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GMC101104-0004

FIELD FISHER WATERHOUSE VA‘

THE EUROPEAN LEGAL

Our ref:! Code A ; ALLIANCE

Strictly Private & Confidential

Detective Sergeant Owen Kenny
Operation Rochester

Fareham Police Station

Quay Street

Fareham

Hampshire PO16 ONA

20 July 2004

. Dear Owen

Category 2 Cases

I have now completed my review of the Category 2 cases and enclose, under cover of this letter, my

summary reports.

I have concerns about seven cases currently listed as Category 2 namely:-

1. Edith Aubrey.

2. Henry Aubrey.

3. Doreen Cox.

4., Geoffrey Packman.

5. Gladys Richards.

6. Elizabeth Rogers

7. Sylvia Tiller.

As you know, I am away on vacation tomorrow until 2 August 2004. On my return I would welcome

the opportunity to discuss my findings with you. Until I have had an opportunity to explain the basis
for my views, I do not think that we should communicate any of this information to the families.

Field Fisher Waterhouse 30 vine Street London EC3N2A4
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GMC101104-0005

I also write to confirm that I have not reviewed any of the “Bakers Dozen” notes since I have been
awaiting the expert reports. Perhaps we can discuss how best to take these cases forward when we

meet.
With kind regards.

Y.ous sin(lerelv .

Code A |
Matthew Lohn '

Partner ot
Direct Line: | Code A
Mobile:i Code A i

Email: { Code A i
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GMC101104-0006

Expert Review

Victor Abbatt

No. BJC/01A

Date of Birth: |  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 10mgs
Temazepam apparently which had been written up for him.va?

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.

VAl No drug chart exists within the Notes.

2880619 vi
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Expert Review

Dennis Amey

Code A

Date of Birth: Code A
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. | Ce

very severe Parkinson’s disease. He was admitted for terminal care DAl

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.pa?2
D eae Ut
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DAl There are no drug cards or relevant nursing notes within the medical records.
DA2 The officer’s report refers to a “Report 8C” which has not been provided to me.
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Expert Review

Charles Batty
No. BJC/06A

Date of Birth: Code A

Date of Death: 2 January 1994

Mr Batty was admitted to Gosport War Memortial Hospital in September 1990
for long stay care. He had a previous history of Parkinson’s disease, epilepsy
and Ménieéres. '

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.CB!

CBI There is no officer’s report in respect of this case.

2880619 vi
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Expert Review

Dennis Brickwood

No. BJC/06B

Date of Birth: | Code A
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 and 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 April 1998, 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.PB!

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.

DBI The family would seem, from the officer’s report, to be unaware of the severity of their father’s condition.
They have requested that a number of questions are answered about their father’s treatment.

2880619 v1
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Expert Review

Sydney Chivers
No. BJC/09
Date of Birth; Code A

Date of Death: 20 June 1999

Mr Chivers was admitted in May 1999 to the Gosport War Memorial Hospital
from the Queen Alexander Hospital for rehabilitation after suffering a
cerebrovascular accident as well as being treated for congestive cardiac failure

and a chest infection.

In early June 1999, Mr Chivers’ condition deteriorated and he complained of a
pain in his hands and also abdominal pain. Soon after this he was commenced
on Fentanyl together with Oramorph and on 19 June, having been seen by Dr
Brooks, a syringe driver was commenced.

The experts felt that cause of death was probably unclear and noted the opioids
were escalated without trying other ways of stopping the pain but did not feel
the treatment was negligent.

2880619 v1
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Expert Review

Cyril Dicks
No. BJC/17
Date of Birth: Code A

Date of Birth: 22 March 1999

Mr Dicks was admitted to the Gosport War Memorial Hospital on 28 December
1998. On admission he was doubly incontinent with a urinary tract infection

and had a indwelling catheter.

It is recorded in the Medical Notes that he had a number of falls where he only
sustained minor cuts and bruising whilst at Gosport War Memorial Hospital.

 The Notes recall on 4 January 1999 that he remained poorly and was not eating
or drinking well. :

The expert review notes that Mr Dicks was deteriorating gradually following
admission and then rapidly over the weekend of 20/21 March 1999.

Although there is no record available in the medication cards or in the medical
notes one nursing record states that subcutaneous analgesia and Midazolam was

started on 20 March 1999.

The experts conclude the care on the ward was reasonable and that it was likely
that Mr Dicks would have died no matter how well he was cared for.

2880619 v1
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Expert Review

Charles Hall

No. BJC/23

Date of Birth: | Code A
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.

2880619 vi
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GMC101104-0013

Expert Review

Catherine Lee

No. BJC/31 |

Date of Birth: | Code A
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 and 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 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.cL!

CL1 1 have not seen an officer’s report in respect of this case.

2880618 v1
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Expert Review

Stanley Carby

'No. BJC/07

Date of Birth: Code A
Date of Death: 27 April 1999

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
Naismith 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 vi
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Expert Review

Walter Clissold
No. BJC/12 |
Date of Birth: | Code A

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 & 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 Naismith raised concerns that
the drugs administered via the syringe driver accelerated Mr Clissold’s albeit
inevitable death. Dr Naismith 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.wc!

WCI There was no officer’s report available for review in this case.
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Expert Review

Harry Hadley ~
No. BJC/22 | ohelan
Date of Birth: | Code A

Date of Death: 10 October 1999

Mr Hadley was admitted to Gosport 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 immobile and required
the assistance of nurses plus aides.

Mr Hadley died on 5 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.

2880619 vi ‘
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Expert Review

Alan Hobday
No. BJC/26
Date of Birth: Code A

Date of Death: 11 September 1998

. 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.AH!

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.

AHI T have not seen A194 and M24 mentioned in the officer’s report.
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Expert Review

Eva Page

No. BJC/35

Date of Birth: Code A
Date of Death: 3 March 1998

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.

2880619 vi
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GMC101104-0019

Expert Review

- Gwendoline Parr
No. BJC/36
Date of Birth: | Code A

Date of Death: 29 January 1999  s..u.,
o
=

ky h/ Yiied

Mrs Parr had been admitted to the Royal Haslar Hospit:

18
following a fall where she sustained a fractured neck and fi nt
surgery for a dynamic hip screw on 14 December 1998. ! ne
Royal Haslar Mrs Parr developed acute abdominal pams awu ... mnt

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 Naismith 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 Ferner who
records the treatment as being optimal with the drugs being given in

“proportional doses”.

2880619 v1
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Expert Review

Edna Purnell
No. BJC/37
Date of Birth: Code A

Date of Death: 3 December 1998

Mrs Purnell lived at Addenbfoke Residential Home at the time of her admission
to the Royal Haslar Hospital to undergo surgery for a fractured neck and 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 Naismith noted there was a readiness to
move quickly from a single dose of Co-codamol to Oramorph in doses of 5 to
10mgs which was given twice most days. Mrs Purnell 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 Purnell 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 Purnell would have died in any event
without opiates being used. The medical records make note of the concerns
expressed by Mrs Purnell’s son as to the treatment that was being provided to

his mother.EP!

EP1 Officer’s report refers to chronological list of events submitted by Mrs Purnell’s son, Michael Wilson, 1
have not been provided with a copy of this list.

2880619 v1
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GMC101104-0021

Expert Review

Margaret Queree
No. BJC/38

Date of Birth: Code A JoB }_—'l/jﬂ?)\o
P RICo
Date of Death: 10 October 1994 ’

Mrs Queree was admitted to the Queen Alexander Hospit e
she underwent surgery for pelvic abscesses. She had a permanent colostomy
put in place. She was transferred to Gosport War Memorial Hospital on 29 July
1994 for rehabilitation. As noted by the experts, Mrs Queree had significant
medical problems prior to her operation and both urine and vaginal infections
after the operation. She became frail and confused and was commenced on
Morphine Sulphate. After three days she was then started on a high dose of
Diamorphine via a syringe driver with a fivefold increase in the relative dose

over two days.

The experts confirm that in their view she died of natural causes. The use of
opiates and sedation was rapidly increased although this properly appears to be
reasonable in response to the distress demonstrated by the patient.

2880619 vi
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GMC101104-0022

Expert Review

Violet Reeve

No. BJC/40 |
Date of Birth: | Code A
Date of Death: 14 April 1997

Miss Reeve was admitted to the Queen Alexander Hospital on 18 October 1996
following a stroke affecting her left side. She developed marked weakness and
later swallowing difficulties. She was transferred on 11 November 1996 to
Gosport War Memorial Hospital for rehabilitation.

During the admission she remained very distressed and was seen by Dr.Gibb a
neurologist.

The experts have concluded that Miss Reeve clearly had a poor prognosis and
very difficult mental state problems.

Dr Lord seemed to have decided, not withstanding the advice of Dr Gibb, to
continue sedation and the experts concluded that she was likely to be made
more comfortable at the end with the treatment regime of Midazolam and

Diamorphine.

2880619 v1
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GMC101104-0023

Expert Review

James Ripley
No. BJC/42

Date of Birth: Code A

'Mr Ripley was admitted in August 2002 for worsening renal function and pain
from osteoarthritic hips. He was started on Morphine Sulphate, the dose of
which was increased after twenty-four hours. .Having become drowsy he was
transferred back to the Royal Haslar as an emergency where he recovered
consciousness. The expert opinion concluded that the escalation in Morphine

Sulphate was rapid but non negligent.

2880619 v1
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GMC101104-0024

Expert Review

Daphne Taylor
No. BJC/47

Date of Birth: | Code A
Date of Death: 20 October 1996

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.

2880618 vi
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GMC101104-0025

Expert Review

Nafs wiTe
Doreen Cox

No. BJC/13
Date of Birth: Code A
Date of Death: 16 August 1999

Doreen Cox was transferred from the Queen Alexander Hospital where she had
been admitted on 21 July 1999 to Gosport War Memorial Hospital on 5 August

1999 for rehabilitation and assessment.
Mrs Cox had severe heart failure and difficulty in swallowing.

Although a diagnosis had been made of depression this is disputed by Mrs
Cox’s husband in the officer’s report.

There is a large degree of variance in the expert medical assessment of this

patient.

Dr Lawson felt her care was reasonable and graded her Al whereas Dr

 Naismith (3B) felt that she was given an inappropriately high dose of
Midazolam on 14 August 1999 and started on Diamorphine 20mgs when she

had not reported pain on 16 August 1999.

It is clear from the notes that Mrs Cox had a poor prognosis but the choice of
medication was sub optimal.

2880619 vi
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GMC101104-0026

Expert Review

Geoffery Packman

No. BJC/34

Date of Birth: Code A <
Date of Death: 3 September 1999

HA/SMITH‘-

Mr Packman was admitted to Gosport War Memorial Hospital in July 1999
following the development on an irritating rash on his side and groin.

It appears from the medical notes that he had an episode of black stools prior to
being discharged from Portsmouth Hospitals NHS Trust.

Following admission to Gosport War Memorial Hospital on 23 August 1999 Mr
Packman was noted as remaining very poorly with no appetite. It was noted in
Mr Packman’s nursing records that he was passing fresh blood per rectum on 25

August 1999,

On 26 August 1999 he complained of feeling unwell with indigestion pain in his
throat together with nausea and vomiting.

At this point he was commenced on opiate medication. No active measures
were taken to resuscitate Mr Packman and, following rapidly increasing doses
of Diamorphine, he died on 3 September 1999.

There is a variation in the view taken of this case by the experts reviewing the
Notes. Concern is expressed by Dr Lawson that the although the death was
natural, the gastrointestinal bleed was potentially treatable. This contrasts with
Dr Naismith’s view who notes the multiple pathology existing in Mr Packman
and the fact that his morbid obesity would have made him unfit for surgery.

2880619 v1
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GMC101104-0027

Expert Review

Gladys Richards
No. BJC/41
Date of Birth: Code A

Date of Death: 22 August 1998

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)” GR!

. GRIT have not seen an officer’s report from the family in this case.
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GMC101104-0028

Expert Review

Sylvia Tiller
No. BJC/48
Date of Birth:.___Code A

Date of Birth: 13 December 1995

Mrs Tiller was admitted to Queen Alexander Hospital on 3 November 1995
after suffering with congestive cardiac failure and a background of ischaemic
heart disease. The experts note that she was “cleatly a dying woman”. She was
transferred to Gosport War Memorial Hospital on 4 December 1995. She was
given small amounts of Oramorph and only in the last twenty-four hours was set
up a syringe driver with Diamorphine, Hyoscine and Midazolam. Dr Naismith
questioned the rationale for making “more adequate analgesia available” in the
admission plan. The experts agree that the dose of Diamorphine was
inappropriately high. Dr Lawson questions whether this may have hastened
Mrs Tiller’s death. Dr Naismith considered it made little difference to the

outcome.
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GMC101104-0029

Expert Review
Edith Aubrey
No. BJC/04

Date of_Birth: Code A

Date of Death: 15 June 1996

Mrs Aubrey lived at home with her husband until April 1994 when she was
admitted to a nursing home. Her past medical history included probable
cerebrovascular disease, depression with paranoid features, and ischaemic heart

disease.

Whilst the experts have described this case as end stage dementia more
probably of vascular origin, it is unclear from the medical notes what led to Mrs
Aubrey’s final demise. She was given transdermal Fentanyl explicitly to calm
her and this dose was progressively escalated.

In June 1996 a syringe driver was prescribed as required and was commenced
on 7 June 1996. The conversion of therapeutic treatment to Diamorphine via a
syringe driver was reasonable in the experts’ views. Dr Naismith has marked

this case as C3.
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GMC101104-0030

Expert Review

Henry Aubrey
No. BJC/05
Date of Birth: Code A

Date of Death: Code A

Mr Aubrey was admitted to the Royal Haslar Hospital in May 1999. He was
transferred to Gosport War Memorial Hospital on 1 June 1999. The history of
the presenting complaint was noted on admission to be carcinoma of the lung,
plural effusion and query cerebral secondaries. The notes also records that Mr

Aubrey was depressed waiting to die.

Mr Aubrey was commenced on a Fentanyl patch at 3.30 p.m. that afternoon and
10mgs of Oramorph was given.

Mr Aubrey’s treatment was continued the next morning with high dose
Morphine and Midazolam.

The experts noted in their analysis that although Mr Aubrey had a terminal
diagnosis and was recognised to have given up, the need for such a large dose of
Diamorphine and Midazolam was not clear. Drs Naismith and Lawson have

rated this case B3.
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GMC101104-0031
Expert Review

Elizabeth Rogers

No. BJC/44

Date of Birth: Code A

Date of Death: 4 February 1997

Mrs Rogers was transferred from the Royal Haslar Hospital to GoSport War
Memorial Hospital on 30 January 1997.

She had been treated at the Royal Haslar Hospital with a chest infection and a
urinary tract infection. She had severe Parkinson’s disease. On transfer it was
noted she had a catheter in place, was bed bound, slightly dysphagic and her
sacrum was red but intact. -

On 2 February 1997 she was prescribed oral Morphine due to an increase in

pain.

On 3 February 1997 in view of the pain not being controlled by oral Morphine,
a syringe driver was commenced with 40mgs of Diamorphine, 20mgs of

Midazolam and 400mcgs Hyoscine.

The experts note that the dose of Diamorphine approximated to a doubling of
opioid medication and question the reason for the Diamorphine increase on her
final day. Dr Lawson felt the medical problems were enough to account for her
death although Dr Naismith (3B) has expressed concern that “it is likely that the
opioid substantially shortened this lady’s life and may have produced death in a
lady who would otherwise have survived for months”. Note Dr Ferner
categorised this case as 1A to reflect the optimal treatment of a natural death.
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OPERATION ROCHESTER

GMC101104-0034

This report, which follows exactly the format of the first, brings together the assessments of the final 31 patients screened by the clinical team.

Exhihit No

Patient
Identification

Assessment Note

Assassmant
Score

BJC/E5

Askew,
Catherina

Nioes)

Admitted by Dr Lord from home because of deterioration. Worsening, longstanding chronic renal
failure. Took coproxamol Btabs/day regularly longterm. Majar problem on admission documented
by Dr Barton was postural hypotension, which she noted needed documented on a regular basis.
This was making her immabile. Despite her chronic renal failure, which would make marphine a
very dangerous drug, especially if given regularly, she was immediately changed to sramorph
5mg 4hourly and 10mg at night on a regular, not PRN, basis, despite there being no evidence in
the admission note that pain was a problem to her. By the following day she was very sleepy and
drinking very little. This in turn would have exacerbated both her chronic renal failure and her
retention of active morphine metabolites, making her even more toxic. Her chest was described
as bubbly, ie she had so much cough suppression she could not clear her secretions. Bacause -
she could no longer swallow, she was changed over to a $/D with diamorphine 40mg, ie 4 times
the oral dose of the day before, hyoscine 400meg and midazolam 20mgs/24 hours. This lady had |
never been agitated — why did she need a high dose of midazolam? The inevitable result was her
death the next day. | can see ne reason to give this lady morphine. In view of her chronic renal
failure it was a very dangerous thing to do. If she was felt to be in severe pain she should have
been given small doses PRN only, to allow for the accumulation. | do not think she would have
died when she did had she not been given these opicids.

3B

BJC/81

Benson, Mary
Eileen

M’S‘c“‘f

Very long survivor in continuing care bed after major CYA. Mute, PEG feeding. Very slow
deterioration. Tended to get a rash when given antibiotics and in any case felt o be inappropriate
management, sc family agreed to no more (after more than a year in GWMH). Became chesty
again in February 1987. No antibiotics. Deteriorating to the point that family stayed overnight in
case she died that night. She became distressed by coughing and vomiting, so S/D put up at
02.10 and she died at 17.25. She had only been on cocodamol previously. She was given
diamorphine 40mg and midazolam 20mgs/24 hours. These doses are far too high for a frail lady

who had not previously had Step 3 opioids and cannot possibly have been required. But she was
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Exhibit No

Patient
ldeantification

Assessment Note

Assassment
Score

BJC/B2

Burt,
Margaret

MGGy

Long history of dementia complicated by alcahol, not taking thyroxine as prescribed, profound
deafness and hostility/sugpicion of carers. Transferred after failing to rehabilitate from #NOF.
Initially well cared for, good physio reports, Barthel improved. Began to deteriorate probably
solely as end stage of dementia. Limbs becoming contracted. Painful to maove her. Given
oramarph 5mgs with benefit. Then refuged futher oral medication. Started on S/D at too high a
diamorphine dose — 20mg — accompanied by midazolam 28mg when she was not agitated and
had never required benzodiazepines (and had been in hospital much too long for alcohol
withdrawal to be considered even if she were still drinking on admission, which she prokably
wasn't). Nursing notes record tong periods of apnoea that night - but the doses were not
reduce«! Doses nat increased until the day before she died, when the nurses noted she was stiff
and in pain when being handled and the doses were increased tc 30mgs. Failure o recagnise
that the apnoea was almost certainly drug induced. And too high a starting dose of diamerphine
- should have been 10mg at most — with probably unnecessary midazolam {might have needed
5-10mg for stiffness). But death was inevitable and natural, just slightly over-dosed.

2A

JCIKMRM

Carby,
Stanley Nrej

Only notes are from Haslar, No notes from GWMH so unable to make any comment on the
circumstances of his death

BJC/58
JR/08

Corke, James

N7

22.2.04 Haslar notes: Vas discharged home from GWMH as planned despite being very sleepy
that moming. By the time he reached home was essenlially comatose. Immaediately taken to A&E
at Haslar, where he was found to have septicaemic shock secaondary to UT! due to recent
catheterisation. In acute renal failure. Not a candidate for [CU because of severe Parkinson's, but
otherwise managed acutely. Rallied a little but died 9 days after admission to Haslar. Death
unretated to opicids! But a pity the GP caring for him at Haslar did not realise he was acutely ill
an the morning of his planned discharge.

BJC/77

Clements,
Doris )
Gertrude W?

Admitted unwell with Haematuria ?7cause. Hb 6.9g/dl. Refused acute transfer for blood

-transfusion. Continued to bleed. Collapsed on commode, probably from postural hypotension

leading to CVA but possibly FE, became unrouseable. Immediately started on diamorphine 40mg

and midazolam 20mg by syringe driver, diamorphine doubled next day, although she had never .
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Exhibit No

Patient
Identification

Asasssment Note

Assessment
Score

beenon anything stronger ihan paracetamol as far as | could see. Entirely unnecéssary doses of
apioid and probably sedation. But she would almost certainly have died in any case following this
episade of collapse. Just changed the timing a litfle.

B8JC/E8

Cox, Mary

N7o

Two sets of notes and the wrong date of death on the index — actually died on 31.5.86.
Emergency admission to Dr Banks care on Mutberry, GWMH, with self neglect. Found to be
hypercalcaemic and transferred to QAH for investigation. They excluded the common cancers,
sent blood for PTH, gave pamidronate and sent her back. Dr Banks felt she was seriously
depressed and detericrating, so that shs would take nil by mouth and needed NG tube feeding.
Sectioned her far ECT. First treatment uneventful but on second treatment, on 31.5.86, had
coffee ground vomit immediately after the ECT and aspirated, and ws not able to be revived.
Sent to Coroner for PM. The night before her death she had some chest pain, referred to as
Heartburn but it did not respond to MagTriSil. Given Oramorph Smg by the duty doctor and the
pain setlled. Dr Barton on 31.5.96 wrote up her standard syringe driver of diamorphine 20-
100mg, hyoscine 200-800mecg and midazolam 20-80mg. This was never given, since the lady
died that moming. But | am unclear why Dr Barton feit she had jurisdiction to do that or why she
felt it was appropriate to treat as dying a lady who had been sectioned for freatment. | do not
think the single dose of aramorph had any bearing on her death.

1A

BJC/82

Cresdes,
Clive

Nie 7

SUBSTANTIAL PORTIONS OF THE RECORD APPEAR TO BE MISSING. There is an unusual -

tacuna in the medical notes, with one page ending on 24/4/90 and the next beginning on 18/5/80
-1 think there was probably a page in between. And there are no nursing notes and no drug
charts for the stay in Redclyffe Annexe.

Given the gaps, it is difficult to offer an opinion. My summary would be
1) her only pain appears to have been from a sacral pressure sore. She received
maderately high doses of morphine (MST 50mg BD is recorded}. Skin pain is not best
treated with opioids. it is therefore not surprising that they seem to have been ineffectual
(medical note 2/6/80). She also, from the same medical note, appears to have then been

treated by CSCI — no reason to suppose that would have been any more useful.
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Exhiblt No

Patient
Identification

Assessment Note

Assessment
Score

-clearly dying at that point and | am sure the opicids made little if any difference.

BJC/80

Brennan,
irene

NGL -

Very frail lady with severe and very painful OA. Mobitity gradually decreased over a number of
admissions to GYYMH. Eventually progressed from Coproxamol to MST 20mg BD, then slowly
increased, always with at least one dose of breakthrough eramorph most days, to 30mg BD,
40mg BD, 50mg BD and finally 60mg 8D. On 29/8/98, swallowing appears to have been
problematic as she neared death and the MST wasg not tolerated. In the morning applied fentanyt
TTS 25meg {exact conversion). But at 1600 hrs seen by DPr Lord. In severe pain. S/D started with
diamorphine 60myg, ie rather generous conversion but not unacceptable given that the lady was
in pain and had just had diamorphine 10mg 1M stat. Continued for 24 hours then increased to

100mg (?why —~ no more breakihrough that | can see) until death the next day. Might quibbie with f

the sharp increase on the penuitimate day of life, but} am sure t made no difference at all to the
outcome. On the whole, steady and progressive increase in analgesia with breakthrough doses
as proof that pain nevaer over controlied. Thought of OA pain and wrote up for diclofenac
suppositories at the end of life but in fact never given.

1A

BJC/73

Brown, Pauta

[
srEETD ,}'

Long term MS - >40 years. Well known to GWMH — used to go in for respite, then an inpatient in
continuing care for about § years. Long term problem of pain, generalised and latterly abdominal.
VWas on Step 3 opioids, initially fentanyl TTS 25meg then cramorph 100mg/day, since January
1987 or even earlier. Gradual deterioration over the summer/early autumn with more caomplaints
of abdominal pain related to chronic constipation. Moved around from fentanyl {I'm not clear why
it was stopped)} to ocramorph, then to MST because “difficuity tolerating oramorph® — not sure if
that was swallowing problems. initially avoided S/D because “SC analgesia seems excessive”.
Then vomiting became a major problem so started on S/D — very sensible — in July. Led to sore
skin sites, so in September transferred to fentanyl TTS 76mcg — good cenversion from
diamorphine 100mg. Stayed on that till 6/40, when noted to have had a great deal of pain over
the weekend and ?coronary event — clearly much more ill. S/D restarted with diamorphine
250mg, so a marked increase of 150% in dose. Died on 8/10. Could guibble about all the
changaes of formulation, on and off 5/Dg etc. Could question the marked escalation of
diamorphine dose in the last 48 hours, but this lady clearly already dying. { do not think anything.

in her analgesia caused, or even signilicantly hastened, an inevitable death.
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Exhibit No

Patient
ldenfification

Assessment Note

| Assesssment

Score

2) Relatives were concerned that she *was being pumped full of diamorphine and given no
antibjotics™. Since she had no recurrence of her cancer discernible, and was for long term
care following muRiple small striokes with resuliing disability, so am |.

3) Her aclual death was 2 sudden collapse. This is not the mode ¢of death in opioid
overdosage. The opjoids therefore did not directly cause her death. No postmortem is
recorded. Ve therefore do not know whether ithe cause of death was a pulmonary
embolism, a myocardial infarct or a further cerebral infarct (in view of the speed of the
death | think the least likely option of the 3). /f her deaih were due to a pulmonary
embolism, you couid argue that the immobility of opioid overdosage would confribute to
its occurrence — but she was very immobile anyway!

4) So the opicids and the failure to give antibiotics for the infected sacral sore were prabably
inappropriate management (inasmuch as one can judge with so much documentary
evidence missing) but did not actually lead to her death.’

B.JC/78

Donaghuse,
Mary

N96t

Dying a distressing death from rectal carcinoma, presumably recurent after excision, causing a
recio-vaginal fistula. Possible it may have been due purely to a pslvic abscess post-operatively,
ar aven incidental diverticular disease, but in view of age and dense lefl hemiparasis not
investigated further. Cacheclic so probably cancer. Severs abdominal pain. Analgesia
progressively increased from Diconal suppositories, which she could not retain, through
coproxameol 1o regular aramorph starting at 10mg 4 hourly and gradually increased, because of
inadequate pain control, to 30mg 4 hourly. Then developed intestinal obstruction with vomiting,
sa given diamorphine 10mg IM 4hrly, je exact conversjon. When she did not seltle from the
vomiting, converted to $/D with diamorphine 80mg and haloperidel 10mg, ie again exact
conversion. Because she remained in pain and distressed, diamorphine dose gradually
increased to 80mg, 130mg then finally 150mg on day of death. Even on diamorphine 130mg she
was awake enough to sign a power of attorney, so clearly not oversedated. Good management
of terminal cancer.

1A

BJC/74

Dumbiston;
Harry

Notes provided only contain the referral to the psychegeriatrician, the letter__a__g_a_n__g_;_:_ﬂ_g_gdmssmon
lo QAH in April 1883 and a GP letter confirming that death occurred under | '

1A
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Exhibit No

Patient
Identification

Assessment Note

Assessment
Score

psychageriatrician, on 12/6/04. No other content whatever. So no comment possible.
Second set of case notes is from GWMH. Transferred there on 26.5.93 with MTS ¥10, Barthel 2,

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

difficulty swallowing and chest rattly. Started high dose syringe driver (diamorphine 40mg,
hyoscine 400mecg, midazolam 20mgs) in the middle of the night. Died less than 12 hours later.
Rapid deterioration in general condition for ahout 5 weeks prior to acute admission and

continued to deteriorate rapidly while in acute care so death neither unexpected nor untimely. He
may have been terminally a little over-treated but it seems unlikely to have made much difference
in the overall outcome. NO DRUG CHARTS so difficult to be sure what he was given to sedate
him — might have been opioids but no entry to that effect in nursing notes so less likely.

JR/01

Hadley, Harry

NaTLEG

Terminally ill at Haslar with bladder cancer before transfer to GWMH. On MST 30mg daily
{initially as 15mg BD, then as 20mg mane and 10mg nacte). Not stopped before transfer as
appeared from the GWMH notes. Taking cocodamot 2 tabs for breakthrough about TDS on
average, so appropriate to make a small increase in MST desage on admission to GWMH. |
wonder if the atypical method of giving MST caused confusion, with staff thinking he was on
20mg BD because he had had 20mg on the morning of transfer?

1A

BJC/75

Harrington,
Wilfred

Mot

Died of end-gstage heart faiture despite very active management until it became clear that he was
inevitably deteriorating. In the last week of {ife developed contractures of arm and leg and a
painful hip, but Xray showed no # Only given Oramarph for the first time the day before he died
—in too high a dose (20mg QDS) and followed by a similar S/ the following day, which was also
in much too high a doge. But he was clearly already dying, and | do not think this therapy (the

syringe driver was.put up tess than an hour before he died) significanty influenced either the time
or the manner of his death.

1A
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Exhibit No

Patient
Identification

Assessment Note

Assessment

Score

BJC/e3

Horn, Frank

raas

Elderly man with multiple pathologies and general frailty. Declining function. But no indication
from the Haslar assessment that he was regarded as having any mortal iliness or being clese to
daath. Geriatrician suggested 1-2 weeks assessment in GWMH then transfer to residential care.
Poor note keeping. No indication between the admission note and the note of deterioration, and
no indication of why he shoutld decline at this point. Further aspiration pneumonia? No clinical
description. No antibiotics. Also made DNAR angd not for heroics on admission, without detailed
assessment or any evidence ot discussion either with patient or with family. Was not on any
regutar analgesia at all. The few opioid doses he had had were Nebhulised and for cough; no
indication of pain at all. But at the first sign of deteriorating health he was started on diamorphine
20mg, together with midazeclam and hyoscine. Not surprisingly he was very sleepy within 12
hours, and by 24 hours later was twitchy, distressed and objecling to nursing care - probably
opioid toxic. This was treated by doubling the doses, thus keeping him uncenscious
("comforiable™} until he died.

3B

BJC/66

Horne, Phyllis

IOl

This lady had severe Alzheimer's and diffuse cerebro-vascular disease, and was highly
dependent. But during the initial pericd of her stay in GWMH she appeared medically stable,
although controlling her agitation and tearfulness with drugs was proving difficult. After an interval
of mare than a month in which it appears she was not seen by Dr Banton, but was reviewed by Dr
Lord manthly, Br Barton found her agitated and distressed (which appears to have been not
uncommon) and decided she appeared in pain. Despite the fact the lady had had no analgesia at
all throughout her stay, Or Barton started her on fentanyl 25meg TTS, while acknowledging in the
medical note that there was no clinical justification for this medication. Her note asks Dr Lord to
countersign the prescription, but | see no evidence that Dr Lord did so, or indeed necessarily
knew the fentanyl was prescribed. From that point Mrs Horne’s condition appears to have
deteriorated rapidly, and by 48 hours iater she could not swallow. A syringe driver was set up
containing diamorphine 40mg and midazolam 40mg (although the highest diazepam dose this
lady had previously received wag 10mg/day). This dose of diamorphine is the upper limit of the
gquivalence of the fentany] dose. She died the following day. | find it hard to believe that she
would have died when she did had opioids not been started in so high a dose in a lady in whom
pain does not seem o have been a problem. However, dementia and global cerebro-vascular

3B
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Exhibit No

Patient
Identification

Assessment Note

Assassmant
Score

disease are both terminal ilinesses, and she would have had a relatively short prognaosis in any
case.

BJC/83

Hurnell, Joan
Mary

N3G

Acute admissian to a psychogeriatric ward under section hecause of confusional state ?brain
mets ?delirium. Care not optimal because her problems were physical, and nursing staff did not
have relevant skills though they tried hard. Doctors perceived as unavailable over weekend, so
drug chart not corrected, and then as communicating peorly on the Monday. Sudden death early
Tuesday maming. Possible recurrence of puimaonary embolism. Opioids very modest, entirely
appropriate, not changed or increased during terminal admission (MST 10mg BD + Orarmorph
10mg PRN) and not in any way implicated in her death.

BJC/87

Lake, Ruby
Nlood,

Transferred to continuing care after #NOF on 18.8.04 when seemed frail but CK. Next entry that
she had died 3 days later. No nursing notes or drug charts from ihat admission in the folder so no
information at all about the intervening events. No comment possible.

BJCre8

Leek, Mahel

oot

Widespread OA and osteoporosis with muRtiple fractures over several years, very limited mobility
and chronic pain. On MST 10mg BD + oramorph 2.5mg PRN since 19896. Spontaneous #L tib/fib,
plated Haslar and sent ta GWMH for rehab. Developed pressure ulcer inside POP. Considered
for plastic management but not offered. Returned from Haslar to GWMH for rehab/placement. At
that stage noles indicate (but cannot find drug charts to correspond) that she had been on MST
30mg BD on admission and was prescribed 60mg BD on 11/9 because of severe pain in joints
and ulcer. Slow progression of doses upwards from there. 70mg BD on 23/10, 80mg BD on
28/10 but for at least a month and possibly until 14/12. Al that point she had "detericrated over
the weekend" and a S/D was put up. Diamorphine dose raised by >30% at that point, but she
was described as not swallowing and unresponsive before S/D started. 7Have | missed a drug
chart in between? Thereafter S/D doses raised quite reasonably with frequent descriptions of
pain and distress. Midazolam went up more steeply but she was on long term Temazepam 10mg
50 would be to some extent tolerant.

1A

BJC/70

Marshall,

Difficult problem of #acetabulum in a lady with Parkinson's and dementia who could not verbally

2A
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Exhibit No

Patient
Identification

Assessment Note

Assessment
Scare

'Rhoda

NIoSE

descripe pain or even answer questions. Described in acute sector as teing frightened of moving
but not actually in pain. in GWMH this was interpreted as pain on movement, which it may well
have been. Ceriainly was not weight bearing, and had been before the #. But instead of treating
incident pain with intermitient analgesia, all staff at GWMH chose to increase regular analgesia.
Deterioration seems to have started after being given Oramorph 10mg 4hrly regularly, having
previously been given co-codamol 2 QDS, ie the equivalent of 1.1mg of morphine 4hrly. Mentally
very frail, so may well nat have been able to handie this increase and probably not needed when
at rest. Described as *in pain all the time” when seen on 2.1.96 by Or Barton, but unclear if this
was

a} agitation due to anxiety and confusional state, exacerbated by opicid

b) opieid toxicity, with agitation and hallucinations

c) hyperalgesia of opioid toxicity.
Started on sc analgesia with diamorphine 40mg and midazolam 20mg per 24 hours, ie doubled
the opioid dose, which would have exacerbated opioid toxicity. Thereafter opioid doses rapidly
increased, reaching diamorphirie 120mg by 4.1.88. By this time she would not have been
drinking, further exacerbating opioid toxicity. Drug charts did not seem lo have any pmn analgesia
available. Sensible management would have been to give analgesia 20-30 minutes before each
planned move and not in between, when she was probably not in pain. it seems likely that this
lady had a poor prognesis from the immobility caused by her #. She would not have returned to
residential care and would probably have remained in NHS continuing care for a few weeks or
months, before eventually succumbing to advanced dementia or hypostatic pneumaonia. But |
think her incident pain was unskiliully managed and the possibility of opioid toxicity not
entertained, and thal this may well have hastened her death.

BJC/64

Miller, Vera

Nlvte

Clearly frail on transfer, Oblique suggestion in Dr Lord's assessment letter that she may already
have been deteriorating while in Haslar, ie on the way to death irespective of freatment. On
admission to GWMH was started on co-codamol regutarly. No indication in the medicat or
nursing assessment of why this was done, or even mention that it was done. No mention of pain
in anyone’s notes, although she had a small pressure sore and excoriated perineal skin. It is not
clear whether this was co-codamel 8/500 or co-cadamol 30/500, so poor prescribing and poor

2A
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Exhibit No

Patient
ldentification

Assessment Note

Assessment
Score

nursing in not asking for clarification. But there may well have been a Jocal formutary which only
included co-codamal 8/500. On the day of her marked deterioration she was started on a syringe
driver. Not certain what her preceding dose of codeine had been. But on the assumption it was
84mg/24 hours, the morphine equivalent is 6.4mg and the diamorphine equivalent therefore
apout 2mg. In fact, she had been given oramorph Smg PRN, about a 250% dose increase, and .
then the diamorphine dosage was begun at 20mg/24 hours, a further doubling of the dose! But .
her deterioration is then listed as marked at 19.30hours, about 3 hours after the syringe driver
started, when she had had about 2.5mg diamorphine and midazelam (+the cramorph). | suspect
she was dying anyway, and the syringe driver merely slightly accelerated the process.

BJCf71

Pittock, Leslie

N1cO7

The management of this man is very difficult to understand ciinically. He was transferred from
psychogerialric care to a long stay elderly care bed on Dryad ward because of progressive
physical deterioration. Dr Lord, whe did the assessment, feft he would not go back to residential
care and had no rehab potential; this was explicitly continuing care. Noted to be physically poor
at time of transfer. Hoist to move sc essentially bed bound, catheterised, Barthel 0. Limited food
intake and hypoproteinaemic, though would take some food with encouragement. Long history of
resistant depression but not demented; very withdrawn. Neither in Dr Lord’s assessment nor in
Dr Barton’s admission fo Dryad on 5.1.96 is there any mention of pain. On 9.1.96 his right hand
was painful and held in flexion ?why. No diagnosis suggested. Brief trial of Arthrotec, then on
11.1.96 started oral morphine 30mg/day (5mg QDS and 10mg at bedtime). On 15.1.96 suddenly
transferred to high dose syringe driver with diamorphine 82mg, together with hyoscine and
midazolam 60mg. Because of his agitated depression this man had a long term history of
diazepam usage, but not at this sort of dosage! Levomepromazine added on 18.1.96.
Diamorphine escalated to 120mg on 17.1.96 and haloperidol 20mg added; this was felt not to be
setiling him so removed and levomepromazine increased to 100mg irom 20.1.96. These
changes on 17.1.96 were made by verbal order and signed on 18.1.96. Did GWMH have a
verbal orders policy allowing a high dose syringe driver to be prescribed for the first time by
telephone? S/D started on 15.1.86 at 8,25am. By that afternoon he was recorded as
“unresponsive®. By 21.1.96 he had a recorded respiratory rate of 6/min! This man was seriously
overdosed with opioid for no reasen that | can determine from the notes. | suspect it accelerated

i
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Exhibit No | Patient Assessment Note Assessment
ldentification Score
his inevilable death.
JRIOS Ramsey, Actively and carefully managed. Demented and.had multiple compiications after #NOF and DHS. 2A
Joan in among her other troubtes, like sepsis and severe OA knees, her escalating pain was not
~ localised to the DHS for some daysiweeks and she was managed with increasing analgesia,
N2 apparently MST but | could not find the relevant drug chart. Eventually she managed to convey
that the pain was in her left groin (the # side) and was Xrayed, whersupon prompt transfer to
orthepaedic care was amanged. Eventuailly ieft Dryad suceessfully for a nursing home placement.
Family seen by a consultant geriatrician (cannot read signature) who apologised that they had
missed the disiocated DHS. Hence grading this substandard. In every other way it seems
exemplary management both of pain and of complications, with the lady energetically rescued
from UT! and chest infection and advice sought from Dr Banks re depression and dementia.
BJC/76 Ritchie, John | Notes contained nothing of relevance. All related to successful surgery in 1976 and 1881
Ralston M324 .
JRI0Z Rogers, Admitted with a marked neurclegical deterioration of uncentain cause, which progressively 1A
Elizabeth improved. But extremely dependent and not feit by Dr Lord to be a candidate for a PEG. Tended
Fiegan to pull out NG tubes, venflons etc. So oral intake very poor and tended te get dehydrated.
NILT, Definitely improving at time of transfer. Had gone from GCS 6 te fully alert and able to hold a
conversation. Only analgesia at tims of transfer was cocedamot 2 tabs at night. {Had
diamorphine 2.6mg sc prescribed PRN but had never been administered.)
BJC/72 Service, A very frail elderly lady with severe congestive cardiuc failure and very deaf. Dr Barton admitted 3B
Helena her on transfer from QAH and appears to have considered that her CCF might be temminal, as
she noted "may need palliative care™. However, her transfer had been because she had
deteriorated to the point where her care honie was struggling te cope and she was likely to need
Aoy | either NHS continuing care or a nursing iiome. At the time of transfer she was on no analgesia or
sedation and apan from her deafness only appeared to get confused when acutely urwell. On
the night of admissien she failed tc setlle and sleep. There is no record that Dr Barton was
contaclted by telephone, but the patient was started on a syringe driver of midazolam 20mg/24
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hours fraom the selection of drugs Dr Barton had written up in advance — | cannot believe the
nurses selected this drug, dose and route without speaking to Dr Barton about it. Not
surprisingly, the nursing notes record that she deteriorated overnight but remained restiess. She
was therefore reviewed the day after admission by Dr Barton. The midazolam dose was doubled
and diamorphine 20mg added, though there is nothing in the nursing notes to suggest even
discamfort, let alone pain. She died in the early hours of the foliowing morning. While clearly a
very frail and extremely old lady (she was 99 at the time of this admission) and not going to leave
inpatient care | see neo reason to believe that this lady was dying when admitted to GWMH and
feel that this incredibly high dose of sedation was instrumental in hastening her end.

B.JC/69

Skaens,
Euphemia

P

ININS o4

Deteriorating following CVA. Swallow impaired. Increasingly chesty and unable to clear
secretions. Pain from L arm, where she fell when she had the sroke. Became pyrexial 7cause.
Dr Barton considered whether or not to give Antibiotics, talked ta the son, decided on
symptomatic management only. Quickly became restiess and distressed. Given Oramorph 5mg
PRN, then increased to 10mg the next day. Very low urine cutput so probably accumulating. Dr
Barton found her distressed and restless in the morning, set up diamorphine 40mg and
midazolam 20mg in S/D. This was at least double the oral dose. “Became peaceful and relaxed
very quickly” according to the nursing notes, again suggesting excessive doses. But she was
dying. | doubt the opioids made any significant difference.

BJC/79

Smith,
Horace
Reuban

N

In GWMH for less than 24 hours. Admitted to Haslar with alcoholic pancreatitis, in association
with alcoholic liver disease and COPD. Became acutely unwell the first night he was in GWMH
with severe abdaminal pain. By the following moming it was clear he had an acuts abxdomen,
which was painful, distended and rigid and he was transferred straight back to B3, Haslar. He
died 6 days later, presumably in Haslar.

His drug treatment in GWMH included a single dose of pethidine 50mg IM for the acute
abdominal pain. This is entirely appropriate medication in the circumstances and would not have
influenced his death 6 days later in any way | could see. ,

1A
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From Haslar notes: recurrence of pancreatitis, complicated by popliteal embolus requiring
embolectomy, respiratory failure and mild renat failure. Maximally managed, including finally
intubation and ventilation in 1TU but respiratory failure abruptly worsened and he arrested, and
did not respond to CPR. Morphine and midazolam were appropriately and routinely used te
sedate him while he was intubated and ventilated.

BJC/60

Stanford,
Dorothy

N4gg,

Dense hemiplegia with NG tube feeding. Had been pyrexial with scattered creps for several days
before transfer. Described as “very poorly” on armival at GWMH. With agreement of daughter
decided to stop tube feeding, and not to give antibiotics (aithough she had had antibictics in
QAH). Also commented “needs analgesia® buk with no indication of pain, or reason to give
painkillers. Had not previously been on analgesia. Unable to take anything by mouth. S/D
containing diamerphine 40mg with hyoscine and midazolam set up an 25/11; patient died aon
27/11/93. | am sure this lady’s pragnosis was very poor, particularly if NG feeding had been
continued. She was likely to have died of aspiration pneumeonia pretty soon. Butf can see no
reason at all for her to have been given diamorphine by SC infusion, and certainly notin a
starting dose of 40mg.

JR/Q4

Stevens,
Jean

N33

These are the Haslar notes which include the final admission, They reveal a more major pain
problem than had been apparent fram the GWMH notes. She had multiple episcdes of surgery
for diverticular disease, complicated by anastomotic leak and abscesses, then anastomotic
stricture. She was left with chronic pain in the LIF for which she took codydramol (although she
had been advised to use diclofenac instead in view of the constipating nature of codydramal).
She had been referred to the Pain Clinic in March 1989, but was not seen before she had her
final stroke. During her Haslar admission following the stroke and M|, she took regular
codydramol and PRN doses of diamorphine 5mg SC (I think 2.5mg would have been more
appropriate, given her background medication). But seems never to have taken more than 2
doses in 24 hours and on several days to have taken none at all. So | stand by the original
conciusion that the regular opioid prescribed in GWMH was inappropriate and unnecessary, and
may have hastened her death, although her prognosis was already very poor. | note there may
also have been some confusion about the purpose of going to GWMH. Dr Lord’s assessment
tetter refers to a "slow stream stroke care” bed, but the transfer lefter in the Haslar notes refers to

1A
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“going for rehab” — which was not in fact what was being offered but may have been the words
used to the family.
BJC/61 Willis, Highly dependent following left hemiparesis. PEG fed. In NHS continuing care since 1997, 2A
Norman NIDDM. Autumn 1898 developed bullous pemphigoid, which worsened despite topical steroids
and became superinfected with MRSA. Lesions all over his body. Very itchy. Needed oral
PR T prednisclore in moderate doses {20-40mg/day) which could not be reduced below 20mg without

relapse. Severa itch. Distressed by lesions. Had pre-existing pain, certainly in R hipand L
shoulder, ona reference also to L thalamic pain. On long term MST and amitriptyline. MST
remained very low dose, 10mg BD then 20mg 8D, for more than a year. Dose steadily increased
with worsening of the pemphigaid, but still stepwise- 50mg BD then 60mg 8D then 80mg BD
then 100mg BD. PRN Cramorph dose was anly 10mg — not appropriate for the MST. Tried a
fentanyl patch briefly, but he picked it off. Lot of chopping and changing — MST to S/D to fentanyl
to MST and finally back to S/D — seem not to have thought of using PEG for oramorph
throughout. Finally felt to need large doses of midazalam to quell the distress of the itch and
blisters, and calm his terror as death approached — noted several times to be agitated and
frightened. Also episodes of severe pain — not clear which one but carbamazepine started so
may have been thalamic. Both times he went on to S/D the conversion was over-generous —
October from MST 50mg BD to diamorphine 80mg (=MST 120mg BD) and February 89 from
MST 100mg BD to diamorphine 100mg (=MST 150mg BD). Diamarphine then rapidly escalated,
finally to 400mg/day. But he was agitated and distressed. Motive seems solely to keep him
comfortable. Felt to be unavoidably dying.
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Ms. Ann Alexander

Senior Partner Py
Alexander Harris Code A T
Ashley House 23,2 .- )

Ashley Road
Altringham 17" June 2004 s
Cheshire, WA14 2DW !

Dear Ms. Alexander

I no longer wish to be on your client list and represented by Alexander Harris in respect of
the Police investigations - Gosport War Memorial Hospital.

Asyou are aware | have been involved in this matter (with the police ) since October 1998. |
thought when 1 joined your client list in 2002 that | could let my solicitor take the strain,
ask questions, write letters etc but in the event the lack of communication and ineffective
action has added to the stress. Telephone messages are ignored, questions remain
unanswered, your secretary and / or assistant never have any answers or are unaware of
what is going on. Perhaps they have not been briefed. You are too busy to take calls or
respond to messages. | enclose a copy of a letter from you dated May 2003 shortly before
you went on holiday and | am still awaiting the letter you promised to write on your return
approx 9" June 2003.

} am in contact with various organisations, The Office of Constitutional Affairs, The Law
Society, the IPCC, HMIC etc. | can find no advantage to being your client and have given
notice to the Police of this action.

Whilst | appreciate your interest in my case has caused no financial loss apart from having
to travel to Gosport for group meetings arranged by yourself, | do not wish my case to be
associated with your publicity, which is to your advantage and not mine.

| regret that this action is necessary.

Yours sincerely

Code A

Mrs. G.M Mackenzie
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Code A solicitors

Our ref:
Your ref: AA/LS/32099/1/9929

Please ask for:

Dircet dial C o) d e A

FIRST CLASS
Mrs G McKenzie

Code A

27 May 2003
(Dictated 24/5/03)

Dear Gill

Gesport

| am aware that you have left a lengthy message on my telephone answering machine at the office

which | have asked|

Limmimame,

will be back within the next two weeks, | shall not actually be back in the Altrincham office and
working fully until o™ June. | shall then respond in detail to the message you have left in writing. |

trust that will be in order.

Yours sincerely

Code A |

ANN ALEXANDER
‘e SENIOR PARTNER
ALEXANDER HARRIS

Code A "

Handlin:g with care -
Alexander Harris, Ashley House, Ashley Road. Altrincham. Cheshire WALI4 2DW Tel: +44(0)161 925 5555
Fax: +44(0)161 925 5500 DX 19866 Alrrincham 1| E-mail: info@alexanderharris.co.uk Website: www.alexanderharris.co.uk.

Offices also in Central London and the West Midlands
ners: David N Marris LLB. Ann Alexander LL.B (Hons) M.B.A. {Managing Partner). Lesley Herbertson M.A. (Cantab). Nicola Castle LL.B {Mons) LLM. Richard Follis LL.B {Hons), Jenny Kennedy.
Lindsay Wise B.A (Hons). Grainne Barton LLB (Hons). Richard Bars; Christian Beadell LLB {Hons). Auriana Griffiths LL.B (Hons), Warren Collins LL.B (Hons), Rosie Houghton LL.B {Hons),
Yec Fon Sit LLB (Hons). Lesley A. Casey LLB (Mons)

Winner "Best Website 2003" www.alexanderharris.co.uk

Alexander Harris is a franchised firm and a member of the Community Legal Service. Regulated by The Law Sociery.



30th June 2003

Dear Keith

HER RALJESTY'S INSPECTORATE oF
@@M&FM’HMM" BRERET

1. The"N_atwnaI Pollelng,o_lan sets out the government’s commitment to

im'Ero'ving;oolice,perfofmance, reducing crime and anti-social behaviour, and to
increasing public réasstirance. : _ N
2. Oneof the erjtl'e'él'soec:ess factors in meeting these goals.is an effective
inspection regime, and.in this Her Majesty's Inspectorate of Constabulary
(HMIC) has a key role-to play,

3. The.role, and-independence, of HMIC is set-down in legislation, principally
the Police Act:1996. Within this context, | now wish to set out my
expectations of the inspectorate in supporting the implementation of the

National Policing Plan.
DPERATIONAL FRAMEWORK
4. HMIC's stated: purpose is:

w To promote, and report on, the efficiency and effectiveness of policing in
England Wiles and:Northern-Ireland through- inspection of police
organlsatlons an’_: functions:to ensure: -agreed standards are achieved and

mdintained; .goodspractlce is spread; and performance is improved.
w To provide advice and support to'the Home Secretary and tripartite partners.

5. We have agreed that you will adopt a framework for future inspections that
is based upon the comprehensive assessment of performance and | weicome
the focus within that framework upon: performance against targets; leadership
and corporate governance; and partnership and community engagement. The
first of these new inspections, to take place this summer, wili constitute a
"baseline assessment” against which a force's progress will be monitored in

future years,
REMIT

. Within this framework, the primary goal of HMIC's inspection regime should
be to support the strategic priorities of delivering improved performance and
greater public reassurance with particular emphasis upon:

& The Home Office's Public Service Agreements;
«+ The four key priorities outlined within the National Policing Plan;

The milestones set out in the National Policing Plan;

’

GMC101104-0051

= Achieving greater convergence between the best and worst performing

forces and BCUs; and

& The-implementation and further development of the police reform
larly the'work on getting the best leaders into the. most

programme - pamcu
demandlng roles wnthm the service,

7. HMIC is already working closely with the Police Standards Unit ~ work
whlch we expect will deveiop and strengthen and other Home QOffice units to
support the lmplementatlon of the reform programme and the development of
the: Pollcung Performance Assessment Framework (PPAF). The latter, together
with the. annual rlsk assessment process, will inform HMIC's tailored three- -year

inspection programme and, where appropriate, trigger inspections.

8. | am aware that one of the products of this year's assessment will be a
progress teport on performance and reform issues within each force and | fook
forward to receipt of these reports. | welcome the trend of recent reports
which the"lnspectorate-hos set out, in unambiguous terms, those areas

requiring improvement.

8. | also welcome in particular the developing activity with the Police
Standards Unit, other HomeAOVfﬁee units, and key stakeholders in engaging
collaboratively with poorer performing-and failing forces and BCUs, and look
forward to improved performance outcomes-as a consequence. This work
includes the development of a formal protocof to clarify the process for

'esealatlng HMlC/PSU support and engagement in such circumstances,

including any recommendatlon for formal intervention where appropriate.

HMIC'S WIDER ROLE

2

10. In addition to HMIC's role as an Inspectorate, you also have a central role in:

& The Senior Appointments Panel

w The recently introduced PDR process for chief officers.

11. You have rightly identified that effective partnerships with other
stakeholders in the inspection process will be crucial to the success of much of
your planned work and in particular, | endorse the need for a close working
relationship with sister Inspectorates within the Criminal justice System. This
has set an important precedent and | hope to see further developments in this

area.

Best wishes

DAVID BLUNKETT
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RECEIVED
- 0 5 MAY 2004

Our ref Code A |

Your ref;

Code A ' solicitors

Please ask for: !

osa” | Code A |

FAO! Code A i
Police Headquarters

West Hill

Winchester

Hampshire

8022 5DB

4 May 2004

. Dear Mr Watts

Further to our recent meeting with Gillian McKenzie and Lesley Richards we have been asked to seek

clarification from you in respect of a number of points.

| would be grateful if you could advise as to precisely what information has been sent to the experts
and if you have chosen not to send any information, what this information is and why have you
decided not to send it. In particular, please-can you let me know the details of the medical records

that have been sent, including the dates covered and from which institutions.

Also, | have noted that both Mrs McKenzie and Mrs Richards are becoming increasingly more
stressed with the length of time it is taking for information regarding their case to be given to them and
‘ any reassurance you can provide as to when they may receive some more substantive information as

to progress would be appreciated.
| look forward to hearing from you.

Yours sincerely

Code A |

ANN ALEXANDER
SENJOR PARTNER
ALEXANDER HARRIS

i Code A i

Handling with cere
. Alexander Harris, Ashley House, Ashley Road, Altrincham, Cheshire WAI4 2DW Tel: +44(0)161 925 5555
Fax: +44(0)161 925 5500 DX 19866 Altrincham | E-mail: info@alexanderharris.co.uk Website: www.alexanderharris.co.uk.

Offices also in Central London and the West Midlands
-Partners: David N Harris LL.B, Ann Alexander LL.B (Hons) M.B.A. (Managing Partner). Lesley Herbertson M.A. (Cantab). Nicola Castle LL.B (Hons) LLM,
Richard Follis LL.B (iHons), Lindsay Wise B.A (Hons), Richard Barr, Christian Beadell LL.B (Hons), Auriana Griffiths LL.B (Hons), Warren Collins LLB {Hons),
Rosie Houghton LLB (Hons), Yee Fon Sit LL.B (Hons), Lestey A. Casey LLB (Hons)

xanderharris.co.uk Alexander Harris is a franchised firm and a member of the Community Legal Service. Regulated
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ACTIONS FOR
OPERATION ROCHESTER
ELSIE LAVENDER

Elsie LAVENDER

TST Doctor BARTON re her entry on page 9 of the medical notes.

Clarify with Doctor BARTON the date of death and also what ﬁr n%
diagnosis is written in the top right corner of the page. What '
involvement did Doctor BARTON have in the care and treatment of

Elsie LAVENDER.

TST Doctor J.C TANDY, Consultant Physician in Geriatrics at QA .
Hospital, Cosham. Doctor TANDY is the author of a letter as at page i W79
11 and 13 of the medical notes. Clarify with Doctor TANDY what his
involvement with the patient Elsie LAVENDER was. Ascertain in

layman’s terms what the content of the letter means.

TST Doctor E.J PETERS, The Surgery, 149 Forton Road, Gosport.
Doctor PETERS was the GP of Elsic LAVENDER. Ascertain from #1013
Doctor PETERS was his involvement and knowledge of Elsie ,

LAVENDER was.

(‘

TST Sister S JOYNES, Daedalus Ward. Sister JOYNES is mentioned
in the letter as at page 13, clarify with Sister JOYNES what her MWL,
involvement was with the care and treatment of Elsie LAVENDER.

TST Surgeon Commander TAYLOR, RNH Haslar. Ascertain from
Commander TAYLOR what his involvement in the care and treatment A N1
of Elsie LAVENDER was.

TST Doctor BARTON regarding her entries in the medical notes on

page 85, dated 22" February, 23" February, 26™ February, 5™ March

and 6" March 1996. Clarify with Doctor BARTON what her A\\‘] <
involvement with the patient was. What care plan was to be followed

and what diagnosis had been made. Clarify with Doctor BARTON

what the entries state.

TI author of note at the foot of page 85 of the medical notes dated 6™

March 1996, timed at 21:28. Note continues overleaf at page 87 and is

signed by an RGN. Clarify with the Nurse that this if the verification A\\_H
of the death of Mrs LAVENDER. Ascertain whether or not it was ‘
standard practice for Nurses to verify death and sign the medical notes.

T1 author of note on page 87, reads ‘death verified by (C.J
MARIJORAM). Ascertain who this Nurse is and what is meant by this

entry in the medical notes. Mo
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Action 9 TST Staff Nurse RIGG, RGN, regarding her entries on the medical ,
notes at pages 91 and 93, Nursing Referral Form. Clarify with the % N
author of the note what is being recorded. Ascertain whether or not
this Nurse was the named Nurse Mrs LAVENDERS care. Clarify with
her what involvement she had in the care and treatment of Elise

LAVENDER.

Action 10 TST Staff Nurse Y ASTRIDGE. She is recorded as the named Nurse
for Elsie LAVENDER on page 95. Clarify with Staff Nurse ﬂ-—\\f{z ‘
ASTRIDGE what her involvement with Elsie LAVENDER was. What
she knew of the treatment of Elsie LAVENDER and whether or not
she was involvement in the administration of any drugs for Mrs

LAVENDER.

Action 11 TST author of entry on page 97 of records, dated 27" February 1996,
commencing ‘analgesia administered’. Clarify with the author what
drugs had been administered to address Mrs LAVENDER’S pain at f[’\ JASC
that time and how effective it had been. Clarify with the author what
involvement she’d had with Mrs LAVENDER.

Action 12 Cross refer action 11. TI author of note on page 97 of notes dated 28"
February 1996. Ascertain from the author what pain relieving drugs A; (& <
Mrs LAVENDER had had at that point to relief her pain.

Action 13 TI author of note on page 97 dated 29™ February 1996 believed -
C TAYLOR. Clarify with the author what involvement he or she had p
had with Elsie LAVENDER. Ascertain why it had been recorded that A RN
Mrs LAVENDER was able to move arms for washing and dressing.
Query is this because her pain had been relieved.

Action 14 TI author of entry on page 97 of notes dated 1% March 1996 reads, '
‘complaining of pain in shoulders on movement’. Believed author p\ \\C\/ L,
M COUCH. Ascertain from the author why this was recorded and
what care was given to Mrs LAVENDER in order to relieve the pain

that she was suffering.

Action 15 TST Staff Nurse ASTRIDGE regarding her entry in the notes at page
97 dated 2™ March 1996 reads, ‘slight pain in shoulders when moved’. b‘l\‘ﬂ
Clarify with the author why this was written and equally ascertain why *
there are two signatures for this simple entry, Y ASTRIDGE and

JMOSS.

Action 16 TST Staff Nurse J MOSS regarding entry in medical notes on page 97
dated 2" March 1996 what involvement did Staff Nurse MOSS have ;& W

with the patient Elsie LAVENDER.

Action 17 TST Staff Nurse C TAYLOR or C TYLER regarding entry in medical
notes on 3™ March 1996. Entry appears to be dated 3™ March 1996
and is dittoed from the line above. Explain why this process was A ‘\'t\cég‘& ,
followed. ‘
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Action 21
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Action 23
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TI author of note on page 97 dated 4™ March 1996, commences ‘seen

by physio’. Clarify with the author what has been recorded. Ascertain , ,
why the entry analgesia increased has been added. Did this refer to P Wey:
increase in Mrs LAVENDERS pain or an increase in the drugs, if so

clarify how this was dealt with or addressed.

TST Staff Nurse M COUCHMAN regarding her entry in the medical

notes at page 97 dated 5™ March 1996, commences ‘pain uncontrolled

patient distressed’. Clarify with Staff Nurse COUCHMAN why Mrs ;A N\
LAVENDER was put on a syringe driver. What was the content of

that syringe driver. Had COUCHMAN received training in the

administration of drugs via a syringe driver.

TST Staff Nurse W EDGAR regarding entry in medical notes on page

97 dated 6™ March 1996, commences ‘pain well controlled’. Clarify

what this entry says and try and ascertain the time of this entry on this ey,
particular day. Ask Staff Nurse EDGAR if the pain was well controlled "
why a further syringe driver was renewed at 09:45. Secondly, clarify

with EDGAR what training she’d received in the administration of

drugs by way of syringe driver.

TST Doctor BLACK, Medical Expert, regarding entries in medical

notes on page 85 and prescription sheet page 141. Question why

would a Doctor on the 26™ of February prescribe SC analgesia if ;\’ nae
necessary and write up diamorphine 80 to 160 mg and yet not ' '
administer it and then make a second entry on the 5™ March 1996

stating, ‘therefore start SC analgesia’ and write out a separate

prescription on page 137 for diamorphine 100 to 200 mg. (Flag for

attention of DS GROCOTT).

TST Staff Nurse Y ASTRIDGE regarding page 99 of the medical

notes. She has started the nursing care plan with regards to restricted

mobility on the 22™ February 1996. Can she account for all of the A NG
entries on the page meaning that bed rest was maintained as a result of +
directions for physiotherapist or does each individual Nurse have to be

seen to explain this. This is also the case for page 101 of the notes.

TST Staff Nurse ASTRIDGE regarding entries in the medical notes at

pages 103 and 105, 107, 109, these relate to Mrs LAVENDER’S

ability to care for hygiene and treatment of leg ulcers on the right leg F‘L hes -
and dry skin. Ascertain from Staff Nurse ASTRIDGE what care plan ' "
was to be followed in respect of these incidents and how members of

staff would interact with Mrs LAVENDER on a dally basis and record

this in the notes.
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TST Staff Nurse ASTRIDGE regarding entries in the medical notes at
page 111 and 113. This revolves around the insertion and cleaning of

-the urinary catheter. Ascertain from Staff Nurse ASTRIDGE what A | \clf/; ,

care plan was followed. Equally clarify with Staff Nurse ASTRIDGE
what the process regarding the catheter was likely to be.

TST Staff Nurse ASTRIDGE regarding entries on page 115 and 117 of

the medical notes regarding the care plan in respect of a red and broken

sacrum. Clarify with Staff Nurse ASTRIDGE what treatment and AneaT
procedures were to be followed in resolving this care plan. From

reading the entries on page 115 and 117 can she clarify what treatment

was given to Mrs LAVENDER.

TST Staff Nurse Yvonne ASTRIDGE regarding entries on page 119 of

the medical notes this regards a care plan surrounding an issue of .
constipation due to medical problems. Clarify with Staff Nurse fﬂf N4y
ASTRIDGE how this care plan was to be administered and what the '
entries in the medical notes relate to.

TI the author of page 121 of the medical notes possibly Staff Nurse

Yvonne ASTRIDGE. This is a nursing care plan which states, ’i a\? ‘«’-}i
‘requires assistance to settle for the night’. Ascertain from author

whether this page is linked to page 123 of the medical notes.

TI author of entry on page 123 of medical notes dated 22" of February

1996, commences ‘settled and slept well’. Clarify what the entry says. A ey -
Where the entry states analgesia given cross refer this to the

prescription sheet to identify specifically what was administered.

TI the author of the entry on page 123 of the medical notes dated 23™

February 1996 commences, ‘analgesia given before settling’. Clarify A“\“ELCJ! )
with the author that DF 118 is in fact dihydrocodeine and cross refer

when the tablets were given to the prescription sheet on page 141 of

the notes.

TI the author of the entry on page 123 of the notes dated 24™ February N
1996. Clarify what the entry states. A0

TST Staff Nurse DOLAN believed author of entry on page 123 on the
25™ February 1996. Clarify with the Nurse what the entries meant to A\ Y
say as there appears to be nothing on the records bar a signature. o

TI the author of the entry on page 123 of the notes dated 26™ February

and 27™ February 1996 believed nursed on alternate sides. Clarify

with the author what this mean and what was the purpose of the entry. f} 2.0 -
Secondly, why there is no entry on the 27" February, just a signature £

and a date.

TST Staff Nurse M MARTIN regarding her signature on page 123 of
the medical notes for the date 28™ February and 29" February 1996. hin "
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She’s put a date for both and signed for both but put no entry. What is
this meant to reflect.

I the author of the entry on page 123 of the notes dated 1* March S e e

1996 commences, ‘refused medication at 22:00 hours’. Clarify with
the author what medication specifically was refused and what the
author can remember of Mrs LAVENDER’S condition.

TI the author of the entry on page 123 of the notes dated 2™ March

1996 believed commences, ‘took medication well’. Clarify with the b V2.0
author what was written and what was meant by the phrase ‘took
medication well’.
TST Doctor BARTON regarding her entry on page 127 of the medical -
b e

notes prescription sheet and prescribing hyoscine on 5™ March 1996.
Why was this prescribed but never administered.

Research with Doctor BLACK and WILCOCK the procedure whereby
Doctors can prescribe medicines and yet these medicines are never A\264/ 120

administered. What would be the purpose of this prescription in the
first place.

TI the author of entry on page 131 of the medical notes dated 23™ Ay
February 1996 believed Staff Nurse JONES. Query what this entry ~ °
says and what it refers to.

TI the author of the entries on page 133 of the medical notes dated 5™
March 1996. Clarify with the author the following:- }‘Y 2\

1. Why are these entries on a separate sheet and not following on
from the entries on page 131 of the notes.

2. Why was oramorph administered to Mrs LAVENDER. Where is
this reflected on the prescription sheet or the medical records.

3. Why on the first entry does it say ‘all times’ next to oramorph.

4. What do all the other entries refer to in respect of these medical
notes. '

TST Doctor BARTON regarding her entry on page 135 of the medical \ :
notes regarding her prescription of what is believed ferris sulphate. P‘ s

Research with Doctor BLACK why ferris sulphate would be
prescribed to Mrs LAVENDER. Would Doctor BLACK expect to see

entries in the prescription sheets for the administration of this drug as -
is indicated here. ' A Vg
TST Doctor BLACK, Medical Expert regarding the prescription and
administration of all drugs in relation to the case of Elsie LAVENDER. 5 ¢ e
WA
et



Action 43

Action 44

Action 45

Action 46

Action 47

Action 48

Action 49

Action 50

Action 51
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In the absence of any Consultant overseeing Mrs LAVENDER’S case
was the prescription of all these drugs appropriate in the
circumstances.

- TI the author of signatures on page 137 of the medical notes in.relation

to the administration of diamorphine and midazalam on 5™ March P RAYS
1996. Identify who admiinistered these drugs and whether or not they
had received any training in the use of syringe drivers.

TST Staff Nurse Yvonne ASTRIDGE believed to be the author of

entries on page 137 of the medical notes administering diamorphine

and midazalam to Mrs LAVENDER on 6" March 1996. Clarify with ﬂ "7
her what time these drugs were administered. What training she had ‘
received in the use of syringe drivers. -

TST Doctor BLACK, Medical Expert regarding the drug and

prescription charts have been completed for pages 139, 141, 143, 145 NPT
of Elsie LAVENDERS medical records. Ascertain from Doctor '

BLACK whether there are any concerns over these records and areas

for the Police to further investigate.

TI author of entry in medical notes at page 51 dated 22" February
1996, timed at 17:00. Ascertain from the author what has been written Q B G
and what is meant by this entry. (Possibly Staff Nurse ASTRIDGE). (

TT author of entry in medical notes at page 151 dated 23™ February
1996, timed at 11:00. Ascertain from the author what this entry is and p Ve
what it means. Cross refer with Action 46. -

TI author of note on page 151 of medical records, timed at 17:20 hours
believed author (Staff Nurse S.A JONES). Entry commences,
‘pathology phoned platelets 36’7 Ascertain from the author what this
entry means. Attempt to cross refer the full blood count record with
the Chemical Pathology records held at the rear of the file around
pages 200 to 228.

oz

TST Staff Nurse JONES regarding entry in medical records on page

151 dated 24™ February 1996, commencing, ‘Pain not controlled

properly by DF118’. Clarify with Staff Nurse JONES how she knew

that the pain was not being controlled and what action she undertook as PY\ 2.
a result of this observation. Cross refer this entry with any entries by

Doctor BARTON in the medical records or an increase in the

prescription on the prescription charts. How was the pain controlled.

TI the author of entry in medical records at the foot of page 151
commences, ‘Night 24 February 1996 comfortable night’. Clarify }%\'2.."'?«'5 ‘
what has been recorded and what the entry states.

TST Staff Nurse JONES regarding entries-on page 153 of the medical -
notes dated 25" February 1996 and 26" February 1996. In particular ;Qr\ 3‘2‘@?-
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clarify with Staff Nurse JONES at the 14:30 hour entry what is meant
by, ‘Son is happy for us just to make Mrs LAVENDER comfortable
and pain free, syringe driver explained’. Cross refer these entries to
entries by Doctor BARTON in the medical records and also any
particular increases in the drugs on the prescription charts.

Action 52 TI the author of entry on page 153 of the medical notes dated 27" :
February 1996. Reads, ‘bloods taken’. (Possibly Staff Nurse p( 2
ASTRIDGE). Clarify with the author what this entry means. o
Ascertain why bloods were taken. Who authorised this blood to be
taken. Is this done by the Nurse or by a Doctor. What are the
circumstances that surround this entry.

Action 53 TST believed Staff Nurse M COUCHMAN, regarding entry on
medical notes page 153 dated 29™ February 1996. Clarify what the
entry says and what it means, in particular where the entry states P(‘"E-"—" L
‘ Doctor BARTON contacted ordered 10 units of what? Cross refer this
entry to entries in medical records, or increases in prescription or drug
charts.

Action 54 TI author of entry in medical notes at page 153 dated 4™ March 1996,
commencing, ‘Patient complaining of pain’. Clarify with the author
what this entry states and what it means. Where the entry reads,
‘Having extra analgesia PRN’. Whose decision and authority was this
made upon, as there does not appear to be any entry in the medical /) \
notes to this effect. Clarify where Doctor BARTON has made entries ¢
in the medical records or the drugs prescription charts to reflect this
entry in the Nursing Notes. Lastly, ‘Tablets dose increased to 30mg is
dated on the 4™ of March 1996°. Cross refer to page 133 of the
prescription sheet. It appears that this is not increased until the 5™
March 1995. Have the author clarify any inconsistencies.

+J
i»s
)

Action 55 TST believed Staff Nurse COUCHMAN regarding entries in the
' medical records on page 153, dated 5" March 1996, commences,
‘patients pain uncontrolled very poor night’. Clarify with the author
what this entry means. Ascertain whether this was the start of the first
syringe driver administration. Ascertain from the author of the record
on whose authority the syringe driver was commenced and cross refer
this to entries on the medical records at page 85. ‘

sz?(

Action 56 TI author of entry on medical notes on page 155 dated 6™ March 1996,
commences, ‘Seen by a Doctor BARTON’. Clarify with the author ﬁ bt—w&ﬁ
what this entry means. Entry appears to be incomplete as the last line 7
says, ‘discontinued as patient unable’. Clarify this issue with the

author.

Action 57 TI the author of entry in medical records at page 155, timed at 21:28.
Cross refer this action with action 7 and page 87 of the medical

records. - Clarify with-the author what the purpose of this entry was. ﬁ 5o ,



GMC101104-0061

Action 58 TST Doctor LORD, Consultant in Charge of Elsie LAVENDER.
Ascertain from Doctor LORD what her involvement with the patient
Elsie LAVENDER was. Mrs LAVENDER having been admitted to ,[:: 1%
Gosport War Memorial from Ward A4 at Haslar.

Action 59 TST Staff Nurse ASTRIDGE in her capacity as the named Nurse for
' Elsie LAVENDER. Discuss with Staff Nurse ASTRIDGE the
implications of the readings on pages 167, 169, 171, 173 of the A—{’L’S 2.
medical records. What do these charts refer to and what is the
interpretation of the results.

Action 60 TST Doctor LORD as the Consultant in charge of the patient Elsie
' LAVENDER. Discuss with Doctor LORD what the Chemical
Pathology results as at page 189 represent. What action would Doctor
LORD expect to be taken upon having read and interpreted these
results.

A et

Action 61 TST Doctor Jane BARTON regarding the results from the Chemical
Pathology Department on page 189 of the medical records. Clarify Bane b
that Doctor BARTONS signature appears on the page bottom right. o "
‘What action would Doctor BARTON take on reading and interpreting

these results.
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Mr. J. James

{Detective Superintendent)
Hampshire Constabulary
Major Incident Complex

‘Kingston Crescent

North End
Portsmouth
P02 8BU

Mrs. A. Reeves

Code A

Dear Mr. James
Ref: Gosport War Memorial Hospital

Thank you for your letter dated 15" Nov 2001 following my telephone call to you regarding‘my mother’s
care at the GWM. As you are aware I told you at the time that I would be going abroad, I have now

returned.

I contacted Julie Millar as you had said in your letter that she had asked you to write to me. However, she
told me that she did not know of any conversation she had with you regarding my case but she would be
happy to hear my comments.

I would like to point out that having since been in touch with Julie Millar at CHI and given her my
correspondence she informed me that they are only there to introduce changes. What I ask of the Police is
for them to investigate the terrible misdoing that led to our mother’s death. I understood from your letter
that investigations were going on and still are but I did not think that they included what happened to our
mother because you have never asked for her medical records.

Yours sincerely

cc. Mr. R, Kernaghan
(Chief Constable)

GMC101104-0063
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% g; HAMPSHIRE CONSTABULARY
TN w
%TAB\S\’
Paul R. Kernaghan QPM LL.B MA DPM MCIPD Fareham Police Station
Chief Constable Quay Street
Fareham
Hampshire
P016 ONA
Our Ref.  Op Rochester Tel. 08450454545
Fax. 023 92891663
Your Ref.

6™ August 2004
Mrs G Mackenzie

Code A

Dear Mrs Mackenzie

Re: Operation Rochester

May I confirm that following recent discussions with the Legal Medico Lawyer
retained to this investigation 1 have asked that your sister Lesley RICHARDS be
statemented in respect of issues previously raised by yourself, particularly the
alleged lack of bruising to your mothers body prior to death, acceptance of the
death certificate and the issue of whether or not your mother was suffering
Bronchopneumonia immediately prior to death.

I am meeting with our retained Lawyer next week to discuss the categorisation of
your mother’s case.

As soon as I am in a position to indicate the likely course of the investigation into
your mothers death I will let you know.

In the interim may I ask you to refrain from making regular contact with various
members of the investigation team who are actively pursuing the investigation and
who will not have detailed knowledge of your particular case.

As previously indicated in my telephone conversation with you of the 13th July

2004 any contact you make with this investigation should be made through the
dedicated Family Liaison Officer Kathryn Robinson.

Continued/.........
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-0 -

I will be asking all staff to refer you to Kate in the future to ensure that. you
receive consistency of response.

Yours Sincerely.

David WILLIAMS,
Detective Superintendent.
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PORTSMOUTH AND SOUTH EAST HAMPSHIRE HEALTH AUTHORITY

JOB DESCRIPTION FOR THE POST OF CLINICAL ASSISTANT

LOCATION

ACCOUNTABLE TO: -

LIAISES WITH:-
JOB SUMMARY

4
DUTIES 1..

TO THE GERIATRIC DIVISION IN GOSPORT

GOSPORT WAR MEMORIAL HOSPITAL 11 PATIENTS
NORTHCOTT ANNEXE 12 PATIENTS
REDCLYFFE ANNEXE 23 PATIENTS

CONSULTANT PHYSICIANS IN GERIATRIC MEDICINE

INTERNAL CONSULTANT PHYSICIANS IN GERIATRIC MEDICINE
LOCAL MANAGER FAREHAM/GOSPORT
HOSPITAL/PREMISES MANAGER GOSPORT
WARD SISTERS
MEDICAL, RECORDS DEPARTMENT
HEADS OF PARAMEDICAL SERVICES:

PHARMACY
DIETICIANS

EXTERNAL GENERAL PRACTITIONERS
SCCIAL SERVICES
VOLUNTARY SERVICE ORGANISATIONS

This is a new post of 5 Sessions a week worked flexibly
to provide a 24 hour Medical Cover to the Long Stay
patients in Gosport. The patients are slow stream
or slow stream rehabilitation, but holiday relisf and
shared care patients are admitted. An important aspect
of this role is for the postholder to be seen not only
as a medical adviser but as a friend and counsellor

to patients, relatives and staff.

All Consultant Physicians in Geriatric Medicine have
an equal right of Admission, but at present the beds
in Gosport are under the control of Dr Wilkins and

Dr Grunstein.

To visit the Units on a regular basis and to be available
"On Call” as niecessary.

To ensure that all new patients are seen pramptly after
Admission.

To be responsible for the day to day Medical Manage-
ment of the patients.

To be responsible for the writing up of the initial
case notes and to ensure that follow up nates are kept

up to-date and reviewed regularly.

To ccmple‘te, upon discharge, the Discharge Sumary
and HRM 60.

To ensure the prompt preparation of death certificates
and for cremation certificates where appropriate.

To take part in the weekly Consultant rounds.



" 10.

11.

12.

13.

GMC101104-0069

To prescribe, as required, drugs for the pétients under the care of
the Consultant Physicians in Geriatiric Medicine.

To participate wherever possible in multi-disciplinary case conflerences
and discussions related to the patients in the Unit.

To provide clinical advice and professional support to other Members

of the Caring Team.

To identify opportunities to improve services so that a high level

of care can be provided within the resources available.

To be available when required to advise and counsel relatives.

To be responsible for 1liaison with the General Practitioners with

whom the patient is registered, and with other Clinicians and Agencies

as necessary.

There may be a possibility that the sessions can be split between
two separate General Practitioners, ideally from the same Practice.
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Portsmouth HealthCare
NHS Trust

Department of Medicine for Elderly People
Queen Alexandra Hospital

Cosham
) ) Portsmouth
Detective Superintendent John James Hants
Major Incident Room PO6 3LY
Hampshire Constabulary Tel 023 9228 6000
Kingston Crescent Fax 023 9220 0381
Portsmouth
08 March 2002
RIR/cmp

( . Dear Superintendent James

Further to you letter of 5" February 2002, to Mr Millett regarding Police enquiries at Gosport
War Memorial Hospital and our subsequent discussion, we are considering within the Trust
what further appropriate action we need to take as the employer of the staff named in the three
reports commissioned by the Police.

In the course of this we have identified several inaccuracies in the text of one of the reports
(that from Professor Ford). I am quite sure that these are to do with a misreading of the draft
when finally being typed up, but given that the GMC and UKCC, along with ourselves, are
considering individual staff on the basis of these reports, I felt that I should write highlighting
the points so that they can be corrected:

% Page 17, paragraph 3.13, fourth sentence
. This reads “poor assessment by Dr. Lord”

-
However in view of the subsequent sentence (which reads that “the assessment by Dr

Lord was thorough and competent”) and of the context of the patient’s medical notes
(where there is a comprehensive note by Dr Lord but only four lines by Dr Barton), we
assume that this should read “poor assessment by Dr Barton”.

*» Page 21, paragraph 4.1, line seven
This reads “... she is not refusing fluids ...”

The G.P. letter referred to states “... she is now refusing fluids”.

% Page 26, paragraph 5.5

\W\Qah-svr-farm\Elderly\Management\Medical Director\Dr Reid\Letiers\2002\Detective Superintendent John James.doc
www.portsmouth-healthcare.org
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Portsmouth HealthCare m

NHS Trust

This lists the dates of prescriptions as in September, whereas the prescription chart for the
patient shows them as in October.

< Page 27, paragraph 5.9, line one
This reads as “.. deteriorated on 15 September...”

This should read “October”. The patient was admitted on 22 September and was not an in-
patient on 15 September.

In paragraph 5.9 there is a reference to Mr Wilson having been seen by the “on-call Doctor”.
The on-call Doctor concerned was Dr A C Knapnan.

(. % Page 34, paragraph 6.16, final sentence

This reads “... was likely to have resulted could have resulted...”

We assume that only one of these statements is meant to be there.

Yours sincerely

Code A

Dr RT Reid
Medical Director

O ce: GMC ..
UKCC
CHI

\Qah-svr-farm\Elderly\Management\Medical Director\Dr Reid\Letters\2002\Detective Superintendent John James.doc
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BIC/T1

Action 1

Action 2

Action 3

Action 4

Action 5

Action 6

Action 7

Action 8

OPERATION ROCHESTER
ACTIONS
FOR
LESLIE PITTOCK

Leslie PITTOCK

TI Doctor Vicky BANKS, Consultant in Old Age Psychiatry,
Mulberry A Ward, Gosport War Memorial Hospital. Ascertain
from Doctor BANKS the care and treatment that was provided
to Mr PITTOCK at the end of 1995 and the beginning of
January 1996 in respect of his case. Ascertain from the Doctor
what her involvement with Mr PITTOCK was.

TST Doctor Vicky BANKS, Gosport War Memorial Hospital,

regarding a letter she received on 8" January 1996 in respect of-

Mr PITTOCK. Have Doctor BANKS explain plain language
what the content of the letter means.

TI Doctor ASBRIDGE regarding his or her involvement with
the patient Leslie PITTOCK in January 1996, as per the letter
on page 5 of the microfilm notes of Leslie PITTOCK.

TST Sister HAMBLIN, Dryad Ward, Gosport War Memorial
Hospital, regarding her involvement with the patient Leslie
PITTOCK in January 1996 as per the letter at page 5 of the
medical notes, (microfilm).

TST Doctor A LORD, Consultant Physician in Geriatrics,
Gosport War Memorial Hospital. Doctor LORD was the author
of a letter as at page 5 of the medical notes, (microfilm).

Clarify with Doctor LORD what her involvement with the
patient Leslie PITFOCK was. What her diagnosis was and
what care plan was put forward in respect of his treatment.

TST Doctor Jane BARTON re prescribing Leslie PITTOCK
nozinan tablets. This was prescribed on the 18" January 1996,
as per page 6 of the medical notes, (microfilm). What was the
purpose behind the prescription of this drug?

TI expert in Pharmacy to explain what the implications are of
prescribing nozinan to a patient with a condition such as Mr

PITTOCKS.

TST Doctor BRIGG regarding his prescription of the drug
nozinan on 20" Tanuary 1996 as per page 6 of the medical
notes, (microfilm). Ascertain from Doctor BRIGG why 100mg
was prescribed. What the meaning of verbal order is and what
was the purpose of prescribing this drug.

GMC101104-0074



Action 9

Action 10" -

Action 11

Action 12

Action 13

Action 14

Action 15

Action 16

Action 17

Action 18

TST person identified as DOUGLAS who wrote out the
prescription for nozinan in respect of Mr PITTOCK on page 6
of the medical notes, (microfilm). Ascertain with DOUGLAS
the circumstances surrounding this prescription.

TST Doctor Jane BARTON, Gosport War Memorial Hospital
regarding the prescribing of various drugs as contained on page
7 of the medical notes, (microfilm). Ascertain from Doctor
BARTON the prescribing policy for diamorphine, midazalam,
hyocine, halpadrol, nozinan. All of these drugs were prescribed
to the patient Leslie PITTOCK on the same day 17" January

1996.

TST independent medical expert. Ascertain whether the
prescription of all the drugs on page 7 of the medical notes,
(microfilm) was appropriate in the circumstances in respect of
the condition of Leslie PITTOCK.

TST Doctor BRIGGS, regarding his entry in the medical notes
on page 8, (microfilm). Why did Doctor BRIGGS omit the
prescription of halpadrol on 20" J anuary 1996 as stated? What
was the reasoning behind this?

TST Staff Nurse DOUGLAS re her entry on page 8 of the
medical notes, (microfilm). What was the purpose behind this

entry?

TST Doctor BRIGGS regarding the entries in page 7 of the
medical notes, (microfilm). Was Doctor BRIGGS responsible
for suspending the prescription of all the drugs on 20" January
1996 as annotated by the crosses at 15:30, if so why was this?

GMC101104-0075

TST Doctor J.C TANDY, Speciality Elderly Medicine. As per

page 9 of the microfilm medical notes. Ascertain from Doctor
TANDY what his involvement with the patient Lesley
PITTOCK was.

TST Doctor Jane BARTON, re page 9 of the microfilm medical
notes. Clarify that she was the person who signified the date of
death of Mr PITTOCK as the 24" January 1996.

TST Doctor M AZBRIDGE, 2 Gregson Avenue, Bridgemary,
Gosport. Doctor AZBRIDGE was the GP of Lesley PITTOCK.
Ascertain what he knows of Mr PITTOCKS condition.

TST Doctor BANKS, Consultant in charge of Lesley
PITTOCK. Establish with Doctor BANKS what his
involvement with Mr PITTOCK was.



Action 19

Action 20

Action 21

Action 22

Action 23

Action 24

Action 25

Action 26
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icode a!Staff Nurse! Code A ! He was the named Nurse

i

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

involvement was with the care and treatment of Lesley

- PITTOCK.

TST Staff Nurse i Code A :regarding his entries in the

- medical notes at-page 12 of the microfilm, Lesiey PITTOCK.

Establish what is written and what care plan was to be followed
in respect of Lesley PITTOCK.

TST Doctor Jane BARTON, regarding her entries on the notes
of Lesley PITTOCK as at page 13, dated 5% anuary 1996 and
9™ January 1996. Ascertain from Doctor BARTON a) what is
recorded, b) what diagnosis she had made and c) what care plan
she devised for the care of Mr PITTOCK. '

TST Doctor BARTON regarding her entry in the medical notes
at page 13, dated ot January 1996. Clarify the last line of the

this sentence means and why she felt that Mr PITTOCK needed
opiates.

TI author of entry in medical notes on page 13, dated 10™
January 1996, entry reads ‘for TLC and discussed with wife
agrees in view of poor quality TLC’ appears to be initialled JT.
Identify author. Establish what is recorded in the notes.
Establish why this entry was made.

TST Doctor BARTON regarding her entry in the medical notes
at page 15, dated 18th January 1996. Clarify what is written in
the entry. Establish with Doctor BARTON how she knew that
there had been a further deterioration in Mr PITTOCK’S
condition. Where is this reflected in the medical notes.

TI the author of entry in medical notes at page 15, dated 20"
January 1996 commences ‘has been unsettled on haloperidol’
(believed Doctor BRIGGS). Establish with the author what is
written in the notes. Identify how the Doctor knows that Mr
PITTOCK had been unsettled on haloperidol in the syringe
driver. What was the purpose in prescribing nozinan and
doubling the size of the dose in 24 hours. Establish with the
Doctor what verbal order actually means and when this would
have been written up on the medical notes.

* TST Doctor BRIGGS regarding his entry in the medical notes

at page 15 dated 21 January 1996, commences ‘much more
settled’. Establish with Doctor BRIGGS what his involvement
with Mr PITTOCK had been on 21% January 1996. Clarify
what Doctor BRIGGS means by, ‘respiratory rate 6/minutes not



Action 27

Action 28

Action 29

Action 30

Action 31

Action 32
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distressed continue’. What did Doctor BRIGGS mean by the
word ‘continue’.

TST Staff Nurse; Code A Iregarding his or her entry in
the medical notes on page 15 dated 24™ January 1996,
commences ‘death verified at 1:45 a.m.” Establish with Staff

procedure was for verifying the death of patients. Did a Doctor
have to be called. Was there any policy or procedure that
Nurses have to follow in relation to verifying death. Was it
normal practice for Nurses to make entries in the Clinical Notes
as opposed to the Nursing Notes. Was it acceptable for death
to be verified in the presence of a Nursing Auxiliary.

TST Nursing | Code A iregarding her involvement
with the patient Lesley PITTOCK on 24™ January 1996 as at
page 15 of the medical notes. Nursing } Code A  iwas

involvement was with the patient. Establish what they
understood their roles and responsibilities to be whilst working
on the ward at that time.

TST Doctor BANKS, Consultant in Charge of Lesley
PITTOCK. Establish with Doctor BANKS a) what the policy
and procedure was for entries in the Clinical Notes by Doctors
responsible for the care of patients i.e. entries in notes every 3
to 4 days. Was this normal. Was this considered acceptable at
the time. What was the procedure for verifying death of
patients on the Ward and how as this to be recorded. In
particular in the case of Mr PITTOCK a Staff Nurse certifying
death in the presence of a Nursing Auxiliary.

TST Doctor BARTON regarding her entries on the prescription
sheet on page 16 of the medical notes. Establish with Doctor
BARTON what each drug was. What the dose rate was and
what the purpose was for prescribing each individual drug.

TST Doctor BARTON with regards to her prescription of

- arthrotec to Mr PITTOCK as per page 16 of the notes. What

was the purpose behind the prescription of this drug.

TST Doctor BARTON regarding her prescription of oramorph
to Mr PITTOCK on 10™J anuary 1996 as per page 17. What
was the purpose behind prescribing morphine to Mr PITTOCK,
Ascertain why this drug has been prescribed on this date, yet
there is no corresponding entry in the clinical notes to justify its
prescription. :
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Action 37

Action 38

Action 39

Action 40

GMC101104-0078

TI author of signature regarding the administration of oramorph
on page 17 of 49, at 22:00 on the 10" January 1996 (believed

22:00 should correspond to oramorph. If this is correct why is
it written in this way. Establish with the author the reasoning
for administering this drug at this time.

TST Doctor BARTON regarding her entries at the foot of page
17 of the medical notes prescription sheet commencing
‘diamorphine’. Establish why these drugs were written up for
prescription, yet no date was ever entered and it appears that
these drugs were never prescribed. What was the purpose of
writing these entries.

Cross refer with Action 34. (The entries made for Action 34
may be an error). TST Doctor BARTON in respect of
prescribing all the drugs on page 18 of the medical notes.
Ascertain why all these drugs have been prescribed and yet
there appear to be no entries in the Clinical Notes to justify the
prescription.

TI the author of the signature for administering diamorphine on
15"™ January 1996 as per page 18. Ascertain from this person
how the diamorphine was administered to the patient. If by
way of syringe driver, what training had they received and on
what paperwork was the administration of diamorphine
recorded, i.e. there is normally a small graph or chart to show
the flow rate of a syringe driver.

TI the author of the entry in respect of the administration of
diamorphine on 16" January 1996. Ascertain from this person
how the diamorphine was administered. If by way of syringe
driver, what training had they received and on what paperwork
was the administration of diamorphine recorded, i.e. there is
normally a small graph or chart to show the flow rate of a
syringe driver.

TI authors of entries for administering hyoscine as at page 18
of the medical notes for the 15", 16™ and 17%.

Research with medical expert Doctor WILCOX apparent
incidences of double dosing of diamorphine, hyoscine and
midazalam in respect of Lesley PITTOCK as at page 18 of the
prescription notes on the 16" January 1996. It appears Mr
PITTOCK was administered these medicines at 08:25 and
13:00 hours that day. ‘Could this of had an impact on Mr
PITTOCK’S condition.

TI the author of the entries on the 16™ January 1996 as per page
18 of the medical notes, entries timed at 13:00 and initialled
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believed W.B. Ascertain from this person why all of these
drugs were administered to Mr PITTOCK at this time.

Research with expert Doctor WILCOX whether the medicines
prescribed on page 18 of the medical notes were appropriate for
Mr PITTOCK'’S condition. In particular the ranges of
prescription hyoscine 200 to 400 and yet 400mg was only ever
prescribed. Establish whether or not all of the drugs on page 18
would have been administered by way of syringe driver at the
same time on page 143 dated 13™ March 1998 commencing
‘for ACE test. Establish what is written in this entry and obtain
an explanation of the content. Specifically dealing with the
final line, ‘do not give new medicine but keep in DH’.
Establish what this means.

TST Doctor BARTON with regards to all of the drugs that
were prescribed as at page 19 (tape went blank), PITTOCK.
Identify what each drug is that’s been prescribed, its dosage
and the reasoning behind its prescription.

Research with medical expert Doctor WILCOX whether all of
the drugs that were given to Mr PITTOCK between 5™ January
and 21% January 1996 were appropriate for his condition.
Consider the possibility of Mr PITTOCK being opiate toxic
and this being a contributing factor to his death.

TST Doctor BARTON regarding the medicines that she
prescribed for Lesley PITTOCK as at page 20 of the medical
notes. Ascertain from Doctor BARTON the reason why the
diamorphine dose was increased from 80mg to 120 on 17"
January.

Research with medical expert Doctor WILCOX whether the
increase in medicines for Mr PITTOCK was appropriate on 17"
January. Diamorphine increased to 120mg, hyoscine increased
to 600.

TST Staff Nurse P RIGG. On page 23 of the medical notes
RIGG is identified as the named Nurse for Mr PITTOCK.
Ascertain from Staff Nurse RIGG what her involvement with
Mr PITTOCK was. Which entries in the notes appertain to her.
What care plans were in place for Mr PITTOCK whilst she was

in charge.

TI Doctor TANDY, Consultant for Mr PITTOCK as described
on page 23 of the medical notes. Ascertain from Doctor
TANDY what his involvement with the patient Lesley
PITTOCK was and what involvement he had with Mr
PITTOCK’S case. Clarify- with Doctor TANDY what his
involvement with Gosport War Memorial Hospital was and
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what involvement he had with the drug regime for Mr
PITTOCK.

TST Nurse SHAW regarding her entry on the top of page 25 of
the medical notes dated 5 January 1996. Clarify with Nurse
SHAW what the note says. Ascertain what treatment was to be
given to Mr PITTOCK and what care plan was to be followed.
Clarify with Nurse SHAW whether she is the signatory for any
of the drugs prescribed to Mr PITTOCK.

th

January 1996 as at

TI author of note on 7" January 1996 and 9

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

Nurse ! Code A I where she states that Mr PITTOCK is a

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

pyrexial. What was done to remedy this.

TI author of note on page 25 of medical notes dated 10"
January 1996, commences ‘condition remains poor’. Author
possibly Sister HAMBLIN. Clarify with author what is written
in the note. Ascertain what care plan was to be followed
specifically why oramorph was to be given 4 hourly.

TST Doctor TANDY regarding his visit to Mr PITTOCK on
10" January 1996 cross refer with Action 23, potential author.
Clarify with Doctor TANDY was his diagnosis of Mr
PITTOCK was and what involvement Doctor TANDY had
with the drug regime for Mr PITTOCK.

TST Staff Nurse RIGG regarding entry on page 25 of the
medical notes dated 1_3th January 1996. Clarify with Staff
Nurse RIGG what the note says. What involvement he or she
had with Mr PITTOCK and ascertain whether or not she or he
is a signatory for the administration of any of the drugs.

TST Doctor BARTON. Clarify with her the entry made by
Staff Nurse RIGG on 15" January 1996 at the bottom of page
25. Staff Nurse RIGG says, ‘Mr PITTOCK was seen by
Doctor BARTON and has commenced on syringe driver with
diamorphine and various drugs’. Ascertain from Doctor
BARTON if this is correct and if it is why there is no entry on
the clinical notes to this effect.

TST Staff Nurse RIGG regarding the entry made at the foot of
page 25 of the medical notes and the top of page 26. Relates to
Doctor BARTON seeing Mr PITTOCK. Clarify with Staff
Nurse RIGG that Doctor BARTON did see the patient.
Ascertain from Staff Nurse RIGG if it was he or she that started
the syringe driver as recorded in the notes with the midazalam,
hyoscine and diamorphine. If so what training has Staff Nurse
RIGG in the setting up of syringe drivers. Clarify with Staff
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Nurse RIGG whether or not you would normally expect an
entry in the clinical records for the administration for these kind

of drugs.

TST Staff Nurse RIGG describing what syringe drivers were
used at the time. Explain the process of setting up and
administering drugs using a syringe driver.

TST Staff Nurse T DOUGLAS, regarding entry in medical
notes on page 26 commencing, “15™ January 1996 daughter
informed of father’s deterioration’.

TI author of note on page 26 that reads, ‘Night comfortable
night syringe driver replaced at 07:05 hours’. Ascertain from
the author what the note says and what it means. If the author
changed the syringe driver ascertain what training that person
has received in syringe drivers and clarify what kind of syringe
driver was being used at the time.

TST Staff Nurse BARRETT regarding the entries on the 16"
January 1996 on page 26. First entry is timed at 20:00 hours
second entry is timed at 13:00 hours. Clarify with Staff Nurse
BARRETT when these notes were made.

TST Staff Nurse BARRETT regarding entries on page 26 of the
medical notes. Clarify with BARRETT that Doctor BARTON
saw Mr PITTOCK at 20:00 hours on 16™ January 1996. With
regards to the haloperidol question when was this to be added
to the syringe driver.

TST Staff Nurse BARRETT. Clarify the date of the entry on
page 26 of the notes. Was this the 16" of January or the 17" of
January. Ascertain from Staff Nurse BARRETT what the entry
says and what it means. Clarify with BARRETT why the
previous driver dose was discarded at 13:00. Cross refer this
entry with that on the prescription chart at page 20 where Smg
of haloperidol is administered on the 16" but 10mg is
administered on the 17", (Please speak to DS GROCOTT for

further explanation).

(Blank) Nurse BARRETT. Identify what training she has
received in respect of preparing and administering drugs by
way of syringe driver.

TST Staff Nurse___Code A reparding entry in the medical
notes at page 26, foot of the page commences, ‘Night condition

entry says. Identify what involvement Staff Nurse : Code A !

has had with Mr PITTOCK and cross refer any entri€s inaae in
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Action 64

Action 65

Action 66

Action 67

Action 68

Action 69

what training he or she has received in respect of preparing and
administering drugs by way of syringe driver.

TST Doctor BARTON. Clarify with her that Staff Nurse
{"Code A states she saw Mr PITTOCK on the 16" January

and prescribed further medicine to him. Ask Doctor BARTON
why there is no entry in the clinical notes regarding this visit.

____________________________

what it means. Confirm that Doctor BARTON saw the patient

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

at 09:00 on the 17", Ascertain from " "€ode 4™ ithe reasons

why she believes that the medication was increased. Identify
which medication was increased and in what doses.

syringe drivers were operating at the same time and what the
content of these drivers was.

TST Doctor BARTON. Clarify with her the notes made by

i _Code A on page 27 of the medical notes. If Doctor
BARTON saw the patient on the 17" January why is there no
entry in the clinical notes. Explain why the medication was
increased. What diagnosis was made in order to come to the
conclusion that the medication needed to be increased.
Ascertain what is meant by using two syringe drivers at the

same time.

TST Sister HAMBLIN regarding her entry in the medical notes
at page 27, timed at 23:30 commencing, ‘Further deterioration
in already poor condition’. Clarify with Sister HAMBLIN
what her involvement with the patient Lesley PITTOCK was
and what the note that she has recorded states.

TST Staff Nurse; __Code A iregarding her entry in the
medical notes on page 27 commencing, ‘Night little change in
poor condition’. Ascertain what is recorded.

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

why she times and dates her notes in this way.

GMC101104-0082
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Action 71

Action 72

Action 73

Action 74

Action 75

notes on page 27 timed at 15:00 hours. Confirm what is
recorded and ascertain from her the reasons why the driver was
recharged and recommenced as she states. Under whose
direction was this made. (Doctor BARTON or Doctor

BRIGGS).

TST Staff Nurse: __Code A fegarding her entries on the

_____________________________

medical notes page 28 dated 19" January 1996. Ascertain from
[ Code A iwhat she has recorded and the reasons for it.

Clarify with her why the syringe driver has been recharged and
whether or not Doctor BARTON had visited the patient on the

19" Tanuary.

TST Staff Nurse RIGG regarding the entry on page 28 of the
notes dated the 20™ J anuary 1996 commencing, ‘Mrs
PITTOCK and both daughters have visited’. Clarify with
RIGG what has been recorded and the reasons for this. Clarify
what drugs were put into the syringe driver and why there has
been an increase from the previous 24 hours.

TST Staff Nurse RIGG regarding entry on page 28 of the notes
dated 20" JTanuary 1996. Clarify whether or not it was Staff
Nurse RIGG that contacted Doctor BRIGGS. If so why was
the Doctor contacted. Having spoken to Doctor BRIGGS what
was the reasoning behind the verbal order to change the
prescriptions. What were Staff Nurse RIGG’S concerns at the
time. (Cross refer action with entries on page 15 of the medical
notes and link to action 25).

TT author of entry in medical records as at page 29 commences
‘PM 18:15 condition remains unchanged’ (author possible Staff
Nurse S RING). Ascertain from the author what is recorded in
this entry and what the entry means. Cross refer this entry to
the prescription sheets to clarify what has gone in the syringe
driver and at whose request. Clarify with the author of the
entry what training they’d had in respect of setting up and
administering drugs via syringe driver.

previous day the syringe driver was running at 58 millilitres as
opposed to on the 22 and 23™ it was only running at 43.
Ascertain the reason for this.

10
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Action 76 TST Staff Nurse }-P“C'_aaém;&_'_!regarding her entry in the medical

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

condition deteriorated’. Ascertain from Staff Nurse I _Code A { \""( \
i

what she can remember regarding the circumstances of the
death of MR PITTOCK.

Action 77 TST Staff Nurse Pamela RIGG regarding entries in the medical
notes from page 34 to 46, these are the Nursing Care Plans.
Staff Nurse RIGG is recorded as the named Nurse. Establish
with her what she understood this role to be in respect of Leslie
PITTOCK and obtained from her a detailed explanation of A \ \’} 2
what each of those nursing care plans represented with regards
to Mr PITTOCK’S treatment.

11
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CWP Newell CPS

Director, Casework

‘ Code A
50 Ludgate Hill
London EC4M 7EX

: Swilchboard: L. Code A
r 7 . DX No: 300850 Ludgate EC4
Officer in Charge :
Major Crime Complex Facsimile: 020 7 Code A
Kingston Crescent Police Station '
North End Direct Line: 020 7 E__C"qq_e_"A_ ,'I
Portsmouth
Hampshire Our Reference: LB3/108/01
| PO2 8BU N our Refronse
o D.SUPT. JAMES
7 August 2001
(@
Dear Sir
GLADYS MABEL RICHARDS

I write as requested by Detective Chief Inspector Clarke during our telephone conversation
last Friday, to confirm the advice given to the police in this matter.

At the meeting at Ludgate Hill on 20 July 2001, the police requested that the CPS took no
action pending confirmation from the police as to the steps it proposed to take with regard to
the other associated complaints.

I am not sure if the police have now reached conclusions about those matters. It is of course
f. entirely for the police to decide what, if any, investigations are made.
N

I confirm that having considered this matter, I am not satisfied that there is sufficient
evidence to provide a realistic prospect of a conviction, against anyone, in respect of any
criminal offence alleged in the papers. I have, therefore, advised that criminal proceedings
shouid not be instituted. '

We have discussed this advice and the various issues arising from it, in some detail,
~ following the conferences with David Perry of Counsel.

I do not propose to recite here the facts giving rise to the allegations or the relevant law which
have been discussed and considered with you in great detail.

The decision that there is no reliable evidence that Mrs Richards was unlawfully killed was
the only conclusion that could be reached following the further conference with Counsel, on
19 June, last, which was attended by Professor Livesley, Detective Superintendent James and

Detective Chief Inspector Clarke.

46PC0807.E1.01
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During that conference the following matters emerged:

1.

Although Professor Livesley had concluded in his initial medical report that Mrs
Richards had been unlawfully killed, he was not entirely clear of the legal ingredients
of gross negligence manslaughter.

That Dr Barton’s decisions were entitled to be afforded some respect as she was
involved in Mrs Richards’ care as the “front line” clinician.

Dr Barton’s decisions could find support among a 1espon31ble body of medical
opinion.

Bronchopneumonia as a cause of death, could not be contradicted.

It is not possible, in the absence of any post-mortem finding, to exclude a heart attack
as a possible.cause of death.

It was quite clear from this conference Professor Livesli;y’s conclusion that Mrs Richards
was unlawfully killed is untenable.

The following views on the evidence obtained by the pohce and which we have discussed in
detail, may assist you:

1.

.CT\

7.

Accordiﬁg to Dr Barton it Was’ clear by 18 August 1998 that Mrs Richards was near to
death. She is supported on this point by Philip Beed and by the other nursing staff.

The decision not to transfer a frail, unwell, elderly lady to another hospital was
reasonable and one not open to criticism.

The decision to administer drugs by way of a syringe driver was taken in order to
keep Mrs Rlchards pain-free.

By 19 August 1998 Mrs Richards had developed a “rattly” chest.

The drugs administered, the dose used, and the method of administration are not
criticised by Dr Lord or by Jean Dalton. -

Thus, but for Professor Livesley’s report, there would appear to be no bas1s for
concluding that Mrs Richar ds had been unlawfully killed.

- For the above reasons Professor Livesley’s conclusions cannot now be supported.

1 hope it is fair to say that the police were in total agreement with these findings and further,
were in no doubt it was fortunate no criminal proceedings had been commenced.

. I note the further request by the police, last Friday, for a copy of Counsel’s advice. As I have

mentioned to officers on previous occasions, it is not the policy of this office to supply copies
of Counsel’s advice to the police.

46PC0807.E1.01
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I note that following the meeting on 20 July last the police agreed to notify all interested
parties, or all their representatives, of the agreed decision not to prosecute in this matter. I
assume that such notification has now been given. .

Yours faithfully

Code A

Paul Close
Casework Directorate

I/‘
‘@
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Action 1

Action 2

Action 3

Action 4

Action 5

Action 6

Action 7

Action &
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OPERATION ROCHESTER
ACTIONS
FOR
LESLIE PITTOCK

Leslie PITTOCK

TI Doctor Vicky BANKS, Consultant in Old Age Psychiatry,

Mulberry A Ward, Gosport War Memorial Hospital. Ascertain

from Doctor BANKS the care and treatment that was provided

to Mr PITTOCK at the end of 1995 and the beginning of

January 1996 in respect of his case. Ascertain from the Doctor p ol
what her involvement with Mr PITTOCK was. v

TST Doctor Vicky BANKS, Gosport War Memorial Hospital,

regarding a letter she received on 8" January 1996 in respect of

Mr PITTOCK. Have Doctor BANKS explain plain language Ao 7
what the content of the letter means.

TI Doctor ASBRIDGE regarding his or her involvement with
the patient Leslie PITTOCK in January 1996, as per the letter Yy
on page 5 of the microfilm notes of Leslie PITTOCK. A
TST Sister HAMBLIN, Dryad Ward, Gosport War Memorial
Hospital, regarding her involvement with the patient Leslie
PITTOCK in January 1996 as per the letter at page 5 of the Alowe
medical notes, (microfilm).

TST Doctor A LORD, Consultant Physician in Geriatrics,

Gosport War Memorial Hospital. Doctor LORD was the author

of a letter as at page 5 of the medical notes, (microfilm).

Clarify with Doctor LORD what her involvement with the 9\@ e
patient Leslie PITTOCK was. What her diagnosis was and

what care plan was put forward in respect of his treatment.

TST Doctor Jane BARTON re prescribing Leslie PITTOCK
nozinan tablets. This was prescribed on the 18" January 1996,
as per page 6 of the medical notes, (microfilm). What was the
purpose behind the prescription of this drug?

EATIN

TI expert in Pharmacy to explain what the implications are of
prescribing nozinan to a patient with a condition such as Mr A\@ﬁ‘l
PITTOCKS. !

TST Doctor BRIGG regarding his prescription of the drug

nozinan on 20" January 1996 as per page 6 of the medical

notes, (microfilm). Ascertain from Doctor BRIGG why 100mg —g ToT9E S
was prescribed. What the meaning of verbal order is and what

was the purpose of prescribing this drug.
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plescuptlon for nozinan fﬁ_fé'éﬁg&_'b_f Mr PITTOCK on page 6 pr 105+t

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

TST Doctor Jane BARTON, Gosport War Memorial Hospital
regarding the prescribing of various drugs as contained on page
7 of the medical notes, (microfilm). Ascertain from Doctor
BARTON the prescribing policy for diamorphine, midazalam,
hyocine, halpadrol, nozinan. All of these drugs were prescribed
to the patient Leslie PITTOCK on the same day 17" January
1996.

Mogs”

TST independent medical expert. Ascertain whether the

prescription of all the drugs on page 7 of the medical notes, A oSk
(microfilm) was appropriate in the circumstances in respect of

the condition of Leslie PITTOCK.

TST Doctor BRIGGS, regarding his entry in the medical notes

on page 8, (microfilm). Why did Doctor BRIGGS omit the 7{} i
prescription of halpadrol on 20" January 1996 as stated? What \Q“\-?
was the reasoning behind this?

medical notes, (Ifﬂéi'bmﬁ_l'iﬁ_)mWhat was the purpose behind this ,Q 04%
entry? '

TST Doctor BRIGGS regarding the entries in page 7 of the

medical notes, (microfilm). Was Doctor BRIGGS responsible

for suspending the prescription of all the drugs on 20™ J anuary A 1085 .
1996 as annotated by the crosses at 15:30, if so why was this?

TST Doctor J.C TANDY, Speciality Elderly Medicine. As per

page 9 of the microfilm medical notes. Ascertain from Doctor [} iobes
TANDY what his involvement with the patient Lesley

PITTOCK was.

TST Doctor Jane BARTON, re page 9 of the microfilm medical
notes. Clarify that she was the person who signified the date of A’ ok
death of Mr PITTOCK as the 24" January 1996.

TST Code A
f Code A {was the GP of Lesley PITTOCK. fisba.
Ascertam what he knows of Mr PITTOCKS condition.

TST Doctor BANKS, Consultant in charge of Lesley
PITTOCK. Establish with Doctor BANKS what his ,{-) ok '
involvement with Mr PITTOCK was.
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TST Staff Nurse! Code A | He was the named Nurse
for Lesley PITTOCK. Establish with{ Code A Wwhathis [} &b+

involvement was with the care and treatment of Lesley
PITTOCK.

medical notés at page 12 of the microfilm, Lesley PITTOCK. A sk .
Establish what is written and what care plan was to be followed e
in respect of Lesley PITTOCK.

VTST Doctor Jane BARTON, regarding her entries on the notes

of Lesley PITTOCK as at page 13, dated 5" January 1996 and
9™ January 1996. Ascertain from Doctor BARTON a) what is A' ool
recorded, b) what diagnosis she had made and c¢) what care plan

she devised for the care of Mr PITTOCK.

TST Doctor BARTON regarding her entry in the medical notes

at page 13, dated 9™ January 1996. Clarify the last line of the yhr

entry ‘? Needs opiates’. Establish with Doctor BARTON what \557
this sentence means and why she felt that Mr PITTOCK needed

opiates.

TI author of entry in medical notes on page 13, dated 10"

January 1996, entry reads ‘for TLC and discussed with wife A o
agrees in view of poor quality TLC’ appears to be initialled JT. 7' \ot Q(’
Identify author. Establish what is recorded in the notes.

Establish why this entry was made.

TST Doctor BARTON regarding her entry in the medical notes

at page 15, dated 18th January 1996. Clarify what is written in A s
the entry. Establish with Doctor BARTON how she knew that \ C. .
there had been a further deterioration in Mr PITTOCK’S

condition. Where is this reflected in the medical notes.

TI the author of entry in medical notes at page 15, dated 20™

January 1996 commences ‘has been unsettled on haloperidol’

(believed Doctor BRIGGS). Establish with the author what is

written in the notes. Identify how the Doctor knows that Mr JA \&le
PITTOCK had been unsettled on haloperidol in the syringe

driver. What was the purpose in prescribing nozinan and

doubling the size of the dose in 24 hours. Establish with the

Doctor what verbal order actually means and when this would

have been written up on the medical notes.

TST Doctor BRIGGS regarding his entry in the medical notes

at page 15 dated 21% January 1996, commences ‘much more

settled’. Establish with Doctor BRIGGS what his involvement {.\( \oN)
with Mr PITTOCK  had been on 21* January 1996. Clarify

what Doctor BRIGGS means by, ‘respiratory rate 6/minutes not
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distressed continue’. What did Doctor BRIGGS mean by the
word ‘continue’.

Action 27 TST Staff Nurse | Code A iregarding his or her entry in
the medical notes on page 15 dated 24" January 1996,
commences ‘death verified at 1:45 a.m.” Establish with Staff A\O‘ll

procedure was for verifying the death of patients. Did a Doctor
have to be called. Was there any policy or procedure that
Nurses have to follow in relation to verifying death. Was it
normal practice for Nurses to make entries in the Clinical Notes
as opposed to the Nursing Notes. Was it acceptable for death

to be verified in the presence of a Nursing Auxiliary.

Action 28 TST Nursing Code A regarding her involvement
with the patient Lesiey PITTOCK on 24™ January 1996 as at :
page 15 of the medical notes. Nursing; Code A i was A \Dnl 2

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

involvement was with the patient. Establish what they
understood their roles and responsibilities to be whilst working
on the ward at that time.

Action 29 ' TST Doctor BANKS, Consultant in Charge of Lesley
PITTOCK. Establish with Doctor BANKS a) what the policy
and procedure was for entries in the Clinical Notes by Doctors }3 ey
responsible for the care of patients i.e. entries in notes every 3
to 4 days. Was this normal. Was this considered acceptable at
the time. What was the procedure for verifying death of
patients on the Ward and how as this to be recorded. In
particular in the case of Mr PITTOCK a Staff Nurse certifying
death in the presence of a Nursing Auxiliary.

‘ Action 30 TST Doctor BARTON regarding her entries on the prescription
sheet on page 16 of the medical notes. Establish with Doctor ~
BARTON what each drug was. What the dose rate was and 100§
what the purpose was for prescribing each individual drug.

Action 31 TST Doctor BARTON with regards to her prescription of »
arthrotec to Mr PITTOCK as per page 16 of the notes. What ;} e
was the purpose behind the prescription of this drug.

Action 32 TST Doctor BARTON regarding her prescription of oramorph
to Mr PITTOCK on 10" January 1996 as per page 17. What
was the purpose behind prescribing morphine to Mr PITTOCK. ,
Ascertain why this drug has been prescribed on this date, yet Pf 617
there is no corresponding entry in the clinical notes to justify its
prescription.
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TI author of signature regarding the administration of oramorph
on page 17 of 49, at 22:00 on the 10" January 1996 (believed

Staff Nurse Code A | Establish with author if the entry at i )%
22:00 should correspond to oramorph. If this is correct why is
it written in this way. Establish with the author the reasoning

for administering this drug at this time.

TST Doctor BARTON regarding her entries at the foot of page
17 of the medical notes prescription sheet commencing

" ‘diamorphine’. Establish why these drugs were written up for Aena

prescription, yet no date was ever entered and it appears that
these drugs were never prescribed. What was the purpose of
writing these entries.

Cross refer with Action 34. (The entries made for Action 34

may be an error). TST Doctor BARTON in respect of /Q 1O
prescribing all the drugs on page 18 of the medical notes.

Ascertain why all these drugs have been prescribed and yet

there appear to be no entries in the Clinical Notes to justify the
prescription.

TI the author of the signature for administering diamorphine on

15" January 1996 as per page 18. Ascertain from this person

how the diamorphine was administered to the patient. If by

way of syringe driver, what training had they received and on Aot
what paperwork was the administration of diamorphine

recorded, i.e. there is normally a small graph or chart to show

the flow rate of a syringe driver.

TI the author of the entry in respect of the administration of

diamorphine on 16" January 1996. Ascertain from this person

how the diamorphine was administered. If by way of syringe 7[) O%y
driver, what training had they received and on what paperwork

was the administration of diamorphine recorded, i.e. there is

normally a small graph or chart to show the flow rate of a

syringe driver.

TT authors of entries for administering hyoscine as at page 18 o
of the medical notes for the 15", 16" and 17, g

Research with medical expert Doctor WILCOX apparent

incidences of double dosing of diamorphine, hyoscine and

midazalam in respect of Lesley PITTOCK as at page 18 of the
prescription notes on the 16™ January 1996. It appears Mr Ao
PITTOCK was administered these medicines at 08:25 and

13:00 hours that day. Could this of had an impact on Mr

- PITTOCK’S condition.

TI the author of the entries on the 16" January 1996.as per page
18 of the medical notes, entries timed at 13:00 and initialled hegs”
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believed W.B. Ascertain from this person why all of these
drugs were administered to Mr PITTOCK at this time.

Action 41 Research with expert Doctor WILCOX whether the medicines
prescribed on page 18 of the medical notes were appropriate for
Mr PITTOCK’S condition. In particular the ranges of ,
prescription hyoscine 200 to 400 and yet 400mg was only ever A
prescribed. Establish whether or not all of the drugs on page 18 h 10V,
would have been administered by way of syringe driver at the
same time on page 143 dated 13™ March 1998 commencing
‘for ACE test. Establish what is written in this entry and obtain
an explanation of the content. Specifically dealing with the
final line, ‘do not give new medicine but keep in DH’.
Establish what this means.

Action 42 TST Doctor BARTON with regards to all of the drugs that
were prescribed as at page 19 (tape went blank), PITTOCK. P, 1%
Identify what each drug is that’s been prescribed, its dosage
and the reasoning behind its prescription.

Action 43 Research with medical expert Doctor WILCOX whether all of
the drugs that were given to Mr PITTOCK between 5™ J anuary
and 21% January 1996 were appropriate for his condition. )L\ 0%
Consider the possibility of Mr PITTOCK being opiate toxic '
and this being a contributing factor to his death.

Action 44 - TST Doctor BARTON regarding the medicines that she
prescribed for Lesley PITTOCK as at page 20 of the medical
notes. Ascertain from Doctor BARTON the reason why the A IO%A}
diamorphine dose was increased from 80mg to 120 on 17

January.

Action 45 Research with medical expert Doctor WILCOX whether the
increase in medicines for Mr PITTOCK was appropriate on 17" 7[\ Yot
January. Diamorphine increased to 120mg, hyoscine increased

to 600.

Action 46 TST Staff Nurse P RIGG. On page 23 of the medical notes
RIGG is identified as the named Nurse for Mr PITTOCK.
Ascertain from Staff Nurse RIGG what her involvement with ‘A [=X¥
Mr PITTOCK was. Which entries in the notes appertain to her.
What care plans were in place for Mr PITTOCK whilst she was

in charge.

Action 47 TI Doctor TANDY, Consultant for Mr PITTOCK as described
on page 23 of the medical notes. Ascertain from Doctor
TANDY what his involvement with the patient Lesley A e
PITTOCK was and what involvement he had with Mr O
PITTOCK'S case. Clarify with Doctor TANDY what his
involvement with Gosport War Memorial Hospital was and
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Action 49

Action 50

Action 51

Action 52

Action 53

Action 54
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what involvement he had with the drug regime for Mr
PITTOCK.

TST Nurse SHAW regarding her entry on the top of page 25 of

the medical notes dated 5™ January 1996. Clarify with Nurse 7& -
SHAW what the note says. Ascertain what treatment was to be A
given to Mr PITTOCK and what care plan was to be followed.

Clarify with Nurse SHAW whether she is the signatory for any

of the drugs prescribed to Mr PITTOCK.

TI author of note on 7" January 1996 and 9" January 1996 as at

page 25 of the notes, believed to be Staff Nurse BENNETT. p{ V&S vl
Clarify what is recorded in the notes and ascertain from Staff

Nurse BENNETT where she states that Mr PITTOCK is a

pyrexial. What was done to remedy this.

TI author of note on page 25 of medical notes dated 10™

January 1996, commences ‘condition remains poor’. Author p
possibly Sister HAMBLIN. Clarify with author what is written A\Ot\c“
in the note. Ascertain what care plan was to be followed

specifically why oramorph was to be given 4 hourly.

TST Doctor TANDY regarding his visit to Mr PITTOCK on

10™ January 1996 cross refer with Action 23, potential author. J) S fam
Clarify with Doctor TANDY was his diagnosis of Mr } '
PITTOCK was and what involvement Doctor TANDY had

with the drug regime for Mr PITTOCK.

TST Staff Nurse RIGG regarding entry on page 25 of the

medical notes dated 13" January 1996. Clarify with Staff P' 047
Nurse RIGG what the note says. What involvement he or she

had with Mr PITTOCK and ascertain whether or not she or he

is a signatory for the administration of any of the drugs.

TST Doctor BARTON. Clarify with her the entry made by

Staff Nurse RIGG on 15" January 1996 at the bottom of page

25. Staff Nurse RIGG says, ‘Mr PITTOCK was seen by

Doctor BARTON and has commenced on syringe driver with J)\cﬁ\c‘g
diamorphine and various drugs’. Ascertain from Doctor

BARTON if this is correct and if it is why there is no entry on

the clinical notes to this effect.

TST Staff Nurse RIGG regarding the entry made at the foot of
page 25 of the medical notes and the top of page 26. Relates to
Doctor BARTON seeing Mr PITTOCK. Clarify with Staff

" Nurse RIGG that Doctor BARTON did see the patient.

Ascertain from Staff Nurse RIGG if it was he or she that started

the syringe driver as recorded in the notes with the midazalam, ,!)y \&8/ e’\
hyoscine and diamorphine. If so what training has Staff Nurse

RIGG in the setting up of syringe drivers. Clarify with Staff
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Nurse RIGG whether or not you would normally expect an
entry in the clinical records for the administration for these kind

of drugs.

Action 55 TST Staff Nurse RIGG describing what syringe drivers were
used at the time. Explain the process of setting up and ,ﬁ vhoses !
administering drugs using a syringe driver.

Action 56 TST Staff Nurse ] _Code A i regarding entry in medical ‘A’“ o\

notes on page 26 commencing, ‘15" January 1996 daughter
informed of father’s deterioration’.

Action 57 TI author of note on page 26 that reads, ‘Night comfortable
night syringe driver replaced at 07:05 hours’. Ascertain from
the author what the note says and what it means. If the author 9'( 2.
changed the syringe driver ascertain what training that person
has received in syringe drivers and clarify what kind of syringe
driver was being used at the time.

Action 58 TST Staff Nurse ]__Code A _iregarding the entries on the 16™
January 1996 on page 26. First entry is timed at 20:00 hours  Jy np 3
second entry is timed at 13:00 hours. Clarify with Staff Nurse

Code A iwhen these notes were made.

Action 59 TST Staff Nurse; Code A ‘egarding entries on page 26 of the
medical notes. Clarify with | Code A I'T that Doctor BARTON
saw Mr PITTOCK at 20:00 hours on 16" January 1996. With 7£)’ O e
regards to the haloperidol question when was this to be added

to the syringe driver.

Action 60 TST Staff Nurse! Code A |. Clarify the date of the entry on

page 26 of the notes. Was this the 16™ of January or the 17" of
January. Ascertain from Staff Nurse| """ " what the entry

says and what it means. Clarify w1thC°deA why the

previous driver dose was discarded at 13:00. Cross refer this 7% &5 -
entry with that on the prescription chart at page 20 where 5mg =
of haloperido] is administered on the 16™ but 10mg is

administered on the 17", (Please speak to DS GROCOTT for
further explanation).

Action 61 (Blank) Nurse BARRETT. Identify what training she has
received in respect of preparing and administering drugs by ﬁ 1 gg, !
way of syringe driver. A

Action 62 : TST Staff Nurse: Code A :regarding entry in the medical

entry says. Identify what involvement Staff Nursei Code A : /Dr‘ \ t:;?
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Action 65

Action 66

Action 67

Action 68

Action 69
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what training he or she has received in respect of preparing and
administering drugs by way-of syringe driver.

TST Doctor BARTON. Clarify with her that Staff Nurse

,______9_9_(_1__6_!__5______,5states she saw Mr PITTOCK on the 16" J anuary »p( no

and prescribed further medicine to him. Ask Doctor BARTON
why there is no entry in the clinical notes regarding this visit.

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

mean 96). Clarify with I Code A } what the entry states and [\ |\24
........................ )

why she believes that the medication was increased. Identify
which medication was increased and in what doses.

TST Staff Nurse I Code A i Ascertain what training she has
received in the adinrnrscrariorn’ of drugs by way of syringe A DS
driver. Clarify withi™ "odeA ~ | the entry that’s timed at 14:30

hours on page 27. Confirm that Doctor BARTON saw the
patient at 14:30 and the medication was reviewed and altered,

explain what this means. Clarify with{ Code A__}why two

syringe drivers were operating at the same time and what the
content of these drivers was.

TST Doctor BARTON. Clarify with her the notes made by

i ___Code A _in page 27 of the medical notes. If Doctor
BARTON saw the patient on the 17" January why is there no L
entry in the clinical notes. Explain why the medication was ’L\
increased. What diagnosis was made in order to come to the
conclusion that the medication needed to be increased.

Ascertain what is meant by using two syringe drivers at the

same time.

TST Sister HAMBLIN regarding her entry in the medical notes

at page 27, timed at 23:30 commencing, ‘Further deterioration

in already poor condition”. Clarify with Sister HAMBLIN  F V1 2.
what her involvement with the patient Lesley PITTOCK was

and what the note that she has recorded states.

TST Staff Nurg Code A Eregarding her entry in the
medical notes on page 27 commencing, ‘Night little change in A ' \’3
poor condition’. Ascertain what is recorded.

medical notes on page 27 and 28, dated 18" January and timed
firstly at 20:00 and secondly at 15:00. Clarify with Code A | Q» 1\ “\‘
why she times and dates her notes in this way. _ e
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Action 70 TST Staff Nurse; Code A :regarding her entry in the medical
notes on page 27 timed at 15:00 hours. Confirm what is
recorded and ascertain from her the reasons why the driver was A wWs ~
recharged and recommenced as she states. Under whose
direction was this made. (Doctor BARTON or Doctor

BRIGGS)

Action 71 TST Staff Nursc__.__QQﬂE_ﬁ._._: legardmg her entries on the
medical notes page 28 dated 19" January 1996. Ascertain from
;_____Q_g_gg_ A what she has recorded and the reasons for it. 11 L

Clarify with her why the syringe driver has been recharged and
whether or not Doct01 BARTON had visited the patient on the

19" January.

Action 72 TST Staff Nurse RIGG regarding the entry on page 28 of the
notes dated the 20" January 1996 commencing, ‘Mrs
PITTOCK and both daughters have visited’. Clarify with —
RIGG what has been recorded and the reasons for this. Clarify 7& b Z
what drugs were put into the syringe driver and why there has
been an increase from the previous 24 hours,

Action73 TST Staff Nurse RIGG regarding entry on page 28 of the notes
dated 20" January 1996. Clarify whether or not it was Staff
Nurse RIGG that contacted Doctor BRIGGS. If so why was .
the Doctor contacted. Having spoken to Doctor BRIGGS what % N ‘Q‘—"/
was the reasoning behind the verbal order to change the
prescriptions. What were Staff Nurse RIGG’S concerns at the
time. (Cross refer action with entries on page 15 of the medical

notes and link to action 25).

10
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Your reference:; I‘ Code A

In reply please quote: 2000/2047

7 February 2002

First Class Post

Det_ Suptqames o GENE RAL
Major Incident Complex MEDICAL

Kingston Crescent

North End COUNCIL

Portsmouth . .
PO2 8BU Protecting patients,

guiding doctors
Dear Det Supt James

Dr Jane Barton

| write further to your previous correspondence with my colleague Jackie Smith
regarding the above case. Ms Smith has now moved to a new role within the GMC
and responsibility for this case has passed to me. | tried contacting you by telephone
today but was informed that you were out of the office.

I have today been informed that your investigation is now complete and that it has
recently been that no criminal charges should be brought against Dr Barton. | should
be grateful if you would confirm in writing, at your earliest possible convenience, that
this is indeed the case.

As the statutory body responsible for regulating the medical profession, we are
obviously concerned to learn of any doctor who is, or who has-been, the subject of a
criminal investigation. Whilst acknowledging the decision not to prosecute Dr Barton,
before closing our file we must nevertheless satisfy ourselves that that there are no
matters relating to her professional conduct or performance which may warrant
formal action under the Council’s fithess to practise procedures. | understand that
you may be in possession of expert withess reports which are critical of the practices
of both Dr Barton and a Dr Althea Lord.

In order to assist us in this regard | should be grateful if you would arrange for the
following documentation to be forwarded to this office:

1. A brief case summary
2. Copies of withess statements

3. Copies of expert reports

178 Great Portland Street ‘London W1W 5JE Telephone o20 7580 7642 Fax 0207915 3641

email gmc@gmc-uk.org www.gme-uk.org
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4. Copies of relevant medical records, if available

We appreciate that when disclosing confidential information you need to balance the
rights of privacy of the individual against a necessary need to protect the public.

For your information | am enclosing under cover of this letter a copy of the Medical
Act 1983 (Amendment) Order 2000. In particular | would draw your attention to
Section 35A of the Amendment Order which, in broad terms, gives the GMC the
right to demand disclosure of information in certain circumstances where it is
considered necessary for the purpose of assisting us to carry out our statutory
regulatory role. | trust that on reviewing the legislation you will agree that, given both
the nature of the original concerns about Dr Barton's practice and her pubilic
position, our request for information is be both reasonable and relevant.

It may also be helpful in this respect if | draw your attention to the comments of
Kennedy LJ in the case of Woolgar v Chief Constable of Sussex Police (2000) 1
WLR 25 where he 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 opened to challenge. If they refuse to disclose, the
regulatory body may, if aware of the existence of the information, make an
appropriate Application to the Court.”

Should you have any further questions please do not hesitate to contact me. Thank
you for your assistance in this matter. | look forward to hearing from you at your
earliest possible convenience.

Yours sincerely

Code A

Michael Hudspith
Fitness to Practise Directorate

Direct Ling’ f
Fax Line: COdeA
e-mail:i Code A

Protecting patients,
guiding doctors
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Minutes of conference held at the (General Medical Council 27/02/04
In respect of Dr Jane Barton

Persons Present.

Paul Phillip (PP) GMC

Jackie Smith (JS) GMC

Linda Quinn (LQ) GMC

Mathew Lohn (ML) Field Fisher Waterhouse

DCS Watts (SW)
DI Niven (NN)
DS Grocott (DG)

The meeting commenced at 1215 hrs in the conference room at GMC HQ Great
Portland St

ML opened the meeting for all parties and stated that the meeting would be split into 3
sections.
1. An explanation of the GMC position and the information they are seeking and
why '
2. The Police’s need for an agreement to confidentiality before they can discuss
any matters
3. Once an agreement has been reached a briefing by the police of the current

position.

PP explained that the GMC want to look at what issues currently surround Dr Jane
Barton. He explained that the GMC need to provide evidence to the same standard as
the Police-to the Interim Orders Committee in order to review the situation in respect
of Dr Barton’s registration. PP described how he had recently held a meeting with the
Chief Medical Officer Sir Liam Donaldson (LD) who had expressed concern re the
conduct of Dr Barton. PP had explained to LD that the GMC’s position had not
changed and that they had not received any further evidence from the police to date.

PP explained to those present that the GMC had to balance public interest re this
doctors continued registration against any other issues. The GMC want to know if
there is any evidence so that they can be clear as to why they wont disclose should
they be asked in the future.

SW stated that he wanted to keep the GMC fully briefed as best as the Police can. The
police would like to give a full briefing but we need to be able to demonstrate at all
times that the police have conducted an ethical investigation. To that end the police -
seek to have an agreement that the information given will be held in confidence and
not disclosed to any other party. SW pointed out that the police investigation is not an
investigation into JB it is an investigation into a series of deaths of patients that
occurred at GWMH over a number of years.

PP agreed to give a confidential undertaking.
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NN then briefed the conference as to the depth of the investigation which is titled Op
Rochester and that this particular phase commenced in Sept 2002. NN described how
LD had commissioned Prof Baker to compile a report re GWMH. As a result of the
publicity that surrounded this, nurses who were working at the hospital at the time
handed in a number of documents. From this 63 cases were identified for review.
Together with the CPS a plan was decided upon to look at the cases. A team of
experts were commissioned the details of these experts were explained as were their
terms of reference. NN explained the mechanism surrounding the matrix. This
identified approx 25% optimal care, 50% further work needed and 25% involved
concerns. NN went onto explain FFW’s role re quality assuring.

PP asked whether the quality assuring involved just the just the top 25%
NN explained that the quality assuring was taking place for all the cat 2 & 3

SW, then went onto describe and explain the police views on resource management
for investigations such as these. :

ML, explained to the conference the definition of “Angels” & “Gods” and the fact
that currently the role of the experts has been to screen the cases and that they have
only provided minimal reports. There are not reports in existence that would satisfy an

I0C.
PP asked whether or not there was a common theme regarding prescriptions etc
SW stated it was a recurring theme and explained what has been found.

PP stated that this was not dissimilar to the findings of CHI and again was not
dissimilar to concerns around prescribing protocols. He asked about whether there

were any protocols. :
SW, Confirmed that there were Wessex protocols.
NN then explained the role played by the firm of solicitors called Ann Alexander.

SW, Explained that it will take some time to progress the enquiry. The police were
focused upon pushing the enquiry as quickly as is practicable for an ethical
investigation. SW explained that he thought it would be unlikely that the enquiry
would be concluded before the end of the year.

PP described that the Chief Medical Officer is going to discuss the content of the
Baker report with the GMC but under a similar confidentiality agteement.

NN explained how the purpose of the Baker report was to look specifically at a
number of cases that had involved Dr Barton. NN also explained that the team of
medical experts were currently screening these cases for the police team.

. PP admitted to having nervous anxiety re what else could be done to deal with Dr
Barton. He explained that he hoped to discuss these matters with the CMO. He had
been asked by the CMO why the GMC had not applied to use Sect 35 of the Medical
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Act in respect of requiring the police to provide information. PP stated that he
wouldn’t be applying for Sect 35 as the police would obv1ously object and the matter
would be unseemly for all authorities.

SW discussed how he would be happy to explain to anybody how the police have
invested vast amounts of funds and resources into thlS mvestlgatlon and he wondered

whether the GMC could utilise thls info.
PP explained why the GMC needed to rely upon prima facie evidence

ML & NN explained how they appreciated what PP was saying ut that at this time the
police did not have the evidence to proceed with a prosecution and therefore could not

assist the GMC.

SW stated that the police position was that we have a heightened level of concern but
we are not in an evidential position re the enquiry to satisfy the GMC demands.

NN explained that the screening process was coming to an end but it would be some
considerable time before the police had any evidential reports.

ML asked the conference whether it would assist if the police could make disclosure
if anyone was arrested.

SW stated that he would consider this at the time and would only disclose to relevant
authorities as necessary. He then asked NN to talk about the Wessex protocols.

NN stated that it appears there have been occasions whereby JB has prescribed
outside of protocol

ML éxplained that the police have yet to look at the area of causation

NN has broached the subject of the investigation and the potential for exhumation
with the Coroner, but not the families. The police are going to speak with the “Gods”
re the necessity. There are three cases in the Cat 3’s were the victims have been

buried.

PP reiterated that he is shortly to discuss the Baker report with the CMO but feels it is
likely to be unfruitful until such time as the police have finished their enquiries. He
would like to be kept updated as to the progress of the enquiry.

SW would like to keep dialogue open between all parties. The use of the
confidentiality enables good communication between all.

ML Police have not tasked experts to look at specific doctors

SW Happy to tell CMO that we’ve met, the fact that the meeting was confidential and
that the police do not at this stage have the information/ evidence to take a

prosecution forward. The information that the police have is not however for
discussion or disclosure to any third party.
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SW is not happy to say that the GMC don’t have enough-to go forward, that is a
matter for them.

PP agreed and understood but ultimately it would be something to be tested under
section 35 of the Medical Act

SW accepted thrs

PP will write to the CMO informing him of the meeting that had been held and teling
him that there were open lines of communication.

PP further stated that from the GMC’s point of view JB was not under any form of
restriction in respect of her registration.

NN asked for the GMC to formally inform the police of the current standing of Dr
Barton. :

PP will await further update from police. Everyone present felt that the meeting had
been beneficial and a three monthly update was suggested.

Meeting concluded at 1310 hrs.
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Operation ROCHESTER

Situation Report 29" June 2004

. Crown Prosecution Service

A strategy/update meeting wit: Code A iand Paul CLOSE of
CPS has been arranged for 1100 hours on Tuesday 6th July 2004 at Ludgate Hill.

Dr Jane BARTON

" The solicitor representing Dr BARTON, Ian BARKER, has requested an update on
the enquiry regarding his client — particularly in respect of time scales. A meeting has
been arranged with Mr BARKER at his office in London at 1300 hours on Friday 9™

July 2004.
Strategic Health Authority/Primary Care Trust

A request has been made to the SHA/PCT for details of the restrictions on Dr
BARTON’S prescribing practices and for consent to disclose those restrictions to Ann
_ ALEXANDER, solicitor representing family group members. Details of restrictions
were sent to us on 17" June, however these are outdated and no longer in force. We
are awaiting details of the current restrictions. In the meantime, Ian BARKER is
enquiring with Jane BARTON as to whether or not she will consent to disclosure to
Ann ALEXANDER.

General Medical Council

On 15™ June 2004 Ms POVEY of the GMC rang the incident room at Fareham stating
that the GMC have taken further legal advice in relation to proceedings against Jane
BARTON. They have been told that they can proceed and a letter will be sent to us
shortly to confirm this. To date no such letter has been received at the incident room.

On 21% June 2004 a letter from DCI Williams was sent to the GMC updating them on
the current position of the enquiry and informing them of our strategy in respect of
disclosure as agreed with the Chief Medical Officer.

On 23" June 2004 the Chief Constable received a telephone call from Mr SCOTT,
Chief Executive of the GMC, stating that the GMC are not keen to complicate our
work by initiating their own investigation but he is concerned that the GMC should be
seen to do something. He is contemplating placing the matter before his interim
measures committee. Mr SCOTT asked to be supplied with some specific information
regarding the enquiry, as listed in an e-mail from the CC to DCI Williams. He also
acknowledged good liaison with the investigation and was grateful for the letter from
DCI Williams, dated 21/6/04.




GiViv IVl Tva-uv il 1Ty

Family Group Member Bulletin

An FGM update Bulletin (Bulletin 5) dated 21 June has been sent to families of
cases in categories 2 & 3.

Letters from Ann ALEXANDER

Ann ALEXANDER held individual meetings with family group members on 27/4/04
and later wrote letters raising issues on their behalf to Mr Watts. All of these letters
(10 in number) required some research before they could be properly responded to.
DCI Williams acknowledged receipt of them by e-mail. To date 7 of the letters have
been responded to and the remaining 3 are partly prepared.

Key Clinical Team

The clinical team are currently reviewing inserts in respect of cases in category 2.
They are also reviewing the 3 additional cases which we received from
ALEXANDER HARRIS late into the enquiry. On completion of these reviews they
will be given the last of the inserts which are in respect of 6 category 2 Baker cases.

Arrangements are in hand for a further/final meeting with the KCT in order to discuss
the above cases and a number of other issues including disclosure, finances, any
future roles etc.

Matthew Lohn

Matthew Lohn is currently quality assuring category 2 cases (other than Baker cases).
He anticipated that this work would be completed within 2 weeks from 14™ June so
DCI Williams will be contacting him for an update on Friday 2™ July.

Identification of Geriatrician

Research is currently being conducted in order to identify and recruit a suitable
geriatrician to work in conjunction with Andrew WILCOCK (palliative care expert)
as our Clinical Review Team. Ten eminent geriatricians are currently being
researched by DC Tenison, including Code A who appears to be the
most suitable at this stage. '

Case in Durham

The Chief Medical Officer mentioned during a recent meeting with Det.Ch/Supt
Watts and DCI Williams that an investigation by Durham Police regarding a doctor

The Durham case is Operation CROSSWORD and the SIO is D/Supt Harry
STEVENSON. It involves a GP, I “"Code A , who prescribed a large dose
of diamorphine to a patient who had recently been released from hospital following
chemotherapy treatment for cancer. The patient had become unwell and the doctor
stated that he had only hours/days to live before prescribing the diamorphine. The
patient subsequently died and was buried. The body was exhumed and it was
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discovered that the chemotherapy had worked and the cancer had gone. i i Code A |

is on bail until mid August. The PCT have set up a help desk and information line for
other concerned families to make contact To date only 2 or 3 pcop]e have expressed

minor concems about! Code A The contact in Durham is DS | Code A

______________________________

Professor Baker

DC Kate Robinson (FLO/Investigator) has been tasked to identify and make initial
contact with the families of all 16 cases identified by Professor Baker as of concern.
She has been provided with specific instructions in order to ensure consistency of
information and support to the families. '

Families in respect-of.the 2 cases in category 3 will be visited and briefed by DS
Kenny and DC Robinson. Statements will be taken from key family group members
by DC Robinson.

Yates, who will visit the families and brief them as spcc1flca11y instructed, Deta1ls of
the visits and families views/concerns will be documented on officer reports.

Professor Baker has agreed to provide a witness statement in respect of the content of
his report and the Chief Medical Officer is aware/supportive of this.

Exhumations

Of the cases in 3b there are 4 burials, which are Elsie DIVINE, Sheila GREGORY,
Elsie LAVENDER and Jean STEVENS. The coroner, David Horsley, is aware that
exhumations may be considered in respect of these cases.

Prioritising of cases

Dr Peter Lawson and Dr Anne Naysmith were asked by DCI Williams to nominate
what in their considered opinions are the four most serious cases in terms of potential
negligence of care/treatment afforded. To date only Dr Lawson has responded and his
nominations are Elsie LAVENDER, Leslie PITTOCK, Helena SERVICE and Henry

AUBREY.

Media

Code A has been tasked to produce a joint ‘if asked’ Police/Health Authority

press release in respect of the current phase of the investigation. A lengthy press
release has been prepared but to date there have been no calls for it’s release.

Health and Safety Executive

Contact has been made with HSE at their Basingstoke office, which covers Gosport.
Martin VAN LANKER at that office has been given brief details of Rochester by
telephone. Arrangements are in hand for Mr VAN LANKER and/or his manager Bob
MELDRUM to attend the incident room for a meeting in the near future.
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Commission for Health Improvement

Consideration is to be given to obtaining evidence from the CHI report. This matter
will be discussed at the meeting with CPS on 2/7/04.

Owen Kenny
Detective Sergeant
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OP ROCHESTER/HAMPSHIRE CONSTABULARY CONTACT FIELD FISHER

WATERHOUSE

11.10.2002. Judith CHRYSTIE FFW solicitor notifies Supt JAMES of her
instructions to act on behalf of GMC in respect of investigation into conduct of Dr

Jane BARTON.

1.11.2002. Judith CHRISTIE notifies DCI DUNCAN that GMC Professional Conduct
Committee hearing scheduled for April 2003. _

20.11.2002. Meeting Judith CHRISTIE, John OFFORD (FFW) Michael KEEGAN.

(GMC Caseworker) DI NIVEN and DS KENNY.

Issues discussed

Criminal rules of evidence apply to GMC hearing.

History of Police investigations DCI BURT and Det Supt JAMES.

Overview of current investigation. Rationale to prove causation developing
theme diamorphine/syringe drivers. Investigation to consider the practices of
practitioners, including Dr BARTON.

Noted that Professor BAKER had been asked to perform statistical analysis by
CMO.

Ms CHRISTIE advised that GMC had the power to make an interim order
suspending or placing conditions upon a Medical Practitioners Registration
notwithstanding that there had been no finding of guilt. In this case the IOC
had decided not to place such an interim order (Dr BARTON convincingly
argued a lack of resources and supervision and poor working conditions.)

If information was disclosed by the police investigation, the GMC would be

forced to disclose any document they wished to present to the IOC(Interim
- Order Committee) in reliance of a request for an interim order.

Formal letters to be written outlining information that would be possible to
disclose.

Alexander HARRIS to be advised that formal lines of communication had
been developed but not of content.

Ms CHRISTIE would contact DI NIVEN monthly so that she may include
information in her monthly reports to the GMC.

Ms CHRISTIE had received a report from the CHLI, she wished to analyse the
that CHIRSTIE and OFFORD will proceed with this aspect of the pollce
enquiry.

DI NIVEN to provide letter to GMC for use in IOC hearing, which will
formally ask GMC to stay their investigations.
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2.12.2002. Letter Nigel NIVEN to Judith CHRISTIE. Confirms that CPS meeting
took place 28.11.2002. Agreed to expand investigation. SIO WATTS
formally requests that IOC hearing of April 2003 is pended.

23.12.2002. Judith CHISTIE confirms that she has received formal instructions from

GMC that the GMC proceedings will be stayed pending outcome of police enquiries.

23.12.2002. Judith CHRISTIE confirms that she is to review commission for Health
Improvement documents on 14/15" January 2003. Will not take any other action other
than assessing which of the CHI witnesses should be seen following police
investigations.

30.06.2003. Letter Nigel NIVEN to Mathew LOHN, re assistance to OP .
ROCHESTER and meeting with Key Clinical Team 6/7" September 2003.

14.08.2003. Mathew LOHN, Letter / Standard terms of Business Document. In
essence, Mathew LOHN will carry out all of the work and will have uitimate
responsibility. Will advise of progress and likely timeframe for each piece of work,
reserve the right to disclose files to regulatory bodies. Hourly rate £255. FFW will
only stop acting for the client with good reason and on giving reasonable notice.

04.09.2003 Mathew LOHN, letter, varying Standard terms of business document in
respect of hourly rate, £215 per hour, + rates for assistants.

16.9.2003. Mathew LOHN E mail to Nigel NIVEN. Mathew undertakes to:-

e Produce a file for each individual including a copy of medical records, copy of
each individual expert report, and a copy of summary report (produced during
KCT meeting 6/7™ Sept).

o Expert analysis. 1’s. ML to ensure that the decision taken is capable of
justification, and exit strategy for this group at the end of the year.

o 2’s. Ensure consistency of decision over the period of analysis to ensure that
no case should have otherwise been classified a 3. Explore possibility that sub
optimal 2 treatment may in fact be negligent, and worthy of further scrutiny.
Prepare exit strategy to explain why sub optimal is not criminal. Consider the
case law test for gross negligence. (nb a recent report of the DPP being
judicially reviewed for failing to take a case forward on a gross negligence
manaslaughter).

o 3’s. In these cases further work will need to be taken to determine whether
there is a demonstrable causative link between the negligence and the ensuing
outcome including an analysis of the hastening effect of treatment. Further
expert opinion will be needed to understand the degree of negligence and to
what extent it could be said to be criminal or otherwise.

* Recommend that LAWSON and NAISMITH from KCT produce summary
reports of findings.

« Al serious cases to be considered by a fresh team including experts in
palliative care, and consultant geriatrician who has had experience in caring
for patients in a community nursing home.

* Recommends that work undertaken by investigation team on the pattern of
prescribing of opiates at GWMH by the doctors involved in this enquiry.

e Will review relevant statements taken, having regard to Wessex protocol and
British National Formulary.
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24.9.2004. Meeting with Mathew LOHN Manchester + DI NIVEN and DS KENNY.
Mathew LOHN received patient record DVD’s and clinical team briefing pack.
Consideration to cold calling 16 Family Group members as identified by Professor
BAKER.

ML will review cases using medical records clinical team comments and officers
reports and will devise questions for Peter LAWSON and Ann NAYSMITH. - -

ML will review cases which currently fall into categories 1A and 2A as a priority with
a view to disengaging cases of no concern asap.

Agreed timescales for work by the review team.

Other issues raised:-

Wessex Protocol.

Patterns of prescribing.

Professor BAKER report.

Causation. Toxicology. Exhumation.

ML suggest obtaining copy of interim audit from GMC.

Nigel Niven to meet with Chief Executives of Primary Healthcare trust and Strategic
Health Authority to discuss the current state of the investigation includingthe IOC in
respect of DR BARTON.

7.10.2003. Letter Mathew LOHN to Nigel NIVEN re potential conflict issue, ie FFW
acting both for GMC and Hampshire police. FFW content that no conflict arises.To
ensure transparent integrity Mathew LOHN has written to GMC informing them that
he no longer acts for them in respect of case of Dr BARTON. This is not a corrective
measure but one of proceeding with excessive caution.

23.2.2004. Meeting with Mathew LOHN DI NIVEN and DS KENNY. Actions agreed
as follows.
1. DS GROCOTT to compile information re legal authorities gross negligence
manslaughter/CPIA.
Mathew LOHN to arrange meeting with GMC. 1% or 3™ March 2004.
Meeting to be arranged with Nursing and midwifery council.
ML suggests liaison with Royal Pharmaceutical Society to involve Pharmacist.
ML to approach | Code A ire her availability to lead new clinical
team.
Enquiry team will take statements from FGM’s in group 3.
Mathew LOHN will commence work on group 2’s and will meet in a month or
so to discuss findings. During assessment he will pass on any 3’s identified.
8. In respect of category 1, where FGM’s not content ML suggests obtaining
their concerns in writing for consideration.
9. FGM'’s in respect of cases identified by Professor BAKER to be visited in due
course, and officers reports to be submitted as previously.

AR o

s

?7... Mathew LOHN supplies analysis report in respect of category 1’s, and copies
forwarded to family group members.

26.5.2004. ML informs SIO Steve WATTS that GMC seeking counsels advice on the
issue of disclosure by the police to the GMC during the course of an ongoing police
investigation. There are nationally several similar cases present including OP
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ROCHESTER. SW agrees that an independent view should be sought, and content
that ML can act for GMC.

2.6.2004. SIO WATTS e MAIL TO Mathew LOHN agreeing that disclosure issues to
GMC need to be clarifed but raising conflict arising by ML directly acting for GMC.
SW would wish to give the GMC as much information as possible to ensure that

public and patient safety are maximised. He has informed the GMC that he would be .
‘willing to give evidence to a committee giving a general indication of the nature of

the investigation. He has given a detailed confidential briefing to GMC members. SW
cannot give written information to the GMC since it may be detrimental to the

conduct of the investigation.

DCI WILLIAMS. D/SIO.
9™ June 2004,



GMC101104-0118

i _CodeA

From: Williams, David (DCI)

Sent: 09 June 2004 11:32

To: Grocott, David :

Cc: Kenny, Owen; Stephenson, Roy; Quade, Geoffrey; Law, Dick
Subject: FW: OP ROCHESTER. CONFIDENTIAL.

For info..DW.

----- Original Message-----

From: Williams, David (DCI)

Sent: 09 June 2004 11:28

To: i Code A :

Subject: OP ROCHESTER. CONFIDENTIAL.

MriCodeA!

Please find attached a summary of previous contacts between icedeaiand Hampshire Constabulary

which | would like to use as a template for our discussion this afternoon.

‘)P ROCHESTER

‘W Mathew LOHN.d.

Thanks.
Dave WILLIAMS.
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OP ROCHESTER. June 2004.

CONFIDENTIAL. Detail of individual cases not to be released without the authority

of S1I0 or Deputy.

Subiject Areas for discussion.

|

I

{»

Ongoing work of the clinical assessment team prioritising the nine, 3b
category cases ie ‘negligent care that is to day outside the bounds of
acceptable clinical practice, and cause of death unclear.’

3b Cases are :-

Arthur CUNNINGHAM. 79. 21 September 1998 — 26™ September 1998.
Gosport War Memorial Hospital. Parkinson’s disease, dementia,
myelodysplasia, admitted from a nursing home with difficult behaviour. In
June 1998 he was using a mobile telephone, and taking a taxi journey.
Admitted from day hospital with a large necrotic sacral sore. The sore would
have been painful but the reasons quoted for starting the
diamorphine/midazolam infusion were related to behaviour. No mention of
pain on the 25™ and 26™ September but the dose of diamorphine was increased
on both days. Cause of death was bronchopneumonia although the medication
might have contributed to it. Several Doctors involved in care. Rapid
escalation of Diamorphine and High doses of Midazolam.

Elsie DEVINE. 88. 21% October 1999 — 21* November 1999. Gosport War

Memorial Hospital. Multi-Infarct dementia. Moderate/Chronic renal failure,
paraproteinaemia. Occassionally aggressive and restless. Prescribed
thioridazine for this. When she became more agitated, she was started on
fentanyl, and then converted to large doses of diamorphine and midazolam via
a syringe driver. Pain was not raised as an issue. Cause of death is not clear
and the use of opiods questionable, especially when considering doses. Issue
over whether or not she was dying before given Fentanyl, which was
inappropriately prescribed for sedation.

Sheila GREGORY. 91. 3™ September 1999 - 22™ November 1999. Gosport
War Memorial Hospital. Fractured neck of the femur and other medical
problems. The original aim was rehabilitation, but there was an early entry
about keeping her comfortable. There was a suggestion of a stroke early in her
stay, at GWMH and she deteriorated. The decision was made to refer her to
Nursing Home for care because she was unlikely to improve further. She then
deteriorated with distress and breathlessness. The staff wondered about a chest
infection but did not start antibiotics. Oromorph helped the distress and
breathlessness, so she was started on a reasonably low dose of diamorphine

GMC101104-0120
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through a syringe driver. Frusemide as a diuretic was given in case the
breathlessness was due to fluid on the lungs. In the end the cause of death was
not entirely clear. Should they have tried antibiotics or explained why they
were not used? She probably would have died whatever was done from
15.11.1999.

Elsie LAVENDER. 83. 22" February 1996 — 6™ March 1996. Head Injury or
brain stem stroke. She had continued pain around the shoulders and arms for
which the cause was never found. It was possibly musculoskeletal pain from a
fall downstairs. Other forms of analgesia such as anti-inflammatory drugs or
hot/cold packs might have worked. The most worrying aspect is the large dose
escalation when converting Morphine to diamorphine via syringe driver (Five
fold increase). The cause of death is unclear and the dose escalation - might-
have contributed. '

Enid SPURGIN.92. 26™ March 1999 — 12" April 1999. Gosport War
memorial hospital. Had suffered a fractured hip repaired with a dynamic hip
screw. She could get from a bed to a chair with the help of 2 nurses before the
transfer, and had paracetomal as required for pain relief. Pain became an issue
as soon as she arrived at Dryad. Analgesia started with Oramorph regularly
and then regular codydramol and then MST at low dose. The dose was
increased after continued pain was noted. She had deteriorated on the day a
syringe driver was started, but she is reported as denying pain. Diamorphine
was started at 80mg per 24hrs via a syringe driver. This is a very high dose 5-6
fold increase. It is not clear who chose this dose but the way the drug was
prescribed the nurses could have used a dose anywhere between 20 to 200
M/G a day. It had to be reduced, because she was too drowsy and it probably
contributed to her death. No evidence of consultation with appropriate
specialist over management of her operation wound infection. Rapid
escalation of opiate dose. Poor drug prescription when diamorphine infusion
was commenced, nurse could have set up anything from a dose of 20-200 mg
per day and still been in compliance.

Jean STEVENS. 73. 20" May 1999 — 2o™ May 1999. Gosport War Memorial
Hospital. This woman had suffered a stroke with marked weakness of the left
side complicated by a myocardial infarction and aspiration pneumonia. On the
day of transfer she had suffered chest pain all day. But had not told anyone. A
strange decision was made to stop her prophylactic anti-anginal treatment, and
use the GTN as required and oramorph. She was reported to be uncomfortable
on the day of conversion to diamorphine via syringe driver. She then
deteriorated rapidly. The pain was likely to be cardiac, and specific angina
treatment should have been tried before resorting to regular opiates. The use of
opiates was overdone. Pain not mentioned in initial clerking. Alert on
admission. Immediately started on Morphine with a rapid dose escalation.

Robert WILSON. 74. 22™ September 1998 — 18" October 1998. Gosport War
memorial Hospital. Recorded as having a high alcohol intake and poor
nutritional status. He was admitted with a left humerus fracture. During his
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last days on dickens ward, he was on regular paracetomal, and codeine as
required needing one dose of codeine most days. On transfer to dryad, he
received 2 doses of oramorph and was then put on a moderate dose of
oramorph every 4 hours with paracetomal as required. Liver and kidney
problems make the body more sensitive to the effects of oramorph. He had .
both of these problems. He deteriorated, and was converted to a syringe driver
at a dose, which was a close conversion from the oramorph dose. Over the
next 2 days the dose was increased without obvious indication. Death was
presumably from overdose of opiates, in a man with a poor opiate metabolism,
and reduced tolerance. Unless the decision had been taken to treat pain
regardless then this was negligent. Initial dose of Morphine inappropriate in a
person with known alcoholic liver disease. Rapid increase in body weight

- documented in notes, with no apparent clinical response.

oo

o

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

Helena SERVICE. 99. 2™° June 1997 — 5" June 1997.Gosport war memorial
hospital. This lady was very old, and had many medical problems, eg diabetes,
heart failure, confusion and sore skin. She was agitated in the Queen
Alexandra hospital but they accepted it and used thioridazine orally. On
transfer to Gosport War Memorial Hospital, they put her on sedation via a
syringe driver at night. She was less well the next day and diamorphine was
added to the driver (she had not required analgesia other than paracetomal at
the Q.A.H). She died the next day. Medication could have contributed
towards her death. Need for such medication not clear.

As agreed by SIO WATTS, 4 Four of these cases are to be prioritised and fast

-tracked to CPS, with a view to an early decision to be taken on the sufficiency
of evidence to support continuing investigation/prosecution. This strategy will

also have the effect of engaging counsel early into the process. 1t is hoped that

the first cases will be forwarded to CPS by September 2004.

Liaison with the Fareham and Gosport primary healthcare trust is ongoing. It
is anticipated that the witness interview of 30 or so healthcare professionals in
respect of the DEVINE case should commence from Thursday 17" June 2004
under the supervision of DS STEPHENSON. Potential media issues arising
are currently being considered by relevant stakeholders.

Dr Andrew WILCOCK (Nottingham University) has been commissioned to
provide the relevant expert evidence commencing with the priority cases from

late July 2004.
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¢ Once Dr WILCOCK’S expert evidence is available then having regard to his
professional opinion, Healthcare professionals may be interviewed under
caution in respect of allegations of Gross negligence manslaughter.

e Liaison continues with the Crown Prosecution Service, Anne ALEXANDER
solicitor representing 43 families, and the Chief Medical officer and General
Medical Council in respect of ongoing investigation.

e Priority is to be given to the appointment of a police family Liaison co-
ordinator DI BISSELL.

¢ One significant issue to be addressed is informing the families of 16 deceased
named as ‘cases of concern’ in the Baker report commissioned by the CMO.
Two of these cases, PITTOCK and SERVICE identified through the
independent work of Professor BAKER have been assessed as 3b’s by the
experts commissioned through the police investigation.

e Mathew LOHN (Field Fisher Waterhouse) indicated on the 9™ June 2004 that
he required 10 days to complete his quality assurance work on the 54 cases
categorised as 2’s ie.. care assessed as sub optimal but not negligent, ie outside
the bounds of acceptable clinical practice. '

DW.DCI 7227.
10.6.2004.
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MARRIOTT EVENT BOOKING SERVICES
TEL: 08705 826826
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HAMPSHIRE CONSTABULARY

Paul R. Kernaghan QPM LL.B MA DPM MCIPD Fareham Police Station
Chief Constable _ Quay Street
Fareham
Hampshire
P016 ONA
Our Ref. Tel. 0845 0454545
Fax. 023 92891663
Your Ref,
21% June 2004
Ms L Quinn

Conduct Case Presentation Section
General Medical Council

178 Great Portland Street

London, W1W 5JE

Dear Ms Quinn,

Re: Operétion 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 27™ 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
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OP ROCHESTER.

Team meeting/Situation Report.

1000 — 1100hrs. Tuesday 8" June 2004.

Present.

DCI WILLIAMS.

i Code A i
DS STEPHENSON.

Code A

DC ROBINSON
DC QUADE.

1.General overview.

Meeting commenced with DCI WILLIAMS and DS GROCOTT giving a broad
overview of the investigation to date. .

Investigation has now reached a phase where 13 cases have been identified and
categorised by the key clinical team as ‘3b’s’ ie where the care has been assessed as
‘negligent that is to say outside the bounds of acceptable clinical practice and
causation of death is unclear.’

- Resources been reviewed by level 2 TCG and as a result additional staff have been
seconded to the investigation to complete the next phase, ie the progression of 4 cases
to the stage that they can be submitted to the CPS for advice/ consideration for

prosecution.

The objective process of selection of these cases will be informed by 2 of the clinical
team of experts Ann NAYSMITH and Peter LAWSON.

To date DS GROCOTT has raised approx 119 actions in relation to the death of
DEVINE from her medical notes identifying 20+ healthcare professionals, consultant,
GP and nurses etc and work will commence on this case by DS STEPHENSON and
DC’Sicodeait __ Code A ‘and QUADE. '

2. Liaison with GWMH and Q/A Hospital.

The healthcare professionals to be interviewed in the DEVINE case will receive a
letter of introduction explaining the proposed framework of the interview, and
inviting a venue convenient to the witness.

GMC101104-0173
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Relevant Hospital management will be informed when this process is due to start and
given that this stage of the investigation could take up to 6 months the Deputy SIO
will make contact with the authorities to consider impact assessment and
arrangements for interviews upon hospital premises if that is required.

It is the experience of the investigation to date that most hospital staff will prefer to be
interviewed at their home addresses.

All investigators will conduct witness interviews in accordance with the investigation
strategy prepared by DCS GROCOTT March 2004.

In addition the investigators will be given a prepared response to questions that will
inevitably be posed by witnesses and other interested stakeholders.

3.Media.

The Healthcare Primaly trust, are represented by ' Code A of the medla and

Given that the next phase of investigation activity will inevitably draw local media
interest then our immediate media response to issues raised will need to be
considered, taking into account that a decision is yet to be taken and notified as to the
disposal of cases falling under the 2 category ie ‘sub optimal care, but death either
natural, causation unclear, or unexplained by natural disease.’

The decision in respect of category 2 cases can only be made when Mathew LOHN
(medico /legal solicitor for Field Fisher and Waterhouse) has completed his Q/A work
around the category 2 cases. It is anticipated that the individual summaries provided
in respect of these cases by Mr LOHN will be used to inform the family members of
the status of their case of interest. It is not anticipated that OP ROCHESTER will
enter into lengthy dialogue or appeal in respect of the 2’s, as the focus of the
investigation must remain with those cases that provide sufficient concerns to warrant
further police investigation and submission of papers to CPS.

Other media stakeholders will also be notified in advance to any release, and relevant
family members mformed

4, Commission Palliative Care expert,

Andrew WILCOX (Nottingham University) has been commissioned to complete the
evidential assessment of the most serious cases he will commence this work in late
July, cases being prioritised. His fees are still to be negotiated. Dr WILCOX
recommends that a geriatrician is also sought to provide general expert evidence in
respect of healthcare of the elderly.
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5. .Stakeholder visits,

DCI WILLIAMS is updating the Chief Medical Officer, family members solicitor
Anne ALEXANDER and Mathew LOHN during the course of this week.

6. Finance.

The imperative is to complete investigations as thoroughly but expeditiously as
possible. Therefore reasonable overtime as authorised by detective sergeants will be
met through payment. DS KENNY to review the budget position periodically.

7. Trangport.

Most of the existing team remain essential users as authorised by ACCSO. There is a
requirement for the 3 month hire of two vehicles to accommodate new team members
and to provide for the effective deployment of staff. Local authority car passes to be
costed on a three monthly basis, and requisite AD 100 to be submitted by DS

STEPHENSON.

8. Communications/briefing.

The investigation will be briefed/debriefed weekly Mondays at 0930hrs with all staff
to attend. These meetings will be minuted by rota including all staff.

0, Duties/destination.

A 2 weekly destination/duties board to be maintained within the main squad office, all
staff to endorse their commitments thereon. Core duty hours should be within 0800 —
1800hrs band, but these may be varied by staff according to operational/personal
need.i Code A ‘o administrate the destination board please, although all
officers have a responsibility to ensure that it is updated.
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. | Other Document Form

Title  (_rprpem [From SWT OWITIMG TO ALS mMA gtz 'UB/§/0/

DA

(Include source and any document number if relevant)

Receivers instructions urgent action Yes @

Per—tyer
Code A
Document registered / indexed as indicated Ay
No(s) of actions raised Code A
Statement readers instructions Statameant
or
Code A
xed as indicated -~ e R j
No(s) of actions raised Code A
Examined - further action to be taken
oM SIO
Further actions no(s) Indexer
When satisfied all action raised Office Manager to endorse other Document Master Number Form.
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HAMPSHIRE Constabulary

Paul R. Keraaghan QPM LL.B MA DPM MCIPD Superiniendent
Chief Constable Professional Standards Department
Police Headquarters
West Hili
OurRef. " "Code A Winchester
"""""" Hampshire
Your Ref. S0O22 5DB
Mrs GM MacKenzié . Tel.
Fax. COde A

Code A 26" March 2001

o RE o m U ey
Dear Mrs Mackenzis,

Following our recent telephone conversation I am writing to cohfirm that DI Morgan and DC Maddison
have both received operational advice as set out in the letter sent to yon by Mr Gear of the Police

Complaints Authority.

Also I can confmﬁ that you are entirely right in your assertion that a copy of the notes made by your sister
was obtained by DC Maddison, and that the advice DI Morgan received in relation to them was that she

should of ensured they were exhibited.

In closing I offer my apologies, on behalf of the Constabulary, that you did not recelve the service you
ought to have done, as is evidenced by the need for officers to receive advice.

r

1] s
I am pleased that you are very much happier with the further investigation being led by DCI Ray Burt, and I
have ensured that your kind comments about him have been brought to his