·-·-~eart failuxe, for which 
he was receiving medication. X ray reveal,ed.di.Spiacenien(ll"ut"Mr Wilson was unwilling 
to undergo surgery. He was in pain, receiving a range of painkillers, including opiates in 
the form of Morphine and Diamorphine. 

On 29th September it was noted that resuscitation was considered inappropriate in view 
of the poor quality of life and the poor pr9gnosis. On Sth October he was assessed by a 
psychogeriatrician who said that he was in low mood, presenting with a wish to die and 
disturbed sleep, possibly secondary :to pain. She diagnosed early dementia, possibly 
alcohol related, and depression. 

A decision was then made to transfer Mr Wilson to the Gosport War Memorial Hospital 
and Dr Barton clerked him in following his ~val on 14th October. Dr Barton noted the 
plan as gentle mobilisation. She believes Mr Wilson was in a degree of pain following his 
transfer, and she prescribed Oramorph m addition to Paracetamol on an 'as required' 
basis. Oramorph was given for pain relief at 2.45pm and 11.45pm on 14th October. 

Dr Barton wrote a further prescription for Or.amorph on 15th October, for lOmgs 4 hourly 
and 20mgs at night to control the pain in Mr Wilson's arm, which persisted. As a result 
of that Oramorph, Mr Wilson was noted to have settled and slept well. 

Later that night Mr Wilson appears to have suffered what was thought to have been a 
silent myocardial infarction. Dr Knapman ,was called to see him on l&h October, and he 
increased the dose of Frusemide Mr Wilsan "Wtlli already receiving for his pre-emting 
heart failure. Dr Knapman noted a de~Iine overnight with a shortness of breath, 
bubbling, and a week pulse. He had significant oedema in the axms end legs, and was 
unresponsive to the spoken word. 

Dr Barton believes she may have come in 1p see Mr Wilson later in the day. The nursing 
record for 15th October had noted that Mr Wilson had difficulty in swallowing, and as he 
would have bad difficulty in taking Oraroorph, Dr Barton decided in view of his 
condition now that he should receive · pain relief subcutaneously, converting to 
Diamorphine via syringe driver. She prescribed 20- 200m.gs of Diamorpbine, 20- SOm.gs 
of Mid.azolam, together with Hyoscine foJi the chest secretions. The Diamorphine was 
then commenced at 20mgs over 24 hours, entirely consistent with the 60mgsof0ramorph 
which had been required for pain relief the1 previous day. As a result, the nursing records 
show that after the Diamorphine was commenced, Mr W:ilson had not been distressed 
and appeared comfortable. ' 

On 17th Oetober Dr Peters was called to see Mr Wilson. Dr Peters noted that he was 
comfortable, though he had deteriorated. Dr Peters also recorded that the nursing staff 
should verify death if necessary. Later that day the Diamorpbine was increased to 
40mgs over 24 hours and Midazolam added at 20mgs/24 hours. Mr Wileon was producing 
significant secretions, requiring suctioning, apparently being in heal't failure, and the 
Hyoscine was also increased. In consequence, the secretions were noted not to disturb 
h.ira, and he appeared to be comfortable. 
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The following day he was seen again ~y ~ P:eters. The nurses noted that there had been 
a further deterioration in his already\poo~ condition. The syringe dri"V"er was reviewed at 
2.50 that afternoon, and the Diamorph.iiie ;increased to 60mgs and the Midazolam to 
40mgs. Mr Wilson continued to req$e ±!eg#lar auctioning and Dr Peters prescribed a 
further increase in the Hyoscine. ;; : I 
Mr Wilson continued to deteriorate i~:the ~okse of the afternoon, and he died peacefully 
that night at 11.40pm. · ; 

I 
I 

Summary ·i I I , 
' I ' 

Dr Barton endeavoured to care for ::her.lpatients in what w~re clearly very difficult 
circUlllstances. She did not wish to abandfmiher consultant, her nursing colleagues and 
the patients. She raised her concerns ~ith;lml!D.agement, but to no avail. The information 
above about the individualpatients Will :hopefully assist the Couunittee in considering 
this :matter, coupled most importantly with~ understanding of the situation in which 
Dr Barton found herself. I respectfiilly :suggest that the Committee can reasonably 
conclude that this is not essentially a 1matter! of professional conduct, but rather an issue 
of lack of resources and proper manag~me~t. : 

:; ·: : 
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THE CHAIRMAN: The working r~la~onship b~~een Or Lord and Or Barton 
might be explored through Mr Jeni(Jns. 

In the absence of further question~l Jr Jenki.ns, would you like to beQin? 

MR JENKINS: Sir, what I propose·~o ~~is ask Or Barton to give evidence before 
you. .I r:; 

: I I 
' .i \I. . 

JANE jXNN 1BARTON. Sworn 
Examined (t)y MR JENKINS 

Q Or Barton, I want briefly t0 do ~r~u~h your curriculum vitae. ~he 
Committee will see from the front p~g~ df their blue papers that you qualified with 
the degree MB BCh 1970 in Oxfor9 arr~ that your home address is in Gosport. tf 
we turn to page 266 of the bundle, :we ean see a statement produced by you to the 
police at a stage some monthS, ago·!· ~ ~nt to go through it with you, if we may. 

You say in the second paragraph ~Je~'that you joined your present GP practice. 
initially as an assistant, then as a_p~~er and, in 1988, you took up the additional 
p9st of clinical assistant in eld~rly ~e~~cine on a part-time session basis. You say 
the post originally covered three sites ;but, in due course, was centred at Gosport 
War Memorial Hospital. You retire~ trom that position this year. I think you retired 
in the spring 200~. i~ that right'? .,. i ·1 

A Yes, that 1s nght. :[. (; 

Q How many sessions were you ;doing at the War Memorial Hospital? I think 
we have the answer at paragraph 4l t:ltlt I will just ask you about it Tell us how 
many sessions you were doing~ , I f ·I· 
A The health care trust alloCatW ine frve clinical assistant sessions, of which 
one and a half were given to my pa~n~rs in the practice to cover the out-of-hours 
aspect of the job; so that I remained ·with three and a half clinical assistant 
sessions in order to look after 48 ld~g*stay geriatric beds. I would visit each of the 
wards at 7.30 each morning, getting1q·1my surgery at nine. Towards the end of 
the time doing the job, I was back verj jnearly every lunchtime to admit patients or 
to write up charts or to see relativ.e4 Quite often. especially if I was duty doctor 
and finished my surgery at about sejV~q· in the evening, I would go back to the 
hospital in order particularly to see rela~ives who were not available during the day 
because they were working. That ~me a very important time commitment in 
the job. . ~ 1·! 

' l·q 
: . ; j·lf 

Dryad ward had no consultant ~v~;~ ·for_ the 1 0 months that you are considering 
these cases. Dr Lord was trying. to· :ooV,$r both wards as well as her commitments 
on the acute side and the other hosP,it~·j in the group, and found it very difficult to 
be there very often. : :: 

·; 

;, 

Q I will break it up and take it in stages, if I may. You would be there from 
7.30 to nine o'clock each weekday moining, is that right? 
A Yes. ··! 

I 
,I 

•' 
~ , I 

• 
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:;· 
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' ! .· .r , . 
Q You have mentioned two.~rds. One was Daedalus; the ijtherwas Dryad 
ward. ., 

I' 
A Yes. ; · 

Q 

A 

; 
1 ' ! I 

Yes. ·r: 
r 
1' I 

' I ' 

Werta you in charge of ootJ?tof the wards? 

Q How many beds were the~ 
A · Forty-eight in total. •' l 

1 J, 
·}· 

Q Over the period with which~ this Committee is concerned, what was the 
level of occupancy typically oft~ 4s beds? · 
A We were running at about. ~0 :per cent occupancy, but of course that was 
not enough for the health care tru~ towards .the end of my time there. They 
attempted to increase it up to 90 ~r cent, which is running a unit very hot, when 
you have one part-time jobbing·ge~er:al practitioner and no increase in resources 
of nursing staff, support staff, 0~ t physio, and no support from social "':'rvices. 

Q How many other doctors Would be there throughoUt the day to treat these 
48 patients if all the beds were ~~~~.· 
A None. . .. : . 

. ! 
.; \ 

a so yours was the medica!· input? 
A Mine was the medical inp· : 

., J 
1 j t I 

Q Between haJf .. past seven ·i~· h~ morning and nine o'clock ea~ weekday· 
morning. . .. ·i . · 
A Time to see each patient,::~~ .a.ctually look at each patient, but not time to 
write anything very substantial a~~t ~ery many of them. 

Q If you wanted to see rel~tl~~~. were you able to see relatives at those early 
hours in the morning'? ::. ;n : .. 
A No, except for that one p~r.ftq.Jiar case where they spent the night in her 
single room with her, with their nci~~bc?oks. Generally, relatives preferred to see 
me either at lunchtime or in the e~ening. 1 would see them in the morning if it was 

;, ·" ~ 

that urgent, but it was generally·npt appropriate. 
• j I ~ I 

I :j, ~ ! ~ 

Q When you first started tt)i~ ~~.bl in 1988, what was the level of dependency 
typically of patients who were Uljlde,f :your care? 
A This was continuing care. ]'.Tjh.i~ was people who - now, because their 
Bartell or dependency score is le~1thfln four, are a problem- went to long-stay 
beds and stayed there for the J'E!st. ~~ ;V'eir natural lives. So I had peopie that I 
looked after for five years, for 10 y~r'F• in these beds. The sort of people that I 
was given to look after in these t>eqF generally were low dependency; they did not 
have major medical needs, but ~~ j~st nearing the end of their lives. The 
analogy now, I suppose, would ~· #, ":Ursing home. 

a 
A 

. .::: rl · 
Did that position change a_s ;time went on? 
That position changed. ; ; , 

d ! 
i 1 
·i,·; 

'

.; 
! . ·.i . . I~ . . 

•• J ., 

' 'i 
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I-~~ I~ I ~ I ' ' 
, 1::11: I · 

Q Tell us how. f. 1 (. ' • 

A Continuing care as a eo~ pt disappeared. The National Health ~ervice 
was no longer going to look afte~; 4 ~pie who were as dependent as thal lt was 
going to go into the private sef;tqf!. !1 ~canno~ gi~e you an exact year, but it 
happened in the 1990s. ·At the ~. : e time, social services found that, with their 
budget constraints, they had diffih.' I~ placing people with a Bartell of less than 

I 11 ll!ll 

four. So there was constant SOMJl~ petween what we were supposed to be 
looking after and doing with th'e P.~ie~ts and what the private sector was going to 
take from us. : 'i:···ll ~ 

/ I, ' 

Q Just explain to us, Wh~t Cl8 ~ a Bariell of less than four mean? What is the 
range of the Bartell scores? : . ·!: .~ i 1 . I 

A Y.ou or I have hopefullY a::· , :r1eJI of 20. That means we are able to take 
care of ourselves; do all the a~ ::: . : 1 of daily living; cut up your food and eat it; go 
to the loo; change your clothes; \. lk'labout Most of these people in the places 
mentioned have ·a Bartell of zero;;. think one chap had one of fOur. So these were 

d I 
'11• I 

very depen ent peop e. 1 •• 1 ~ • 1 . 
I . :-Ill 

Q That is an Indication oft~~!~~guirements made of n~rsing staff? 
A Nursing requirements. Tiil' I oould not do anything for themselves. 
basically. i :;:~:.; 1 I 
Q Wha~ you have told us ;is t 11 over time, the level of dependence of the 

t. . ed ' ''l'' pa 1ents 1ncreas . 1 .•1lii 1 
A lt escalated enormous!~: ~: hf.t point where I began to be saying to my 
employers, •1 can't manage this re~l bf care for this number of patients on the 
commitment I have". But ther~ ~~ 1n~t anybody else to do it. During 1998, when 
the consultant on Dryad went qn :.1:: .t~mity leave, they made the decision not to 
employ a regular locum, so th~t I!~.~ ~ot even have full consultant cover on that 
ward and so that Althea was left fd ttempt to help me with both. although she was 
not officially in charge. i J·: 

' I I 

Q 

A 

I ~~I 

~~~~~~th~ other cons~~ill ! 
' :~~I I I 

Q Did she have other cliniaJ(:', l ~mitm~nts outside the two wards with which. 
we are concerned? i .:t; I j 
A She had her acute wards.~. 

1

• 6n the Queen Alexandra site; she had a day 
hospital and outpatients to run doW1a ~t the St Mary's site in Portsmouth - so she 
was a very busy lady. : ·!:: ! 

a How often was she abl~ td.r:-! Jertake a ward round on the two wards with 
which you were concerned? : .: .. ;: j I 
A She did not ward rounds o.~. : rjyad ward. She came to Daedalus on the 
~onday to do a continuing care r~~~· .t ~\ Towards the end of ~y job she designated 
stx of her beds as slow stream strQ. rehab' beds, and she d1d a Thursday ward 
round - which I could not always m ~$ because it was my antenatal day. She 
was in the hospital and doing outp~~hts on Thursday as well, so she was in my 
hospital twice a week- but availa~~~~t the end of a phone if I had a problem. 

:·1~: t I I 7 
I ' , 

.. 1 I I 

! ':I:t 11 ,, tl I ~ 
'tl. I 
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Q You have told us that ovEnua 
cover at all. 
A Yes. 

rmonth perlod there was no ~nsultant 

Q That is 10 months duringJa;g\;lu. which is the period essentially within which 
the cases that this Committee asked to consider fall? 
A .Yes. 

Q ' Were your partne~ in Y""'IIIIUII•.;,.- practice able to help at all? ' 
A My partners provided urs cover,- those who were not using 
Healthcall. They would admit who arrived from the district general 
hospital and see that they had safely. They were in general unwilling to 
write up pro-active opiate or any prescribing for patients because they 
felt that r was the expert and ft ·be left fo me to do it. I think they felt it was 
not part of their remit, providing . for me; to prescribe for the patients. 

Q So if anyone was to pre~seniJO· eiopiates or other forms of strong analgesic to 
patients, would it al\.yays be you ' 
A lt was generally me. 

I 

Q We know that your time War Memorial Hospital was limited to the 
mornings, lunch times and ,.,H.:.ni·"'~ you told us you would see relatives. If 
you were not in a position to pre,~abe for the patient and the patient was 
experiencing pain, what there for another doctor to write up a 
prescription? 
A They would have to errrteliii!D;1<!1he duty doctor to come in or tt,ley would 
have to ask the duty Heelthcsll to come in. That is why, in one of the 
cases, you see somebody has up "For major tranquillise~ on one 
occasion, because that duty either felt it inappropriate or was 
unwilling to use an opiate and up major tranquillisers instead. 

The other alternative was, of eo they would ring me at home. If I was at 
home -and I am only at the end road in the village -I would go in and write 
something up for them, outside th~""""'"+ hours. 

Q You have said that your niEIIiitn.o,~ regarded you as the knowledgeable one 
about opiates and palliative 
A . .Yes. 

Q Tell us what your .,.....,r,.cri . .,~ll2!o be in those areas. 
A In 1998 I was asked to to a document called the Wessex 
Palliative Care Guide, which was document that covered the 
management of all major types nfl~~n~r and also went into management of 
palliative care and grief and Each month, another chapter would 
arrive through the post for you to comments on, contribUte your experience 
to and send it back. This published in 1998 as the Wessex 
Palliative Care Guide and we all . Wessex Palliative Care Handbook 
around with us, which contains a 

8 
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i ~ 
[ -. 
l I 

i .: 
Is that it? . i 
Whic~ you carry in your ' t ~cket [indicates document] 

I I 

. d' l ' 
Q 'You contnbuted towar s t~ 
A I contributed to the writin~ that and I 'am acknowledged in the thanks in 
the major document. I attended ' tQtaduate education sessions at the Countess 
Mountbatten and also at the oth~~ ospice locally, The Rowans. 

· I I· 
I . i 

Q Just remind us, where is t Countess Mountbatten? 
A The Countess Moun\batte 1sjpart of Southampton University Hospitals 
and it is in Hedge End, which is: a ut 10 miles from Gosport. The Rowans is a 
similar distance in the other dir~ n.j I am st111 in very close contact professionally 
with both'the director and the dep director of Countess Mountbatten. I still go 
to their postgraduate sessions a~d ~ill talk to them about palliative care 
problems. They ~re always very lq aifable and helpful, and of course they provide 
district nursing, home care nursing n~ut into our community, which is enormously 
helpful in general practice. ! ! j! 

. ~ I 
I ~ ( 1 

Q Are you- perhaps I can!u ttjl~ expression- up to date in developments 
locally in primary care and matt : ' f that nature? 
A I was. also, at the time of · ~ allegations, chairman of the local primary 
care group which, on 1 April this ~ 1d becomes a primary care trust, so that I was 
very involved in the political deVei ~ · rrlent of our district. I knew only too well that 
the health care trust could not a~1 tP .put any more medical input than I was 
giving them, on the cheap as a cdn I assistant, into our cottage hospital at that 
time. I knew what the stresses ah ~ sfrains were on the economy and I knew 
where .the money needed to go. IJ! .I 

I could have said to them, "I can•tjd tpis job any more. lt's too difficult; it's 
becoming dangerous" I but I felt tti I was letting them down. I felt that I was 
letting down the nursing staff thatlll atl worked with for 12 years, and I felt that I 
was Jetting patients down, a lot o~ dm were in my practice and part of my own 
community. So I hung onto the jd. n~il2000. In the thank-you letter I got for my 
resignation letter they said that I ~~~ u~d .consider, wouldn't I, the three quarters Qf 
a million they were looking for, to !t> e1 up community rehabilitation services in the · 
district• -which included replacipg . y job with a full-time staff grade, nine-to-five, 

every weekday in Gosport ; i I ~ 

Q We will come to some cdrfe ~ndence shortly. After you resigned, your 
' I j 

job was taken over by another d. , ~ . 
A Yes, a single, full-time sta' r~de. I hear on the grapevine that the bid has 
gone in for two full-time staff grade tl do that job now. 

Q Is this to do the job that yJJ ere doing within three and a half clinical 
• • , I 

ass1stant sess1ons? 1 !i 1 

A In three and a half clinical a' istant sessions. lt is just a measure of the 
difference in the complexity and ttl~ ! rkload that is being put into a cottage 
hospital. : 1! ! 

~ il 
I:: j" : 

'" 

t ~~ ~I ,.,:9 
; .~ 

~ ,I 

\ '' 
: :. •:. 
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Q Can I ask about your note 
patients; it was at 90 per cent occ 
A Between 40 and 42 patien 

' 
Q What time would you hav 

· each of the patients? 
A You could either sit at the · 
could see the patients. You had t 
note*eeping was sparse. · 

Q You accept, I think, as a c 
detailed? 
A I accept that, in an ideal w · 
notes' on every visit you pay to ev 

Q But the constraints upon y ~ 
do so? J 
A Yes. f· 

I r. 

Q Were the health authority ~ 
medical input? r 
A Yes. 

. 
eeping?." )' ou had a signffiqant ·number of 
an~. Clearly that is-
,y~. 

I 

uring your clinical session to make notes for 

sk :and Write notes for each patient, or you 
t ~oice: I chose ~o see the patients, so my 

. cism that note-keeping should be full and 

d, ·~ weul~ be' wonderful to write full and clear 
~tient .every weekday morning. 

I 
' ' 

were suph, I think, that you were not able to 

I 

~r~ of yeur concerns as to staffing levels and 

Q Were they aware of your ce~ns over the increasing level of dependency 
that patients had who were trans~ ed to your unit? 
A Yes. rn the dreadful winte f 1'998, when the acute hospital admissions -
admissions for acute surgery and en booked surgery- ground to a 'haH because 
all their beds were full of overflow 

1 
edical and geriatric patients, rny unit received 

a letter asking us to improve the t ugf'lput of patients that we had in the War 
Memorial Hospital, accompanied t:1 a protocol for the sort of patients we should 
be looking after: how they should medically stable and everything like that 
I wrote back to the then acting clin I d,irector and said, ·1 can't do any more. 
I can)t really even look after the on that I have got, because of their dependency 
and medical needs. Please don't ~ e me any more". J got a bland reply, saying 
that we were all going to try to helP. ut with this crisis in the acute sector. 

Q We will look at the corres ~ ence. Can I come to nursing staff, your 
relations with them, and the experi

1 
ce:ofthe nursing staff? Clearly you started 

12 years before you retired. Did number of nurses increase over the period of 
time that we are talking about? 
A Marginally. 

Q What about the level of ex rierice of the nursing staff? The impression 
that we have is, towards the end o1 he Period, you are dealing with patients who 
had very high dependency. Was t~ experience of the nursing staff raised in 
order to meet that increase in nee . 
A By an large they were the s · e people and they learned in the same way 
that I did: by having to deal with th 

1 
e more difficult needs. I do not think I can 

f 
\I ,. 
it 

10 
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comment on how much input the 
would be inappropri~t.e for me to 

st put int9 improving their; skflls. I think that 

I 

Q Perhaps I can ask this. s it apparent that the Trust were seeking to 
raise the level of experience and · alincation of the nursing staff in the War 
Memorial Hospital? And the an r should go on the transcript. 1 

A Does it? 

Q Was it apparent? 
A lt was not apparent that .th · were making Bl;'IY great attempts to improve 

' the cover, the experience and the aining of some of the nurses. 
' 

Q Were the health authority are of your concerns, both as regards nursing 
levels and levels of medical staff?, .. I 1 

A , Yes. I did not put a~ythin ~ting, ~ntil 1998 - or was it 2000? 

Q I think it was 2000. 
A 2000 - but I was in consta contact with the tower echelons of 
management. Any remarks you de about the difficulties you were having, the 
worries you had and the risk of th atients you were covering, v.-ould definitely fall 
on stony ground. 

Q You chose to prescribe op es .. 1t is something which is criticised by the 
experts whose reports are before e Committee- You chose to prescribe· over a 
range, and quite a wide range, for rtain of the opiates that we have seen. 
A A professor of geriatrics in 't~ching hospital, or even a big qistrict 
general hospital, will have a pleth of junior staff. There will be never any need 
for any opiate dose to be written u for more than 24 hours, because somebody 
will either be on the end of the ble · ot be back on the ward. That was not the 
case in Gosport War Memorial. If ere was a weekend, if I was on a course, if I 
was on sick leave, if J was on holi y, .1 have already explained that there was not 
the cover for someone else to writ 1 

drugs for me, and therefore I wrote a range of 
doses. I implicitly trusted my nursi staff never to use any of those doses 
inappropriately or recklessly. You ill see from each of the documents that there 
is no question that any of these pe le received enormous amounts of opiate or 
benzodiazepine. 

Q If the nurses wished to mo from one level of administration of opiate up 
tot he next stage, but within the ra e that you had already prescribed-
A They would speak to me. 

a How would that happen? 
A Because I was in, if it was kday morning. I was on the end of the 
phone in surgery or, if I was at ho I and it was a weekend and they were worried, 
they would ring me at home. I did t have any objection to that. 

Q Did you feel that your relati! ship with the nursing staff was such that such . 
informal communication could take ·lace? 
A I trusted them implicitly. I h to. 

~ 
f 
I 11 

r· 

{ 

I Cf{ c, 
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Q What we see again and a i.n .in the corru;nents of Professor Ford and 
others is that the expert can see n justification for raising the level of prescribing. 
The expert in each case will have · ~ k~d at the notes. Was there always 
recorded a justification for increas g the level .of prescribing or the level of 
administration? 
A Not always in my notes. I uld·hope that the nursing notes would be 
copious enough. In particular, int ~tingly, the night staff tend to make more of a 
full record of what the patient has Q like through the night lt was quite often 
their feeling, night sister's feeling, at.the patient was less comfortable or was 
beginning to bubble, or something e ·.that, that would suggest to me that we 
needed to move up a step or in a p with ·th~ drugs we were. using. 

Q I Will ask you to tum to pag 370,,which is the final couple of paragraphs of 
Professor Ford's report. Paragra j7.5) two-thirds of the way down that 
paragraph, he says, : · 

"lt would be important toe · ine levels of staffing in relation to patient 
need. during this period, as e·t.anure to keep adequate nursing records 
could have resulted from u er-staffing of the ward". 

What do you say about levels of n 
which we are concerned? 
A He is absolutely right. The 
between tending to patients, keepi 
their medical needs, or writing cop 
was in, only even more so. As·yo 
had, the health care trust produ 
guidelines, and sister could spend 
patient or she could nurse a patie 

Q He goes on, 

"Similarly there may have b 
the wards, and it would be i 
of weekly patient contact a 
on the wards". 

Do you have a comment on that? 
A I agree entirely. There wa 

ing staff on the ward during the period with 

· experienced, caring nurses had the choice 
them clean, feeding them and attending to 

~s notes. They were in the same bind that I 
n see from the medical records you have 

normous numbers of forms. protocols and 
er whole morning filling those out for each 

n ~nadequate senior medical staff input into 
portant to examine this in detail, both in terms 
in time available to lead practice development . •' 

' 
adequate senior medical input. 

a 
A 

During 1 0 months of 1998 ··s there any senior medical staff input? 
No. 

Q lt is not apparent that Profi · r Ford was aware that you were doing three 
and a half sessions-
A In a cottage hospital. 

Q 

A 
.. .in the cottage h9spital. 
No. 

12 

~--J___( 
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, . .. 
i• .. 
I 

. . ' 
Q Jt may be that Professor F I ~~liev~ that you were perrni!ment staff. 
A Failed junior stafff His fa comment in paragraph 7.5- his review of 
Dr Lord's medical notes ~ is abso ely correct She was caring and thoughtful 
and considerate, and with a cor;Jsi rable wprtdoad - probably more than she 
should have been carrying. Ther r~· it is difficult to criticise. She did what she 
could, within the constraints that .s j ~d av~ilable to her. 

Q I am not going to go throu the individual cases. This is not a trial; this 
Committee is not here to ~nd fact ~l royed or not proved. But I think it fair to you 
to invite you to comment on Profe~ r Ford'$ next p~ragraph. He says. 

" ... the level of skills of nursJ1 ~nd no~-consultant medicat staff- it was. 
only you- Aand particularly r Barton·,. l o, I 

- the word "particular1y" suggests e may haove believed there were other medical 
staff-. i 

·were not adequate at the t e these patients were admitted". 
I I I 

How do you respond to that? I . , 
A I find it very upsetting. 1j Qr:JIY a clinical assistant. The definition of a 
clinical assistant is in fact that it1 is t~ining post, and the only trajning that I 
received was that I went to get for ' yself as a part of my POstgraduate. learning, 
and I did my best at that time. 1h · opinion they were probably adequate. 

. I l ·. 
a Can we tu m to the last pag of. the bundle, page 380? This is: a letter 
dated 13 February 2002 and sets ~ ~alters that were agreed between you and 
the acting chief executive, Or Old. es? 
A Yes. 

Q Attention has already been rawn to this document, but is it right that you 
agreed to cease to provide medi 1 . ..e, both in and out of hours tor adult 
patients at the Gosport War Mem I· Hospital? 
A Yes. · 

Q And you agreed voluntarily stop prescribing opiates and 
benzodiazepines. 
A ldid. 

Q Had you not agreed those, ere you threatened with any action? 
A Or Old told me that, under t change in Government legislation on 
14 December last year, he was en]·' ed to suspend me from general practice· but 
he did not wish to do that and. pro ' .ed we came to this voluntary agreement he 
would wait to see what the GMC h 1 to say on the matter. 

Q This is the same health aut I ~ who had been putting through a 
significantly higher volume of patie to your cottage hospital and with much 
higher levels of dependency? 

. 13 
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A This is the employers of~ h'~alth care .trust who had been putting through 
significant..·; The health authori n fad purchase work from the health care trust 
and, theoretically, employ genera ractitioners. So this was my employer telling 
me that he could suspend me fro the day jol? as well. So I agreed to the 
voluntary restrictions on my pra · . At that time I had four patients in general 
practice on opiates and approxim ~ e,Y 15 on any form of benzodiazepine. 
I handed the four patients over to I y partners and said I felt no longer able to treat 
them. I no longer sign any prescri tions for sleeping tablets in general practice; 
the other partners do that for me. · · 

Q You have given us the fig 
prescriber of benzodiazepines?. 
A I was quite surprised at h 
me. 

Q And of th.ose prescribed o 
A One was for terminal care 
was suspef1ded and died there. 
for longstanding chronic pain. 

s. ·Do~yOI,l describe yourself as a high . . 

few ~f my ~atients got benzodiazepines from 

tes-
She went into hospital a couple of days after I 
e ~ther three are maintained by the partners 

D Q Just to remind the Comm· e, in your statement at page 266 you say in 
paragraph a; . 

E 

F 

G 

. gAs a general practitioner, I ave a full-time position; J have approximately 
1 ,500 patients on my list•. 

A Yes. 
' 

Q The Committee can see, o he: 1,500 patients, precisely how many are 
prescribed benzodiazepines ancU opiates. 
A Yes. 

Q [To the Committee] Sir, w 
sorry that you have not been give 

ave a small bundle of correspondence. I am 
in advance. 

THE CHAIRMAN: We will refer 1 it as 01. [Same handed] 

MR JENKJNS: Sir, we are giving u a number of letters. I am happy if they are 
collected in 01, or we can number em sequentially. 

THE CHAIRMAN: I assume the ave been circulated. Shall we put them in 
chronological order? 

MR JENKINS: l would be happy h that. The first letter you should have is one 
dated 16 February. It is from the ~ sultant physician, Or Jarrett. He talks of a 
"bed crisis at Queen Alexandra Ho ·I ital continues unabatec::f'. ·11 has fallen on 

H us•, he says, 

TA Reed 

&Co 
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"to try and utilise all our :in eldedy medicine as efficiently as possible. 
There has been some und 1 

utilisation of continuing care beds. From 
16 February I propose that e use va~nt continuing care beds for post­
acute patients .. A policy offi ·ng guidance is enclosed". 

You should .see a document, encl j ure 2, "~mergency use of community hospital 
beds•. You will see it reads, · 

"Due to current crisis with acute medical beds at Queen /13exandra 
Hospital and the ·detriment · ffect on surgi~l waiting lists, the Department 
of Medicine for Elder1y Peo1 is making some urgent change$ to the 
management of beds in the mall h~pital$•. · 

' . 
Can I break off and remind the Co!jimittee, this relates to the year 2000. The 
situation with which you are c:once ' ei:f for tll$ five patients whose records you 
have were treated in 1998.· So thi 1 s ·after, but we hand these documents to you 
to give you the continuing pictu~., ou will see, . · 

"Therefore patients refei o these ~s for post:.acute care ~houl~ be: 

1. Waiting for placemen •.. 
2. Medically stable with o need for regular medical monitoring •.. •, 

and the other matters that you see sted. 

The next document is a letter from r ·aarton dated 22 February to· Or, Jarrett. The 
letter reads, 

"I was very disappointed an al~ quite concerned to be shown a letter from 
yourself dated 16 February · the subject of the bed crisis at Queen 
Alexandra and addressed t 1 e various ward managers and sisters, 

less than a month after I t~: a letter to the clinical director expressing my 
concerns about the situation n our continuing care unit, I find that we are 
being asked to take on an 1 

n higher risk category of patient 

These post-acute patients j . ~ a right to expect a certain standard of 
medical care, appropriate le I Is of therapy and supervision, and 
appropriate out-of-hours co r during this period of time in hospital. 

I find myself without a cons ant or seamless locum consultant cover for a 
period of a further month on ne of the wards, and the other consultant 
cannot be expected to provi ' anything other than firefighting support 
during this time. 

As a result, I am unable to . the clinical assistant job to a safe and 
acceptable standard, which ·n inevitably lead to furthe.r serious and 
damaging complaints about e service given in my wards. In addition, my 

15 

,i 

.c 



GMC101057-1527 
27/08 '02 10:16 FAX 0207 2021663 THE M D U LEGAL 

A 

B 

c 

D 

E 

F 

G 

H 

TAReed 

&Co 

staff are subjected to ever~ipcreasing pre!:;sures from patients and relatives, 
causir)g stress and sickness levels to rise. 

I would also question the te~ .1under.:rulisation'· in a ~~ whic:tl is handling 
approximately 40 per cent f the continuing care done by Elderly Services 
at this timen. ' 

The next document in time is a le er from Or Jarrett dated 7 March, by way of 
response. I do not need to read it o you, but you have heard Or Barton suggest 
that there was a request, effective · , for three quarters of a million pounds from 
the primary care group to go towa s ~e loca_l, hospital. You may find a hint of that 
in the last paragraph of this letter. 

The next document is the one with :the tax strips down the centre of it Jt is a letter 
from Or Barton dated 28 April 200 ,, t~ndering her resignation. lt is addressed to 
Peter King, personnel director, and it reads as follows: 

-over recent months I have becpme 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 
previqusly in the enclosed l~tters. 

I retum~d from my Ea'ster l~v~ this weekend to find that the. situation has 
deteriorated even further .. Fjor ~xample, on one of the wards I will only be 
having locum consultant co~er until September. In addition, an increasing 
number of higher risk •step diovm• patients continue to be transferred to the 
wards, where the existing sfeffing levels do not provide safe and adequate 
'medical cover or appropriat~ nursing expertise for them. 

The situation has now reaJ.ed~the point that, with the agreement ~f my 
partners, I have no option bM to tender my resignation". 

You will see a reference to the ori~nal contract of employment in 1993. 
I ~ 

The last letter, dated 19 May from fio~a Cameron. is one responding to the letter · 
we have just read. The second paragraph reads as follows: 

'I am writing to offer my tha~·ksJror your commitment and support to 
Gosport War Memorial Hos~ital over the last seven years. There is little 
doubt that over this period bptf1!the client group and workload have 
changed and I fully acknowledg~ your contribution to the service whilst 
working under considerable ~re'Ssure". 

Sir, that is the evidence I seek to p~~ before you. I have called Or Barton and, if 
there are questions for her, the Co~mittee or Mr Lloyd may wish to ask those 
questions now before I go on to sur up. if I can put it that way. 

THE CHAIRMAN: Mr Lloyd, do yeu wish to ask questions? 
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THE LEGAL ASSESSOR: I have no questio~. sir. 

I 
·I • ,, 
• 

ol ' 

• I .Question~erl ~ t~e COMM~TTEE . 

DR RANSON: Did you have con ultant cover duling 1998? 
A I had a lady called Dr Jane Jandy, who became pregnant. who 
commenced her annual leave on 2j April 1998 and followed on with maternity 
leave from 1 June until8 Februaryj19~9. So basically she was very pregnant, and 
then she was gone for the rest of the year. 

l : . 
. ~ 

Q And no replacement or locum ~ver'? 
A No. ! 

Q 

A 

J I 
I . 

So you were in fact on you ovJro in a training grade post? 
Y~. ~ 

MR WARD ELL: I would like to a~ ~me questions in order to have a feel for the 
48 beds you were looking after wi r~ard to patients. You mentioned the Bartell 
Score1 that I am not familiar with a an; but I am pleased that I am at 20. 
A On a. good day! I :; · 
Q Absolutely! You saiq that the ped occupancy rate was abQut 80 per cent 
when you were there. perhaps yoL w~re looking after about sa. up to 40 

patients? 'j · ; · 
A Yes. · : · 

Q . With regard to your lookin aft~r those patients, could you give us a feel of 
what you did? You said you were there for an hour and a half in the morning. 
Can you run through fairly quickly r1he :~ypical kind of week you would have at the 
hospital? :j 
A I would arrive as they open

1 
d ~he front door of the hospital at 7.30 and I 

would go straight to Dryad ward first. rl would walk round the ward with the nurse 
who had just taken the night repo~. so it was the most senior nurse on. We did 
not, fortunately, have these named nJrses at that point. I would stop by every bed 
and I would ask, UAre they in pain~ H~ve they had their bowels open? Do I need· 
to see the family? Is there anything I should know?". So I got a report at the foot 
of each bed. That was Dryad. t i 
Daedalus liked to do it slightly diffe e~tly, in that I did the report with the person 
who had taken the hand·over in th o~ce. and then was invited to look at any 
patients they had concerns about I THey preferred to do it in front of their 
paperwork. But the concept was t~e ~me: you went through all the patients in 
your care each morning, and that too~ until just before nine . . I ; . 
Q How many days a week di9 yo~ do that? . 
A That was five. That was each :weekday morning. 

Q W~s that your total involve1e~t with the hospital? 

17 
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A That is when it started.· Generally, with the rate at which We were running 
admissions in 1998, I think an ave

1 
ge week would contain five admissions. I had 

to try to get them to bring them do n to my hospital before four o'dock in the 
afternoon. Lunchtime was better, ecause ·(a) 'they get very cold and stressed if 
you carry them round the country de and bring them in after dark and (b) it gave 
me tirne to clerk them and to che whether any further investigations, bloods or 
anything needed doing, and to get them settled into the ward. So I would go back 
most lunch times, unless I had a G or purchasing meeting or something like 
that. In those days I was only on· uty once a fortnight, but I would quite often go 
back in the evening if I felt there s somebody I w~s particularly worried about -
to talk tot he relative or to support he nursing staff. 

Q Mr Jenkins put in front of u a number of documents, including the second 
one, which is UEmergency use of _

1 
mmunity.Hospital beds•. In point 7 there, the 

second sentence reads, • ... this placement does not entitle patient to NHS 
continuing care". · I . 
A There was no such thing i~ 2000. If your condition became medically 
stable and you could persuade so<tial services to either fund you or agree to have 

' ~ ' 
you at all, then you would be moved on - even though your dependency score 
might be very low. I · . 
Q In that period, say 1998 to F.OOO. were you experiencing dilemmas whereby 
-and I use the word "conspiracy" advisedly, because I have the evidence from a 
rep6rt that I chaired during that pepod when I was in another post in the House of 
Commons - in evidence we had it r,aid that there was a conspiracy between social 
services, doctors and manageme~ with regard to trying to push peoP,Ie who were 
entitled to have NHS care out of hbspitals into nursing homes, where they would 
have to pay out of their own resou~1 

s? Were you in that horrible dilemma? 
A If you knew anything about Gosport. you would realise that (a) there is not 
much po1ential for private practice nd (b) there were not vast numbers of patients 
who were self-funding. Self-fundefS were not the problem then. If they were 
stable and social services would agree that they could go to a nursing home at all, 
that was not 1he problem. I would hever conspire with anyone in social services. 

Q I was not levelling that at ylu. I was just thinking about the dilemma, that if 
you had patients in beds, such as the patients you were dealing with, then they 

I 

would be covered in terms of the NHS system-
A · They were not 

Q They were not? 
A They were not They were not entitled to stay in any of those beds. In 
order to keep them in those beds, ou had to write in the notes, "Requires ongoing 
medical care~. Despite a Bartell o~zero, if they required no further medical input 
and their medical condition was stable, you then had to find them a nursing home. 
But the sort of people we are talkirlg about here were not going to become stable. 

MR WINTER: You refer to raisind concerns in 1998 verbally with lower levels of 
management about your working situation. Would you be prepared to say a· little 
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more .about what you actually did nd whether yo~ considered putting your 
concerns in ¥Jriting at that point? 
A I should have put my con rns in writing, because I was sitting on these 
strategic bodies. We were talking bout how t~e health communi1y vias going to 
move forward, how we were going to improve step-down care, and how we were 
going to make available more bed for acute surgery so that the lfrust achieved its 
waiting list targets and therefore it~· money from region. But I did not put anything 
in writing. I became increasingly concerned. I spoke to lower management, who 
probably did not even relay those doncems further up. I spoke to my clinical 
colleagues. 

I ' 

Dr Lord tried at that time to get mr:r! funding and was unsuccessful. The first time 
we got any extra funding was in 2~0 when I resigned and we got an extra three­
quarters of a million for St Christorer's and Gosport War Memorial to do more 
post-acute rehabilitation work. So ey knew we were in trouble, but I did not go to. 
print at that stage. 

I • • ' 

Q Coul~ you say approximat~y hQW many times you raised these matters 
with people in lower management'? 
A Once every couple of mont s. 

THE CHAIRMAN: I wonder if J mlght be allowed to ask a few questions. just so 
that I understand the situation? ~~ I correct in assuming that Gosport War 
MemoliaJ Hospital is a stand-alon.e community hospital? 
A rt has no theatre facilities; · now has no A&E or minor injuries facility; it has 
a little X-ray department with basic standard equipment in a Portacabin. lt has a 
little outpatient department to whic~ consultants come down from the centre to do 
peripheral clinics, and it has approXimately 1 oo beds. 

Q These are including the 48long-term care beds? 
A We have long-stay elderly !1 

edical patients; we have babies; we have a 
matemity unit and we have a small GP ward. 

Q Can you tell me roughly wh t the average length of stay was in, say, 1989, 
about 10 years ago, and then in thJ later part of the 1990s? How had the average 
length of stay changed? ~ 
A I had patients I had had for ve years. I had some very ill patients 
transferred from the Royal Hospital Haslar, after orthopaedic surgery or . 
transferred from the main unit be 1 se they lived in Gosport and their relatives 
lived iri Gosport. But those were t minority. The majority of patients were long 
stay. 

Q Was there a calculation oft e average length of stay in the early 1990s? 
A lt would be difficult to do, b use we also did shared care and respite 
care in those days. I was looking al the figures the ·other day. You would find it 
very difficult to get a feel for the av~rage length of stay, but it was generally 
reckoned to be a good long time. Tjhen in the late 1990s - I could not find any 
research on this subject, but there are two major risk times for these elderly 
transferred from a nursing home to !an acute unit and then down to a long-stay 

19 



GMC101057-1531 
27/08 '02 10:17 FAX 0207 2021663 THE M D U LEGAL 

• 
A 

B 

c 

D 

E 

F 

G 

H 

TA Reed 

&Co 

( 

' ' 

unit. They may well die in the first o, three .days - something td Clo with the 
shock of being moved really makef them quite poorly. If they survive that-

Q Whil~ you do not have a sJoofic figwre for average length of stay, you are 
quite convinced that the dependen~y level increased over the decade? 
A Massively, yes. . · 

I 

Q We are aware of how the Gladys Richards case came to the surface. lt is 
not clear to me from the p~pers haW the other cases were identified. I Can you 
help me with that? [Dr Barton conferred with counse,~ 

MR JENKINS: Sir, you will recall ~rom wha~ I said to an earlier eonstitution of this 
Commitlee that the relatives of Gl~dys Richards complained. What I said to an 
earlier Committee was that they cdmplained about everybody,' incJuding the police 
officers who conducted the inqut,YJ They generated some publicity locally about 
their concerns, as a result of whicli relatives of other patients - and I think the four 
with which you are concemed - e,.,ressed concerns. I think that is how the police 
became involved in those other cases. . ' 

DR BARTON: The ~ealth care·trjst also decided to invo~e CHI, the Commission 
for Health Improvement, and CHI produced a lot of local publicity saying, "If you 
have any concerns about your hos~ital, this is the phone number, these are the 
people to get in touch with". And dt course I have no input as to how much and 
where they got their information ·frqm; but they must have received an enormoos 
amount of positive and negative feedback from the people of Gosport. 

THE CHAIRMAN; Technically, ala clinical assistant you did not caiTy ultimate 
responsibility for the clinical care o{ patients? 
A No.· You will see in a couplr of the reports that we were using the Fentanyl 
skin patch for opiate pain relief. I 'fas not allowed to sign for that. That had to be 
countersigned by a consultant. I ~s working for a consultant 

Q And the consultants under horn you worked reviewed the prescribing 
practices that you indulged in, did ey? 
A r do not know. Not with m 

Q So you did not do the ward rounds with the consultant? 
A Yes. 

Q You did? 
A Yes, but no comments were made at any time at this point about reckless 
prescribing or inappropriate presatng. 

Q They did not raise any questions about the prescribing that was being done 
for these patients? l · 
A They did not raise any concerns, no. 

Q Were there any audit meetihgs in the hospital? 
A I did not go. I was not invit~d to go to audit meetings. 
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Q Turning to page 380, I wo Id ~lso like Sot;ne clarification. lt implies in the 
first bullet point there that there is till some relationship to the Gosport War 
Memorial Hospital. What was the !continuing relationship you had? 
A · In Gosport there is something called th.e Gosport Medical Committee, 
which is made up of all the practising doctors on the peninsula, which I think at the 
moment is about 36. We are emp eyed. by the health care trust to look after 20 
GP beds upstairs from my erstwhi e geriatric beds. We have admitting rights to 
those beds and we are allowed to ook after our own patients. We are also invited 
to look after step-down patients from the acute unit. Although, as a GP you can 
be much more hard-nosed ~out rbtusing to accept somebody who you feel is 
beyond the capability of the hospit~l to look a~er than I could .as a clinical assistant 
downstairs in the wards. That is why you w~n· see something about "a 
retrospective audit of your prescrt~.ing on the SuHan ward•. That is, what I was 
doing - whether .' was prescribing tnappro~riate opiates upstairs on the GP ward. 

Q That has been helpful clari cation. Was I correct in assuming - this is the 
second bullet point - that you told s this was in relation to your primary care 
duties? 
A The 'voluntary stopping pre · ribing opiates? 

Q Yes. 
A Yes, 'I am not prescribing ar~ opiates or benzodiazepines at the moment. 

THE CHAIRMAN: I think thes~ are the points l wanted to raise:; Are there any 
further points from members of th panel? In the absence of further points, 
MrJenkins? 

MR JENKINS: There is one, sir, nd it was raised by Mr Lloyd. Do you have any 
private patients? 
A· No. 

MR JENKINS: Sir, may I sum uprery briefly? You may think that this is plainly 
an excellent and dedicated doctor .. lt may appear to you. and I would encourage 
this view on your behalf, that it ma have been problems with the allocation of 
resources at the Gosport War Memorial Hospital which has led to a situation 
where best practice was not fanowbd. 

You will have to consider the repo+s of the various experts placed before you. 
You will have to consider as well V!.fhether they are considering Or Barton's position 
as it was. I may have missed it, but it is not apparent from my reading of the 
reports that there is shown to be a~ understanding by Professor Ford and the 
other doctors that they were well ar'are that Dr Barton was working three and a 
half sessions; that she wss effecti~~ly, during the period with which we are 
concerned, the only medical input ~rto the care of these patients; that she had a 
significant number of patients to see and to evaluate and to continue to care for, in 
a very restricted period of time. 
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You have to consider whether it is necessaiy for the protection of'members of the 
public to impose conditions. I do ot deal with the question of suspension 
because I say that it is ,plainly not i.ppropri~~e ir;l this case. 

Is it necessary for the protection ~·member$ of the public to impose conditions? 
Dr Barton is no longer undertakin the job tf1at she started in 1988. You know the 
reasons why. I say she poses ab lutely no threat to members of the public, · 
either in her general practice or in ny form of hospital medicine. She does not 
undertake any of the latter. · 1 : ' 

' Is it necessary in her own ~nteres~. to impose. conditlons? I say ,not The last 
issue is whether it is otherwise in t~e public intere.st. You will know that there has 
been a police investigation, in fact jtwo, arising out of the complaints in this case. 
You wm know the results of the police investigation: that a dedsion has been 
taken not to charge. 

' 

I repeat what I have said. lt is stigitly troubling that it is·not apparent that the 
experts instructed by, the police ha e been presented w~ the full picture of' 
Dr Barton's clinical involvement wi h· these patients before being invited to express 
a view. But I say that it is not in th~ public interest either for this body to impose 
conditions upon this doctor in the dircumstances in which you know she practises. 
She does not pose a risk to patient~. ft is not necessary in her interests, and it is 
not otherwise in the public interest( . 

. If, however, you feel that because f police investigation. because of the ~ssibility 
of press coverage, that it is. necessary to demonstrate that this body j~ able to 
make decisions, I would invite·yo~Jo do no more than reimpose what Or Barton 
has voluntarily agreed with the hllth authority. · 

Those are the submissions that ·I jake. · 

THE CHAIRMAN: I now tum to tTe legal assessor. 

THE LEGAL ASSESSOR: The advice I give the Committee is as follows. They 
may make an order restricting this boctor's registration only if they are satisfied it 
is necessary to do so for the prote4tion of members of the public, otherwise in the 
public interest, or in the interests of' the doctor. In addition they must be satisfied 
that the consequences of any restr'Ction that they might impose of her registration 
will not be disproportionate to the ks posed by the doctor remaining in 
unrestricted practice. 

Mr Jenkins, Mr Lloyd, unless there s anything else on which you would like me to 
advise the Committee, that is the a vice I give. 

MR JENKJNS: Sir, J have·mentionEtl the little green book with which Dr Barton has 
helped. I leave it with you. j 

THE CHAIRMAN: Thank you. j 
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The om the Ch ir 
camera. 

The parties having been readmitlett 

TH'7 CHAIRMAN: Or Barton, th~ Comm~e has carefully conside~~ an the 

eviden~ before it, includir~~g the submissions made on your behaJf . 

. ' 

The Committee has determined, or the bas~s .of the inf~rmation available to it 

today, that it is not satisfied that it is necessarY for the protection of members of 
j I 

the public, in the public interest or in your oWn interests that an interim order under 
I ' . I ' 

Section 41A of the Medical Act 1983 as amended should be made in relation to 

your registration. 
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