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General Medical Council 

¯ Dr Jan~Barton 

Statement of Lynda 

I, Lynda Wiles, wa2~l say as follows: 

1. I am the daughter of Leslie Pittock. 

Exhibited to this statement and marked LW/1 is a copy of my witness statement dated 

8 November 2004. 

I can confirm that I l~ave been given the Opportunity to add to or anael~d this statement 

but do not wish to do so. 

I understand that my statement may be used in evidence for the put-poses of a hearing 

before the General Medical Council’s Fitness to Practise Panel and for the purposes of 

any appeal, including any appeal by the Council for Healthcare Regulatory Excellence. 

I confirm that I amwilling to attend the hearing to give evidence if asked to do so. 

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

Signed: 

Lynda Marion Wiles 

Dated: 
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General Medical Council 

DrJane Ba~on 

Statement of Dr Michael Brigg 

Michael Brigg, will say as follows: 

I am a General Practitioner at Forton Medical Centre, Whites Place, Gosport and have 

held this position since October 1993. 

Exhibited to this statement and marked MB/1 is a copy of the witness statement dated 

16 February 2005 I made in relation to the care of Leslie Pittock. 

o I can confirm that I have been given the opportunity to add to or amend this statement 

but do not wish to do so. 

I understand that my statement may be used in evidence for the purposes of a hearing 

before the General Medical Council’s Fitness to Practise Panel and for the purposes of 

any appeal, including any appeal by the Council for Healthcare Regulatory Excellence. 

I confirm that I am willing to attend the hearing to give evidence if asked to do so. 

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

Dated: 

Dr Michael Brigg 
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General Medical Council 

Dr Jane Barton 

Statement of Alan Lavender 

I, Alan Lavender, will say as follows: 

I. I am the son of Elsie Hester Lavender. 

Exhibited to this statement and marked AL/1 is a copy of the witness statement dated 

19 May 2004 I made in relation to nay mother’s care. 

I can confirm that I have been given file opportullity to add to or amend this statement 

and wish to state that in the second paragraph of page i that I moved to Warsash fi’om 

Royston in 1990to be closer to nay mother and then took early retirement in 1991. 

I understand that my statement may be used in evidence for the purposes of a hearing 

before the General Medical Council’s Fitness to Practise Panel and for the purposes of 

any appeal, including any appeal by the Council for.Healthcare Regulatol3, Excellence. 

I confilan that i am willing to ~tten~t the’ hearing t; give evidence i.f.a~ked to do so. 

I believe that the facts stated in this witness statement are taue. 

Signed: 

Dated: 

6454263 v2 
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General Medical Council 

Dr. Jane Barton 

Exhibit ALl 

This is the Exhibit marked "ALl" referred to in the statement of Alan Lavender:- 

Statement dated 19 May 2004 (regarding Elsie Lavender) 

7037651 vl 
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Draft 
(14.08.2008) 

General Medical Council 

DrJane Ba~on 

Statement of Marilyn Jackson 

I, Marilyn Jackson, will say as follows: 

1. I make this statement in relation to the treatment of my late mother, Alice Wilkie, at 

the Gosport War Memorial Hospital in August 1998. 

2. My mother’s date of birth was 2 September 1916 and she Sadly passed away on 21 

August 1998. 

3. My mother was admitted to the Queen Aiexaudra Hospital ou 3! July 1998. She was 

transferred to Gosport War Memorial Hospital on 6 April !998 for assessment and 

rehabilitation. 

o 

° 

° 

As I was dissatisfied with the treatment that my mother received at Gosport War 

Memorial Hospital I complained the General Medical Council. Exhibited to this 

statement and marked "MJ/I" is a copy of my letter dated 11 April 2002 addressed to 

Mr Michael Hudspith of the General Medical Council. 

My mother lived at the Addenbrooke Nursing Home. On 31 July 1998 she was 

transferred to the Queen Alexandra Hospital as a result of a urinary tract infection. 

My mother stayed at the Queen Alexandra Hospital for five days and appeared to be 

making good progress. Subsequently she was sent to the Gosport War Memorial 

Hospital for assessment and rehabilitation. 

In exhibit "MJ/I" I detailed the treatment that my mother received at the Gosport War 

Memorial Hospital and my conversations with Philip Beed. My main concern about 

my mother’s treatment was why she was placed on diamorphine via a syringe driver 

before any other drugs had been tried to relieve her discomfort. 

On 21 August 1998 I met with Dr Barton. I found bLe~’ to be very uncaring, rude and 

abrupt and she did not bother to explain to either myself or my daughters either who 

she was or what the current situation was regarding my mother. I felt that this was 

unacceptable and unprofessional on the part of Dr Barton. 

8065289 vl 
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8. Sadly my mother passed away on 21 August 1998. 

Subsequent to my mother’s death I received my mother’s medical file and was 

unhappy with the contents. I detailed my concerns in my letter marked "MJ/I". 

10. I contacted the police in April 2001 regarding my mother’s care and my concerns. I 

was unhappy with the lack of investigation by the police. Exhibited to this letter and 

marked "M J/2" is a copy of my letter dated 11 April 2002 to Chief Constable Paul R 

Kernaghan detailing my concerns. 

11. Further exhibited to this statement and marked "M J/3" are copies of correspondence 

that I received from the General Medical Council regarding my mother’s case between 

15 April 2002 and 11 July 2002. 

12. 

13. 

14. 

I can confirm that I did not give an official witness statement to Hampshire 

Constabulary, however I was visited at my home address on 11 February 2004 by 

Detective Constable Robinson. Exhibited to this statement and marked "M J/4" is a 

copy of his officer’s report dated 29 April 2004. 

[My concerns regarding the care of my mother are detailed accurately in this officer’s 

report and I have nothing more to add]. [Mrs Jackson, please let me know if. this is the 

not the case. If you have any further comments that you wish to .add ~o this statement I 

will be more than happy to include them. It is important that this statement accurately 

reflects your concerns]. 

I understand that my statement may be used in evidence for the purposes of a hearing 

before the General Medical Council’s Fitness to Practise Panel and for the purposes of 

any appeal, including any appeal by the Council for Healthcare Regulatory Excellence. 

I confirm that I am willing to attend the hearing to give evidence if asked to do so. 

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

Signed: 

Dated: 

Marilyn Jackson 

8065289 vl 2 
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In return please quote 

15 April 2002 

HM/FPD/2002/0941 

GENER.AL 

COUNCIL 
Protectinj patients, 

~uidin~ doctors 

Dear Mrs Jackson 

Thank you for your letter dated 11 April 2002, the content of which is receiving 
attention and we shall write again as soon as possible. 

This case has been allocated the following reference number HM/FPD/2002/0941. It 
would be very helpful if you could quote this reference number whenever you write 
or speak to us. 

If you have any questions please corit_a_cLme_.or.the officer in charge of this case, 
who is, Helen Morran, Tel: i]]]]]]~[~.e__~_ ........... 

Yours Sincerely 

Code A 
Thomas Wood 

i. F_._i.tneS_c_S, tO _P._r_acti_£.o.._D_iz~.~_t~,,_~te Ode A 

I78 Great Portland Street London \VI\V ;JE Telephone 020 7980 7642 Fax 020 79~ 364~ 

emaii ~mc(ii~mc-uk org www.gmc-uk org 

Registered Charity No. ~ o 8 ~ 2"78 
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In rsply ptease quote 

17 April 2002 

Code A 

FPD 200210941 G ENERAL 
M EDICAL 
COUNCIL 

~quidiQq ~octors 

Dear Mrs Jackson 

Thank you for your letter of 11 April 2002 about Dr Jane Bar[on. 

I have enclosed a leaflet which explains the GMC’s remit and how we assess 
complaints and 1 hope you find this information helpful. It is important that you read it 
so that you understand from the outset what we can, and cannot, do. Our role is to 
license doctors to practise in the United Kingdom. Although we provide guidance to 
doctors about what constitutes good medical practice, not all alleged breaches Of 
that guidance will warrant formal action by us. We have power to take action against 
a doctor only where their behaviour justifies our restricting or removing their 
permission to practise medicine. In legal terms this behaviour is described as 
’serious professional misconduct’ or.’seriously deficient performance’. In shoR, we 
are able to use our powers where we consider a.doctor to be a threat to patients’ 
health or well-being. 

I should explain that no decision has-yet been made about whether we can take 
action on the matters which you have raised. To help us decide whether we can 
assist, please complete the attached consent form and return it to us by 2 May 2002. 
If you answer no to a.ny of the questions on the form it is unlikely that we can take 
this matter forward. 1 am also enclosing a form requesting your permission for us to 
obtain copies of your late mother’s medical records as they will be relevant to our 
consideration of your complaint. These forms should be completed and returned in 
the envelope provided. However, if you already have copies of your mother’s 
medical records in your possession, please send them to us as soon as you can. 

I am afraid that we are unable to consider your complaint about Phillip Beed as he is 
nota doctor and falls outside our jurisdiction. If Mr Beed is a nurse, you should 
contact the UKCC, who have responsibility for considering complaints about the 
conduct of nurses, at the address below: 

United Kingdom Central Council for Nursing Midwifery & Health Visiting 
(UKCC) 
23 Portland Place 

~78 Great Portland Street London \VIW 5JE Telephone o~_o 7580 7642 Fax 020 79~5 3645 

email gmc@gmc-uk.org www.gmc-uk.org 
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London 
WlH 3AF 
Tel: 020 7637 7181 
Fax: 020 7436 2924 

Upon receipt of your reply, we will give further consideration to the matters you have 
raised. Your enquiry has been allocated the reference number FPD 200210941. It 
wo01d be very helpful.if you could quote this reference when you write or speak to 
US. 

Yours sincerely 

_Protecting ~o~en~s, 

8~ddin~q doctors 2 



GMC101158-0038 

Your ref: 

Our ref: 2002/0941 

24 May 2002 

First Class Post 

Mrs M Jackson 

i Code A 

G E N E P AL 
!VkEDICAL 
COUNCIL 
Prot~ctfn~ p~tfent~, 

ooufdinoo doctors 

Dear Mrs Jackson 

Drs Jane Barton and Althea Lord 

I am writing regarding the complaint you made to the GMC about Dr Barton and 
Dr Lord. Please accept my apologies for the delay in updating you on our 
consideration of your complaint. 

As you are aware the circumstances surrounding your mother’s death were 
reviewed by Hampshire Constabulary. Once it had been established that no charges 
would be brought, the police passed their case papers to the GMC to consider 
whether, issues of criminality aside, there were any matters of professional 
performance or misconduct which warranted formal consideration under our fitness 
to practise procedures. 

This information, together with your letter of 11 April 2002, has. now been reviewed 
by both a medical and non-medical member of the Council responsible for 
considering complaints and information about doctors. Both members were sorry to 
learn of your mother’s death and have asked me to passon their condolences. 

I have also been asked to explain that the Medical Act 1983 (as amended) gives the 
GMC powers to take formal action in response to-a complaint or information about 
the conduct or performance of an individual registered doctor only where there is 
evidence that the doctor’s behaviour is so serious that it could justify restricting or 
removing the doctors registration. The Act describes behaviour of this sort as 
"serious professional misconduct" or "seriously deficient performance". Whilst not 
specifically defined in the Act a generally accepted definition of these terms is 
conduct or performance which is so seriously below the standard expected of a 
doctor that it calls into question the doctor’s right to registration. 

Whilst acknowledging that Dr Lord was the consultant in charge of your mother’s 
care following her transfer from Queen Alexandra Hospital to the Gosport War 
Memorial Hospital, the members noted that day-to-day medical care was the 
responsibility of the clinical assistant, Dr Barton and the ward nursing staff. 

~78 Great Portland Street LondonW1WSJE Telephone 020 7f8o 7642 Fax 020 79~f 364t 

email gmc@gmc-uk.org www.,~mc-uk.org 

Registered Charit, y No. ~ o 8 9 2 7 8 
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According to the medical records Dr Lord only saw your mother once, whilst on 
Daedalus ward and on that occasion carried out what the members considered to be 
a reasonable assessment of your mother’s condition with a plan to review her 
placement needs in a months time. Having carefully studied all the information 
provided the members do not consider that Dr Lord’s actions you raise any issue 
which could be regarded so serious as to justify formal proceedings which may 
result in the restriction or removal of his registration. 

However, the members did cbnsider that the information received from Hampshire 
Constabulary contained prima facie evidence of misconduct on the part of Dr Barton 
and it was therefore decided that the matter be referred to our Preliminary 
Proceeding Committee for further consideration. We shall inform you of when this 
will take place in a separate letter. As the Council’s deliberations at this stage of our 
procedures is private, I would ask you not to disclose this information to any other 
persons. 

Code A 
Michael Hudspith 
Fitness to Practise Directorate 

Code A 

Protecting patients, 

guiding doctors 
2 
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Your reference: 

Our reference: 2002/0941 

21 June 2002 

First Class Post 

=Code A 

G E N E P AL 
A/ EDICAL 
COUNCIL 

Suidind Joctors 

Dear Mrs Jackson 

Mrs Alice Wilkie 

I write further to your letter Of 12 June 2002. Please accept my apologies for the delay in 
responding. 

I have new had an opportunity to speak with Hampshire Constabulary and taken advice from 
both senior colleagues and our own solicitors about disclosing to you copies of the expert 
opinions prepared during the recent police investigation. 

As with all record holders, the GMC is bound by the terms and conditions of the Data 
Protection Act 1998 when deciding how and why personal data is processed. Personal data 
is information about identifiable, living individuals and includes both facts and opinions about 
the individual. Processing incorporates the concepts of ’obtaining’, holding’ and ’disclosing’ 
information. 

I am advised that, were we to release these documents to you, we may be violating the rights 
of data subjects (certain individuals named in the documents). I am afraid therefore that due 
to restrictions placed upon us by the Data Protection Act we are unable, at this time, to 
disclose the information you have requested. 

That said, I am also advised that under the Data Protection Act we can provide personal 
information to a third party if required to do so by a court order. Should you wish to consider 
pursuing this option, you should approach a solicitor fqr advice. 

I am sorry that I can not be of further help at this time. 

] 
_._Ej t n..~._._.s_._t._.o_._._P._r._.a_._c._t.j._s._.e_._D i r e c t _o._.r_a te 

Code-A] 
Great Portland Street London WI\V SJE Telephone o20 7.q80 7642 Fax 020 791~c 364-I 

email ~mc@~mc-uk.orll www.~mc-uk.orc~ 

Registered Charity No.,~ o 8 ~3 ~ 7 8 
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Your ref: 

In reply p~ase quote:~ 

11 July 2002 

First Class Post 

Code A- 

G E N E P AL 
 /kEDICAL 
COUNCIL 

~quiJin,q doctors 

Dear Mrs Jackson 

Dr Jane Barton (1587920) 

1 write further to your previous correspondence regarding Dr Barton. 

I am now able to confirm that, in relation to the information received from 
Hampshire Constabulary relating to Mrs Wilkie’s clinical care, a case against 
Dr Barton is scheduled to be considered on 29 - 30 August 2002 at a meeting of 
the Council’s Preliminary Proceedings Committee. It will be for that Committee to 
decide whether the doctor should be referred to the Professional Conduct 
Committee on a charge of serious professional misconduct. 

Should the Committee decide that the case raises no issue of serious 
professional misconduct, they may conclude the matter by issuing a warning or 
advisory letter to the doctor about her future conduct, or decide to take no action. 
Please note that the relevant Trusts and Health Authorities have also been 
notified. We will write to you again after the Committee meeting to inform you of 
our decision. 

As the Council’s deliberations at this stage of our procedures is private, I would 
ask you not to disclose this information to any other persons. 

~Z--~-i~fi-~i~-i-R~a-~iSi{fi ....................................... ’ 
Fitness to Practise Directorate 

Code A 

i78 Great Portland Street London ’,Vl’,\.’ 5JE Telephone o2o 7~r8o 764.2 Fax ozo 79~ [ 36-b~ 

email omc@’~mc-u~ or~ www.~mc-u~,.or~ 

P, cgistcrcd Charity .N~}. I o £ 9 2 7 8 
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DOCLUMENT RECORD PRINT 

Officer’s Report 
Number: R7DA 

P72 

TO: REF: 
STN/DEPT: 

FROM: DETECTIVE CONSTABLE 424 ROBINSON 
STN/DEPT: OPERATION ROCHESTER 

REF: 
TEL/EXT: 

S U BJ ECT: DATE: 29/04/2004 

I visited Marilyn JACKSON at her home address on 11/02/2004. Present at the meeting were her 
daughters Emily YATES and Lisa PAYNE. The family had the opportunity to compare the copy of 
Alice WiLKIE’s medical records as supplied by the police against their copy of Alice WILKIE’s records 
as supplied by the local health authority. 

The family will say that Alice was born in the London area oni Codo A ishe was one of six children. 

She married Albert WILK1F~ and had one child, Marilyn and adopted a son, Andrew. She worked 
initially as a tailoress and subsequently in grocers and newsagent type shops. She moved to Arundel 
upon her retirement with her husband and upon his death she moved to the Gosport area and lived with 
her daughter. 

With regards to her medical history, the family can say that at some point whilst in her late 50’s, early 
60’s Alice was checked for TB and as a result had part of a lung removed. 

When she moved to Gosport in 1992 she was displaying signs of dementia. 

She had an ulcer and was passing blood that was successfully treated. 

Alice’s doctor was Dr Yeo from the Gosport Health Centre. 

Her dementia grew progressively worse and in 1997 she went to live in Addenbrook Residential Care 
Home for Dementia. 

On 31/07/1998 Alice was admitted to the Queen Alexandra Hospital suffering from dehydration. She 
had a UTI infection which had not responded to antibiotics and had been admitted to resolve the 
problem. 

She responded well to treatment and on 6th August 1998 (06/08/1998) was transferred to Daedalus Ward 
at the Gosport, War Memorial Hospital for rehabilitation and a 4/6 week assessment of her condition. 

When visited by her daughter on the day of her admission, she was sat having her tea and feeding 
herself. 

W01 OPERATION MIR059 Ll1691 Printed on: 13 December, 2004 Page 1 of 4 
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DOCLUMENT RECORD PRINT 

P73 

By the weekend, the family describe her as an ’empty shell’ she would just sit like a ’zombie’. 

She had been admitted mobile but by the weekend had to be moved with the aid of a hoist, 

Within days she had become bed bound. Mrs JACKSON spoke with a nurse she believes was named 
JOYCE (surname) who told her that her mother was deteriorating. 

On 17th August 1998 (1710811998) Mrs JACKSON received a telephone call from the hospital from 
Phillip BEAD asking he, to "come in for a chat". 

He told her that her mother wasn’t very well and Mrs JACKSON was concerned as she didn’t want her 
mother to suffer any pain. 

Mrs JACKSON was of the opinion that something ’wasn’t right’ but she didn’t get the impression from 

the meeting that her mother’s death was. imminent. 

Mrs JACKSON would visit at different times of the day and she noticed that the trays of food for 
patients were left out of reach of the patients and that the food was unsuitable. Her mother was given, 
thick dry sandwiches which she couldn’t chew, 

On 20th August 1998.(20/08/1998) Mrs JACKSON visited her mother during the morning. She 
describes her mother as being very sleepy and appeared to be in discomfort. She asked her mother if she 
was in pain and her mother told her that she was. Mrs JACKSON approached a member of staff, she 
believes it was a SN JOYCE and asked her to check her mother. 

¯ She waited for an hour and no nurse came so she approached Phillip BEAD who told her that "We’ll 
give you mum something for the pain, it will make her sleepy but she will hear you and she’ll know 
what’s going on". 

Mrs JACKSON left the hospital at 1400 hours and rang Lisa, her daughter. She asked her to go and 
check on Alice. 

O 
-(::-;~i:,:i) Lisa PA’~%NE went to the hospital and asked about her grandmother, she was told "Your mother seems to 
¯ : :: .... think that she’s in pain". 

Lisa states that at this point Alice was sleeping peacefully. 

At 2000 hrs Mrs JACKSON returned to the hospital, she found her mother to be unconscious, she didn’t 
move or respond to anything. 

Mrs JACKSON and her family stayed with Alice throughout the night, it was at this point that they met 
Mrs G McKENZIE and Mrs L RICHARDS who were visiting their mother. 

Alice WILKIE never woke up and her breathing was quiet and shallow. 

The night staff offered Mrs JACKSON a bed for the night, she describes them as being very nice. 

WO1 OPERATION 

ROCHESTER 
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P74 

DOCUMENT RECORD PRINT 

During th~ early part of the morning the curtains, which were drawn around Alice’s bed, were pulled 
back and a woman, who is believed to be Dr BARTON, looked in and said "Won’t be long now". 

Mrs JACKSON recalls that her mother’s catheter bag was full of blood. 

Around tea time, Phillip BEAD told Mrs JACKSON to go and get some rest as she may have another 
night of sitting with her mother. Mrs JACKSON would only go after being assured that she would be 
notified if there was any change in her mother’s condition. 

The family then left and went to get something to eat~ they arrived back on the v~ard at 1830 hrs, they 
saw Phillip BEAD, who moved quickly into Alice’s room and as they arrived at her door he said "She’s 
heard your voice, she’s just gone". The family describe Alice as looking ’yellow and waxy’ they do not 

believe that she had only just died. 

Their concerns are as follows; 

The speed from which Alice was well/walking to being in a comatose state. 

They were not aware that a syringe driver was in use. 

No one spoke to the family about pain relief for Alice. 

They received no warning or communication as to the severity of ’Alice’s’ condition. 

The family have read the police copy of Alice WILKEE’s medical files and wish to point out the 

following. 

1. Pg 64, with reference to the dosage of diamorphine and medazolam, they query the times this was 
given. 

2. Pg 88 Dr LORD has written DNR (Do not resuscitate) the family were not consulted over this 

decision. 

3. Missing page from police records for 04/0811998 - 21/0811998, should be between pages 88-89 (page 
copied and exhibited EY/AW/1 - sent to clinical team). 

4. Page 125, entry dated 17108/1998, family dispute this, Mrs JACKSON states this did not happen, she 

was not consulted. 

5. Entry as 21108/1998, 1830, family dispute the time of death. 

6. Pg 115 entry 0610811998 refers to 416 weeks assessment, no indication Of impending death. 

7. Pg 140 1310811998 entry written in error relating to medication given to Gladys RICHARDS. 

8. 1910811988 entry for death of Gladys RICHARDS. The family is concerned that Alice WILKIE 
received medication intended for Gladys RICHARDS. 

W01 OPERATION MIR059 L11691 Printed on: 13 December, 2004 Page 3 of 4 
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P75 

DOCUMENT RECORD PRINT 

9. QA records show Alice eating and drinking, GWMI-I records have no records to this effect. There 

are no fluid input/output charts. 

10. Pg 113 Carer contact numbers are wrong. 

11. Death Certificate gives cause of death as dementia and pneumonia. The family were informed Alice 

had pneumonia nor is there any indication in the medical notes. 

12. Why was Alice not seen by a Dr from 10/0811998 - 21/0811998. 

13. Pg 25 dated 17/8 who decided that active treatment was not appropriate and why? Is this a nurses 
job? 

14. 2010811998 who checked for the pain as indicated by Mrs JACKSON? 

15. Why was the analgesic ladder never used? 

16. Who prescribed diamorphine? 

17. Why was them such a lack of communication? 

W01 OPERATION 
ROCHESTER 

MIR059 L11691 Printed on: 13 December, 2004 Page 4 of 4 
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General Medical Council 

Dr Jane Barton 

Statement of Gillian MacKenzie 

I, Gillian MacKenzie, will say as follows: 

1. I am the eldest daughter of the late Mrs Gladys Richards and the sister of Lesley Lack. 

o I make this statement in relation to the .General Medical Council’s investigation 

concerning Dr Jane Barton. I have previously given accounts to the police in relation 

to the care received by my mother. On 17 August 1998, before my mother died, my 

sister and I started the complaints procedure at the hospital which generated some 
correspondence. I later completed an investigation information form for the 

Commission for Healthcare Improvement (10 December 2001) and I attended an 

interview with them in London. I have also, since the death of my mother, had access 

to records and documents which I have reviewed but my-access to them has been 

limited, some of them I only obtained in 2004. (Some of the comments I made on the 

records I was shown were not subsequently included in police statements.) 

I previously assisted the Hampshire Police with their investigations. Exhibited to this 

statement and marked as follows are copies of my various witness statements and 

interviews transcripts:- 

(a) "GM/I" - witness statement prepared by the police in a~cordance with my 

dictation signed and dated 27 April 199~. This statement was primarily in 

relation to my complaint about the first two investigations by Gosport Police.. 

It was made to officers from the Professional Standards Department as a result 

of my letter to Sir John Hoddinott on 20 November 1998. 

(b) °’GM/2"- transcript of first interview with DCI Ray Burt 17 November 1999. 

(c) "GM/3" - transcript of second interview with DCI Ray Burt 17 November 

1999 

The interview was recorded at my suggestion to assist with the preparation of 

my statement. 

(d)    "GM/4" -witness statement prepared by the police on my behalf signed and 
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dated 6 March 2000-(after I had made corrections to earlier drafts). 

4. I also attach:- 

(a) "GM/5" - investigation information form for the Commission for Healthcare 

Improvement 

(b) "G~I/6" - my notes on the reverse side of A3 photocopies of the Gosport War 

Memorial medical records (and Dr Lord’s report). These were made in 2004 

after I had received copies of the notes from the police. 

(c) "GM/7" - A police transcript of my handwritten letter to Superintendent 

Williams dated 19 January 2005 attaching my comments on the Haslar 

medical records. [The police should have the original letter and comments]. 

(d) "GM/8A" - Original notes and comments which formed complaint/questions 

to the Trust in my sister’s handwriting but jointly compiled by us both [YET 

TO BE LOCATED] 

(e) "GM/SB" - Police document containing (in typed text) our 

questions/comments and the Trust’s response- with handwritten annotations 

by me with my response/comments (as requested bypolice) 

The police interviews and my police witness statements cover a large number of 

issues. They include details of my wide .ranging concerns about the care provided to 

my mother and my particular concerns about the circumstances of my mother’s death 

(and her subsequent death certificate) and the Gosport War Memorial Hospital. I was 

also given an opportunity to comment on medical records and some of the material 

obtained by the police in the course of their investigation (although not until 2003/4). 

o I understand that this statement is for the purposes of the General Medical Council’s 

investigation concerning Dr Jane Barton and therefore whilst some of the background 

information may assist this statement primarily deals with the involvement of Dr Jane 

Barton and matters which I have directlywitnessed. 

7. Before I married, my career was in personnel management and for a brief period in 

1978, for about 18 months, I did some further work in personnel management. To the 

extent that I comment on medical records or treatment in this or my police statements I 

can only provide my lay opinion. I have come across and informally studied some 

medical and legal issues as result of my interest in law, psychology and 

psychotherapy, ,~~,.~ ’--~,~L~,~._c~ &k....,,x~ ~~_e.~ 
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Background 

I live in Eastboume and I am currently 74 years of age. I approximately four and half 

years older than my sister Lesley from whom I was estranged from around the age of 

25~ 

11. 

Since my father’s death in 1974 my mother lived either in close proximity to my sister 

or in nursing homes. My sister is a nurse and my mother resided with her whilst she 

was manager of a number of nursing homes. They lived separately from the nursing 

home, although in Basingstoke my mother had to move into a warden assisted flat and 

eventually into the Nursing Home itself. 

In around 1993/4 my mother transferred to "Glen Heathers" nursing home in Lee-on- 

Solent. I was not told about the move at the time but once I had tracked her down I 

occasionally went to visit her there. She always used to recognise me although over 

time she grew frailer. When I visited I would take her out to lunch. 

I remember visiting on her ninetieth birthday (13 April 1997) when there was a party 

in the nursing home. I recall her being able to hold .a conversation and she was 

perfectly normal. 

12. According to my sister in around January 1998 my mother deteriorated and become 

ufiwell. I went tO see her in around February 1998 and several times after that and, as 

set out in my police documentation, at around that time, in April 1998 I went to visit 

her general practitioner Dr t~iassett to discuss the prescribing of tranquilisers and other 

medication (which seemed to be a cocktail of contradictory drugs). 

13. Fromaround January 1998 I went to see my mother more often as Lesley was on 

holiday and I did not want her to feel abandoned. I noticed then that my mother 

seemed to be more confused. She was agitated and unsteady on her feet and I have 

since learned she had had a number of falls. I was concerned about the effect of the 

drugs she was ha;cing and was unsure whether her confusion was due to that or 

dementia. 

14. One difficulty my mother had with conversation and disorientation was because she 

had lost her hearing aids and her glasses in the Nursing Home. She also had bad 

cataracts and had lost much of her sight in one eye. 

Admission to Haslar Hospital 

15. I recall receiving a telephone call on¯ 30 July 1998 from my niece Mrs Karen Reed 

informing me that my mother had been admitted to Haslar Hospital and was shortly to 

have an operation for a broken hip. I learned that she had had a fall in the nursing 
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16. 

17. 

18. 

19. 

20. 

21. 

22. 

home. I immediately attended, driving down from Eastbourne and was able to stay 

with her during her admission to the Haslar Hospital from 30 July to 11 August, apart 

from on two days when I returned to Eastboume. 

While she was in the Haslar Hospital my mother was noticeably more alert than she 

had been in January 1998. I attribute this to her being on less medication. 

In the Haslar Hospital her food and liquid intake and her urine output were carefully 

monitored. At one point she was on a drip and a catheter. She was eating well. 

As she made progress at the Haslar Hospital she was able to walk the length of the 

ward using a zimmer frame and accompanied by a nurse on either side. 

Towards the end of my mother’s time at Haslar Hospital we were introduced to Dr 

Reid (I believe Dr Lord was away). My sister and I had mentioned to the staff at 

Haslar that we did not wish our mother to return to the Glen Heathers nursing home. 

We both thought she should go to another nursing home. Accordingly the Hospital 

called in Dr Reid who was medical director of the Portsmouth Healthcare Trust. At 

that time Haslar Hospital were ready to discharge my mother back to the nursing 

home. Dr Reid came in to assess whether she could instead be admitted to the Gosport 

War Memorial Hospital. 

It was decided that my mother could be sent to the Gosport War Memorial Hospital for 

rehabilitation while we used the time to find an alternative nursing home. The surgeon 

thought she should go there for two to four weeks. We asked Dr Reid if it could be 

longer, perhaps six weeks if we needed more time to find an alternative nursing home. 

By the end of her time at Haslar Hospital mother was more alert than she had been 

and, although she could not speak coherently in long sentences, she could make herself 

understood. She was also eating well. I understand that Haslar Hospital had stopped 

giving her the Trazodone drug that she had been receiving at the nursing home. She 

was still receiving Haloperidol at night. I have previously expressed my view that the 

staff at the Haslar were fantastic and did a good job of looking after my mother. 

Having been to see Gosport War Memorial Hospital on the Saturday I came home 

shortly before my mother was transferred to the Gosport War Memorial Hospital on 

Tuesday 11 August 1998. On transfer my mother was accompanied by my sister who 

I believe must have given fis my mother’s history a diagnosis of Alzheimer’s. There is 

nothing on the medical files going back 10 years that this medical diagnosis was ever 

made. 
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Gosport War Memorial 

23. Prior to my mother’s admission to Gosport War Memorial Hospital my sister and I 

went to see the hospital and were shown a room with a big glass window, opposite the 

nursing desk. I recall that we discussed the possibility that my mother, who remained 

independent to some extent, might seek to. get up to go to the toilet and might fall. I 

felt this room was better than a ward bed as the nursing staff would see if she tried to 

get up and if she fell. 

24. Initially after my mother had transferred to the War Memorial Hospital I had a call 

from sister saying that she had settled in welt. On the second day Lesley was more 

concerned and described her as "zonked out". 

25. Within a couple of days I had a late night phone call from my sister who was 

distressed and told me that my mother had had a fall. 

26. I travelled back to Gosport the following morning and found that my mother had been 

t~ansferred back to the Haslar Hospital having required her hip to be manipulated back 

in place. After she returned from the operating theatre (under IV sedation) she was 

quite groggy and took some time to recognise me and to process information. I am 

concerned that the Haslar Hospital had not been fully informed as to her medication 

whilst at the Gosport War Memorial Hospital. However, during that two or three days 

she made a good recovery and was quite alert. I believe it was mentioned to Lesley by 

one of the Accident and Emergency surgeons that she was dehydrated. She was kept 

in Haslar for two or three further days before being returned to the Gosport War 

Memorial Hospital. 

27. I was concerned about what had happened to my mother at Gosport War Memorial 

Hospital and I had not seen her there myself. However, having spoken to Lesley it 

was decided by Haslar Hospital that my mother would go back to Gosport. 

28. It was my understanding that during her stay at Gosport between 11 and 14 August 

1998 my mother had been sedated (as she had been at the nursing home); this time she 

had received oramorph (according to the drug charts). 

29. On 17 August my mother transferred back to the Gosport War Memorial Hospital. My 

sister and I arrived there to visit her at about 12.15 having been told she would be 

there at approximately 12 o’clock. As soon as we went through the doors of the ward 

we could hear mother moaning and to me it appeared that she was moaning in pain. 

My sister commented to me that mother had made such noises at the nursing home in 

order to attract attention. 

30. - She was making a loud groaning noise, she sounded in pain. I can clearly picture 
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arriving at her bed. The bed was against the wall. My mother was not lying back, she 

had her legs in front of her but angled towards the wall and.she was having to twist to 

be fed by the care worker. She had a sheet and possibly a blanket on top of her. I 

pulled back the bed clothes because I was concerned by her apparent pain. Her legs 

were not straight and her entire weight was placed on her right hip as a result of this 

position. 

31. At the time she was being fed by a care assistant and I therefore went out on to the 

corridor and asked for a qualified nurse. I believe nurse Margaret Couchman came to 

assist Lesley move mother and place a.pillow between her legs. I have described this 

in more detail .in my police documentation. Both my sister and I remained with my 

mother throughout this time. 

32. 

33. 

After my mother had been made more comfortable we met the nurse manager Phillip 

Beed. He acknowledged that my mother was in considerable pain. Lesley went out of 

the room (I think that she may have gone to contact Haslar). Mr Beed then returned 

with an injection. I asked him what it was and he said "diamorphine". I said very 

strongly that mother should not be given diamorphine as we did not know what was 

wrong with her. I suggested she should be given something else. I said that I hoped 

we were not thinking about euthanasia here as I would not tolerate that. It seemed to 

me that diamorphine was a very strong medication to be giving when my mother had 

still not been seen by the doctor. Mr Beed then left the room and while he was gone 

Lesley returned she said she understood I had had a word with Mr Beed and that he 

was just doing his job. I said not with diam0rphine. Mr Beed returned and gave my 

mother an injection which I understood was to ease the pain, I assumed it was not 

diamorphine given our earlier conversation. That injection which I witnessed does not 

appear on the drug chart. ~,~ ~-~’-~ ~’~ k_~a_~’~j ~ ~,~-.-~z~:~z2 ~--~ 

Mr Beed then tried to make arrangements for my mother to have further x-rays. There 

were some difficulties with the paper work for the x-ray which are set out in my police 

documentation. Eventually Dr Barton came to the ward at about 3.30pm. We were 

asked to leave while she examined my mother. She came out and said that they would 

arrange for x-rays. 

34. At this stage my mother was still conscious. My sister and I accompanied her to the x- 

ray department. I remember I was holding my mother’s hand very tightly. Her 

fingernails were in my hand and she appeared to be in a lot of pain and did not want 

me to leave her. My sister was going to go into the x-ray department but was told she 

could not go in. We waited outside and could hear m~ mother moaning and then there 

was silence. 

35. When my mother came out of the x-ray department she appeared unconscious. We 

asked what had been seen on the x-ray and my sister specifically asked if she could see 
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the x-ray. She was told she could not. The people present for this conversation were 

just Lesley and I and the radiologist, my mother was there but not conscious. 

36. 

38. 

39. 

..We returned to my mother’s room and I saw Dr Barton go past my mother’s door and I 

went out after her. Lesley and I followed her down the corridor and asked her What 

had happened. By this stage (before going down to the x-ray department) my sister 

Lesley had been making enquiries aboutwhether our mother could be readmitted to 

the Haslar Hospital and Lesley had been told they were prepared to have her back. 

In our conversation with Dr Barton we were told that mother had not dislocated her 

hip again~ Lesley mentioned that the Haslar Hospital were prepared to hav.e my 

mother back; Dr Barton appeared to be annoyed when she mentioned this. She looked 

annoyed or angry from her facial expression and said words to the effect that our 

mother was her patient and she thought our mother had had more than enough trauma 

for one day. She indicated she would decide what would happen to her. 

We were told by Dr Barton that there would be a review the following morning and in 

the meantime the hospital would seek to keep our mother pain free overnight and we 

should return early at about 9am the next day. This conversation was between me, my 

sister and Dr Barton, no-one else was present in the corridor. We stayed quite late on 

ttie Monday. Lesley went home about 9pm or 10pm., I stayed a little longer. Mother 

did not open her eyes during that day once she had come out of the x-ray department. 

We arrived back early on the Tuesday morning and Mr Phillip Beed asked us to go 

into his office. (I think that my sister and I had different impressions of him, I did not 

take to him from the first moment I saw him whilst Lesley thought he was wonderful.) 

40. 

41. 

We were sat in the office when Mr Beed told us that our mother had a massive 

haematoma and that there was nothing further that could be done. My immediate 

interpretation was that she had suffered a massive haemorrhage and I expressed that I 

would like mother to go back to the Haslar Hospital. Lesley asked if there was 

anything that could be done and Mr Beed said the only thing they could do was to 

ensure that mother had a pain free death. He said he proposed to put her on a syringe 

driver with diamorphine. 

My sister was very upset by this but we were told that there was nothing we could do. 

I reiterated that I would like mother to go back to the Haslar Hospital unless she was 

so close to dying that it was thought she might die in the ambulance. Mr Beed said 

that that was possible and I said that, in that situation, she should stay at the Gosport 

War Memorial Hospital. 

42. I recall Lesley asked what could be done for a haematoma but Mr Beed’s reply was 

that nothing could be done. I am sure that there was no mention of any surgery or a 
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43. 

general anaesthetic. 

My sister and I were given the impression that our mother was very close to death and 

I assumed that the hospital would not start a syringe driver with morphine until a 

patient was indeed very close to death. (I spent time at the Royal Marsden hospital 

when my husband was admitted and had therefore learned about syringe drivers and 

this treatment over a period of two years). We went back to sit with.our mother and 

Phillip Beed came in and set up the diamorphine. We "agreed" to this treatment 

because we thought she was very close to dying. 

44. Lesley was greatly upset about the dialiiorphine because we understood that mother 

would not regain consciousness or see us and that we would not have a chance to have 

a conversation with her again. 

45.. However we sat with our mother and I spoke to her a bit that day, hoping she might 

hear my voice. During this time Lesley telephoned members of the family and later 

her youngest daughter (my niece) arrived with her baby. 

46. We saw Dr Barton that morning at around 11:30am. I was there with my sister, my 

niec~ and the baby. Dr Barton came to the doorway of the room and made a comment 

about the baby being there. She said words to the effect that she presumed things had 

been explained to us about the syringe driver. We indicated that they had. We were 

both aware of the use of syringe drivers in end of life situations. 

47. 

48. 

49. 

Dr Barton then went on to tell us that we should expect a chest infection next. I 

thought that the comment about a chest infection was strange because if mother was so 

close to death I did not know if there, would be time for her to get pneumonia, I was 

expecting her to die within a few hours; that was the impression we had both been 

given by Philip Beed. 

There was no mention at all of any interventional surgery that might be undertaken to 

relieve the haematoma. I am confident that Dr Barton did not mention surgery as I 

have a clear recollection of our conversation.. I am confident that there was no 

discussion about whether my mother would stand an anaesthetic, had such a 

conversation taken place it might have been relevant to refer to hip replacement and 

dislocation which had both been treated without general anaesthetic (they had been 

done under IV sedation). 

That day, Tuesday 18 August, I stayed with my mother until very late (past midnight). 

My son arrived from London. When my son arrived Tuesday night/Wednesday 

morning he asked to see a doctor but was told there was no one to speak to. 

50.    On the Wednesday night my sister also sat with me all. night long. We both remained 
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at Gosport War Memorial Hospital until Friday evening when my mother died. 

51. I can confirm that my mother was never alone from the time she was placed on the 

syringe driver. After the conversation about a chest infection Dr Barton did not come 

and see her again to my knowledge, she certainly never came while I was there. 

52. We were not attended to by the nursing staff to any great extent. When mother died I 

had to go out and find a nurse. 

53. It was somewhat of a surprise to me that my mother survived until Friday night given 

that she had been placed on the diamorphine syringe driver on Tuesday. I had been 

impression that she would die within hours on the Tuesday.~ °’~ 4o given the 

Relevant Matters After My Mother’s Death 

54. When I got home after my mother had died, but before the funeral, I contacted (I 

believe) Mrs Humphreys at Gosport War Memorial Hospital to raise our concerns 

about my mother’s treatment. My sister had made notes on behalf of us both (we were 

together as she wrote these) and had a number of questions (GMSA). I was 

particularly anxious to ask why a decision had been made for mother to only have 

painkilling medication and not any hydration. I was concerned that it had taken my 

mother five days to die and that dehydration would have contributed to her death. I 

was not satisfied with the report/answers produced and have outlined my concerns in 

the police documentation GMSB. 

55. In my police interview I was taken to a number of documents which were prepared 

(not always by me) after my mother’s death dealing with our concerns about her 

treatment. I gave my answers and explanations for those documents to the best of my 

ability at the time which can be seen in the police documentation. 

56. 

57. 

I was concerned to hear that Dr Barton felt that the family had been involved at the 

stage where a decision was made to provide nothing but pain relief. I very specifically 

deny any suggestion that Dr Barton made us aware of the surgical intervention 

necessary for haematoma that would have required a general anaesthetic. This was 

never discussed at all, the only discussion we had about a haematoma was with Phillip 

Beed who indicated nothing could be done expect to give Pain relief to provide a pain 

free death. 

I have also discussed with the police concerns I had about the death certificate which 

gave the cause of death as pneumdnia. On receiving a copy of the letter (the Trust 

response to our complaint!questions) from M Millet dated 22 September 1998 I spoke 

to Lesley. As a result of my concerns having spoken to Lesley, I telephoned Gosport 

police station on Sunday 2.7 September 1998. 
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58. 

59. 

My statement dated 27 April 1999 largely sets out a number of my concerns about the 

way the police investigated my concerns about my mother’s death. I understand these 

are not directly relevant to the GMC investigation but they provide some further 

details. Eventually, after interviewing.my sister in 2004 (when she made a statement 

about the cause of death) and my interview with the police in September 2005, 

Superintendent Williams informed me he agreed that my mother had not died on 

pneumonia, he had consulted with an expert and the conclusion was that my mother 

had died of dementia. I do not accept that this was her cause of death. 

I understand that my statement may be used in evidence for the purposes of a hearing 

before the General Medical Council’s Fitness to Practise Panel and for the purposes of 

any appeal, including any appeal by the Council for Healthcare Regulatory Excellence. 

I confirm that I am willing to attend the hearing togive evidence if asked to do so. 

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

Signed: 

Dated: 

Gillian MacKenzie 
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General Medical Council 

Dr. Jane Barton 

Exhibit GM/1 

This is the Exhibit marked "GM/I" referred to in the statement of Gillian McKenzie:- 

witness statement prepared by the police in accordance with my dictation signed and 

dated 27 April 1999 
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transcript of first interview with [:_~_~_~-~.~.~_:~:.:_~_~j 17 November 1999 
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This is the Exhibit marked "GM/5" referred to in the statement of Gillian McKenzie:- 

investigation information form for the Commission for Healthcare Improvement 
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Questionnaire 

Gosport Investigation 
Information Form 

’ Thank you for taking the time to complete this form. 
below, which most accurately reflects your position. t 
Public 
Patient 
Relative of a patient 

Carer 
CHC member 

" Voluntary group 
Other (please specify) 

Confidentiality: 

Pro fhssion 
Doctor 
Nurse 
Professional allied to medic 
Management 
Administrator 
Ancillary worker 
Social worker 

We aim to treat information in a confidential way and to report it anonymouslY, but if 
CH] needs to quote specific information ,you provide, we will check the .accuracy of it 

with.you before it is included in our report. If our investigation leads to other action, 

for example, referral to a professional body, CHI’s documents may be open to p:t~bic 

sc.rutlny. That jncludes..in, formation sent to us and~ notes ma..de during interview.s.. ) 



GMC101158-0144 

Questionnaire 

CH!±± 

4. Bearing in mind the role of the CHI investigation team, what issues 
do you think CHI needs to look at? 

Thank you for complctiny thds form. 

p’~ovided on this form. 

]f you would like h copy of. the report of the investigation, please l~rovide your 
name and address.below. Alternatively, you may in’flute your name and address on 

a separate sheet of paper. This will maintain the confidentiality, of inf.ormation 

Code A 
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General Medical Council 

Dr. Jane Barton 

Exhibit GM/6 

This is the Exhibit marked "GM/6" referred to in the statement of Gillian McKenzie:- 

my notes on the reverse side of A3 photocopies of the Gosport War Memorial medical 

records (and Dr Lord’s report). These were made in 2004 after I had received copies 

of the notes from the police. 
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General Medical Council 

Dr. Jane Ba~on 

Exhibit G M/7 

This is the Exhibit marked "GM/7" referred to in the statement of Gillian McKenzie:- 

police transcript of my handwritten letter to Superintendent Williams dated 19 January 

2005 attaching my comments on the Haslar medical records. 
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Other Document 
Number: D1299 

GMC101158-0169 

Title: LETTER ANDATTACHMeNTS FROM G1LLIAN MACKENZI_-E 19/1/2005 

Code A 

19.1.2005 (19/01/2005) 

Dear Supt WILLIAMS 

With.no response to my request that I am dealt with by a different Police Officer than Kate ROBINSON 
I now enclose my written notes on the points I wish to make in any further statement. 

From my experience and in my own opinion Kate ROBINSON is unable to cope with me. She is slow 
on the uptake on any logical query I mal<e and it seems to me is more used to dealing with petty 
criminals of low IQ. I simply cannot communicate with her. 

Why is itthat after approaching ~he point of a cerebral vascular accident she then agrees to approach you 
concerning my queries on Dr LORD’s report? She admits she has had 6/7 telephone calls on this subject 
since October 2004, when she does approach you, you agree to a statement.. She will not confirm 
whether she has ever approached you before. She will not allow me to comment on any other points I 
have previously raised with her and I wish to liaise again, except Dr LORD’s report in a statement. She 
will not allow the interview to be recorded because "There has been trouble with me and tapes before". 
She will not allow me to record the interview as this is against her human rights. She will not allow me 
to dictate a statement which she will prepare and I will sign before her departure. She will not allow me 
to be interviewed or cross questioned by a Detective at Gosport/Fareham before a statement is prepared 
because that is not the way she does things. When I pointed out this would save time and police costs as 
I could travel down the night before (at my expense) and be interviewed in the morning at Fareham that 
is not allowed. I have done this before at Gosport CID on two occasions. 

As I have pointed out to you before in. writing 6 August 2004 (06/08/2004) I have never had any 
feedback from Kate ROBINSON on any of the queries I have raised. No wonder you have had 72 
phone calls, those dealt with by Owen KENNY, Nigel NIVEN, DC TENNISON have resulted in 
feedback, not so Kate ROBINSON. She may be a Dedicated Family Liaison Officer, she is not a 
Detective in my opinion. 

When I queried !Dedicated’ Family Liaison Officer, should it have been designated Family Liaison 
Officer she replied ’NQ.I am not a coconut’. She confirmed later she had to look up the difference 
between Designated and Dessicated. 

I find it extremely stressful to cope with this level of education as she.does with me and mine. There has 
been enough stress caused by the police over a period of 6 years, i now have in writing the alleged 
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DOCUMENT RECORD PRINT 

comments of Mr READItEAD concerning Ray BURT, which has caused me a great deal of personal 
distress. 

Yours sincerely 

Gillian M MacKENZIE 

PS I would be grateful for an acknowledgement of this letter and Whether the points raised are of any 
value. Of course this does not apply to comment re Lesley. 

PS I confirm I should not of relied on Lesley to comment fully, she did not want me to go to the police 
in the first place. 

Dr LORD’s Report given after request from Goiport C11). Not an independent opinion. How did the 
CPS originally accept it? 

Para 1 

How is it that my mother’s named Consultant Dr LORD was unaware of Lesley HUMPHRIES report for 
Mr MII LETT, Portsmouth Health Care Trust until her request on the 17 December. 

This paragraph is a defence ’Discussions with Philip BEED’ and BARTON. ’has not had access to 
Haslar records’. Surely she should have been aware of the report and complaint before the 17 December 
1998 (17/12/1998) when she was the named consultant, in charge of the ward and the complaint 
concerned two of her own staff, Charge Nurse BEED and Clinical Assistant Dr Jane BARTON. The 
behaviour of those two members of staff were ultimately under her supervision. 

Para 2 

No comments on the face on 13/8/98 (i3/08/1998) or drags written upon arrival 11/8/98 (11/08/1998) 
or BARTON’s comments ’quite happy for nursing staff to confirm death’. Obviously in defence of 
BARTON. I have commented on P30 of 714 rather unresponsive following sedation. LORD should 
have understood why. I was the daughter present at ipm (1300). BEED did not give her Oramorph. It 
was an injection. See my statement and queries when he came in with an injection. Of diamorphine 
which I would not allow. When he came in again with’an injection I assumed it was not diamorphine 
but I now know you do not inject oramorph. My mother had another injection before going t° x-ray. 

45mg Oramorph in 24 hour period. Did they raise Yeah. mother to consciousness every 4 hours to giver 
her oramorph - Rubbish. See my notes P30 of 714. Decision taken for syringe driver on 18.8.98 
(18/08/i998) discussion with BEED only. BARTON was not present. We were informed by BEED 
nothing more could be done and presumably we would want her to have a pain free death. When I said I 
wanted her back in Haslar I specifically asked BEED if she (my mother) could die in the ambulance. He 
replied "It is possible". We were given the impression death was imminent and so agreed the syringe 
driver. My mother was still ’out’ from the day before. She did not seem to be in considerable pain, 
discomfort or distress. The treatment was not reviewed daily. Staff commented that they were surprised 
she was still alive on the 19tu. 

Para 3 

W01 OPERATION 
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DOCUMENT RECORD PRINT 

My mother was not screaming loudly, she was wailing groaning. I have used ’screaming’ in my 
statement but with more experience in the last 6 years I know this is not correct. I have been an 
emergency patient to A&E after lithotypsy (kidney stone) given pain relief ’Pethodine’. I was moaning 
but conscious and I sounded like my mother. My mother had been tipped off a sheet onto the right hip. 
As she could not gain attention to her position I am not surprised she moaned or wailed loudly. See my 
statement. 

,’ 

Para 4 

Yes I agreed to oramorph on the 17 and I assumed that the injection on th~ 17 was oramorph.(I have 
researched the drugs since). ’A substantive dose a day later’ 18.8.98 (18/08/1998). According to the 
drug chart 18.8.98 (18/08/1998), 10mls 012.30! and 0430. There were no signs of pain and distress, 
mother was still lout’ from the time she left x-ray on the !7.8.98 (17/08/1998). 

Haloperidol had been written up on the 11.8.98 (11/08/1998) but not given by BEED who preferred to 

keep mother sedated by oramorph. My mother had Haloperidol at the nursing home for a good night’s 
sleep but not this dose. Para 5 The agitation experienced at the nursing home is not surprising, now that 
I have the full drag records for my mother from Basingstoke onwards I am surprised that she had any 
brain left at all after psychiatric drug abuse over a long period. What on each was Lesley doing to allow 
her mother to be dosed with Neueohepfics plus other drugs. I was only aware of drugs at Lee on Solent 
and I thought she had been on them from Dec/Jan 98. Lesley and the GP never mentioned the various 

cocktails she had been on/off before. There are notes regarding my objections on medical notes Lee on 
Solent GP and nursing home records. Inability to communicate - no hearing aid or glasses - I can find 

no medical record of cataract removal at Moorfields from Basingstoke onwards or at Lee-on-Solent. 
Side effects of Neueoheptic can cause loss of coherent speech. Dr BANKS comments my mother was 

allergic to Mellesil and suggests aromatherapy and therapeutic touch 

Para 6 

Addressing pain anxiety and agitation. I was under the impression it was to give my mother a pain free 
imminent,death. 

Para 7 

?? ? care could not be given Gosport medical notes do not confirm - the reverse ’Mrs RICHARDS could 
not understand’ - she was unconscious! Hyrozine would dehydrate all fluids - excretions including the 
??? & lungs - also skin. it dries you out. Often in cough mixtures but not at this dose level. My mother 
was not transferred to Haslar for a surgical procedure - the ??? did not involve surgery. There wag no 
question of a 3ra transfer back Intravenous drip would not have altered the outcome but it would have 
given a more comfortable death. Dehydration is extremely uncomfortable. See previous BMA and 
letters to the Times from medical experts will confirm, Jan 6-9 1999 sent to DI MORGAN. 

Para 8 

NO - lack of intravenous drip was not raised by Lesley or myself we were under the impression from 
BEED mother was aboutto die on the 18tu. We were dismayed that it took 4 days. Lesley’s notes were 
written 4 days before death. 
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Dr LORD’s opinion continued. Cont 

Para 9 

1st dose of oramorph was agreed on 17/8/98 (17/08/19998) with me. I thought it was in theinjection 
given by BEED after refusing tO let him use diamorphine. 

Yes Lesley and I agreed to syringe driver with BEED. See previous comments. 

LORD places these discussions fully with BEED. There is no reference to BARTON and general 
anaesthesia for a haematoma as contained in HUMPHREY’s report or as confirmed by BEED to DC 
1VIADDISON as per my statement 27.4.99 (27/04/i999) LORD would have known, you do not treat a 
haematoma with surgery or a general anaesthetic - and of course there is no writeup on medical notes or 
evidence of a haematoma. LORD makes no comments in defence of BARTON or BEEDo 

BARTON, BEED and LOPG) are all covering for each other. BARTON is guilty of negligence but in 
my opinion BEED is the worst of the lot. 

G M MacKENZIE 

P461 of 714 

My mother was not admitted on the 17.8.98 (17/08/1998) with a diagnosis of broncopneumonia 
following broken hip - nor was treatment of syringe driver given on the 20.8.98 (20/08/1998). It was set 
up on the 18t~. 

It would have been ’normal’ in palliative care for the syringe driver not to have been set up more than 24 
hours before death - only as a last resource even in cancer deaths it is not set up until the last few hours 
which sometimes lasts 24 hours but usually far less. I am not a medical expe.rt but I have witnessed this 
on several occasions at the Marsden (my husband and other patients) and another hospital in Essex with 
a cancer patient in the last few hours. They were not kept unconscious for days. 

I do not think my mother was anywhere near death on the 17/18.8.98.(17/08/1998) (18/08/1998). 

G M MacKENZIF, 

P460 of 714 

Written by P BEED (?) my mother did not arrive on the 11.8.98 (11/08/1998) Gosport with a dislocated 
hip. Just how careless can BEED be? 

G M MacKENZIE 

Page 64 of 714 
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I find it extremely difficult to read the dates but it seems that BEED, JOICE and ??? gave 40rag 
diamorphine in the syringe driver at ? 1120, 1045 and 1100 and JOICE gave more at 1800, 1800 and 

0800, how much? 

See note on P.63 of 714? 

63 of 714 

How much did JOICE administer when she came on and went off duty? Another 40rag or 20rag. 
Records abysmal. Patient was not drowsy . she was ’out’ from 17.8.98 (17/08/1998) after x-ray. She 
never opened her eyes or stirred. 

G M MacKENZIE 

Page 62 of 714 

Hyozine given on 18?8.98 400mg by BEED. 
the 21.8.98 (21/08/1998). 

Ityozine dehydrates. BARTON does not mention it until 

Page 30 of 714 

BEED j~mped the gun ??? Hyozine given 18 ? 19,.20 before BARTON’s instructions. Times of syringe 
driver (from 18.8.98) (18/08/1998) not correct. Syringe &-iver times do not coincide with times given 
on P.63 of 714. I stayed overnight from the 18.8.98 (18/08/19998) onwards. See medical file and 
Lesley from the 19.8.98 (19108/1998). She can confirm syringe driver ’replenished’ but no note is on 
file. The times or the amounts given. If BEED gave 40mg in the syringe driver how much did JOICE 
give at a different time. P.63 of 714. 

G M MacKENZIE 

Page 30 of 714 

Why did my mother have to undergo an x-ray at Gosport. A GP should be capable of recognising a 
dislocation. BARTON was on the ward when my mother fell, 13.8.98 (13/08/1998). Why didn’t she 
examine my mother. I understood Karen REED saw my mother in the Day Room shortly after fall 
discovered. Did she fall in the Day Room? Is that why they did not know how long she had been on the 
floor. Why was the Day room unsupervised. These are discrepancies here. Why hasn’t Karen REED 
been interviewed and not come forward? Karen REED one of Lesley’s daughters and an ex I-Iaslar 
orthopaedic nurse. 

17.8.98 (17/08/1998) 

R6mained unresponsive for some hours - not surprising With oramorph 11, 12, 13, 14 followed by IV 
sedation at Haslar. 
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"They give oramorph in severe pain". BEED quick off the mark. My mother was not screaming but I 
think she was in pain groaning/moaning. She had been carried on a sheet from the ambulance - ’tipped’ 
onto the bed onto the right hip. BEED had been informed there was no canvas. A canvas was on the 
back of the chair in my mother’s room. Why didn’t BEED ensure that it was used to transfer my mother 
from the ambulance to the bed. Se-.e CtB report and my statement (BAI,DECCH]NO). 

18.8.98 (18/08/1998) 

"Still in great pain" Rubbish - she never regained consciousness from returning from x-ray 
approximately 4.30 (1630) 17.8.98 (17/08/199.8). My mother was talldng to me whilst I accompanied 
her to x-ray, holding her hand. Lesley was there. She lost consciousness in x-ray. BEED gave her an 
injection at lpm (1300) and another just before she went down to x-ray approx 3.45 (1545). You do not 
inject oramorph. See my statement. I strongly question the drug chart for 17.8.98 (17/08/1998). 
Mother received nothing after returning from x-ray and Lesley and I did not leave until well after 
8.30pro (2030). If mother was given oramorph on the 18t~, 2.30am (0230) and 4.30am (0430) did they 
wake her up to give it to her by mouth? Mother was ’out’ when we arrived on the 18.8.98 (18/08/1998) 
shortly after 9am (0900) on the 18/8/98 (18/09/1998) when we were interviewed by BEED alone. 

G M MacKENZIE 

Page 29 of 714 

Drugs written up without proper assessment - see REID’s letter - Haslar staff statements - Haslar file - 

my mother was transferred to Gosport "for 2-4 weelcs" togive Lesley time to find a suitable nursing, 
home on discharge. See Haslar file notes. 

BARTON notes 11.8.98 (11/08/1998) "Not obviously in pain". Why did BEED administer oramorph? 

14.8.98 (1410811998) ’Fell out of chair last night’ who told her (BARTON) that? She fell at 1330 
previous day. See Gosport file. 

My mother did not need a further surgical procedure. BARTON seems incapable of assessing the x-ray. 
It is not up to her to comment. 

BARTON is convinced my mother is about to die. Drugs appropriate for palliative care (last stages). I 
am not a medical expert but I did spend the best part of 2 years in (living there everyday) at the Royal 
Marsden, I was aware of the palliative care drugs for my husband and these were discussed fully with 
my husband and myself. I have also had experience as a volunteer "gofor" with the local hospices. 

G M MacKENZIE 

Page 22 of 714 

This is not correct (see drag chart). 
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Oramorph given by Philip BEED 11 August shortly after admission x 2 plus 12 13 14 August. Lesley 
LACK informed me that she had complained on the 12.8.98 (12/08/1998) and mother was taken off it - 
she was not. 

What time did my mother arrive at Gosport - I understood she was accompanied by Lesley. There was 
some haste to commence oramorph despite the fact that the letter from I-Iaslar, 10t~ august (typed up on 
the evening before discharge from Haslar) states painldller PRN Cocodomol. Has a Detective checked 
the Haslar file which was missing from the papers sent to FORREST? (Do I have to act as ’law expert’ 
and Detective. 

See also BARTON’s comments 14.8.98 (14/08/1998) very sensitive to oramorph. Mother was ’out for 
the count’. Page 29 of 714. 

Oramorph written up by BARTON 11.8.98 (11/08/1998). BEED quick off the mark. CHI report "No 
pain assessment procedures in places". 

If my mother was ’very sensitive to oramorph’ why didn’t BEED query and cease the dose? 

Pain was not a problem - BEED does not know or choose to know the wailiiag of a dementia patient and 
a scream. 

Lesley will confirm and the nursing home notes confirm wailing. 

G M MacKENZIE 
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General Medical Council 

Dr. Jane Ba~on 

Exhibit GM/8A 

This is the Exhibit marked "GM!8A" referred to in the statement of Gillian McKenzie:- 

original notes and comments which formed complaint/questions to the Trust in my 

sister’s handwriting but jointly compiled by us both 
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General Medical Council 

Dr. Jane Barton 

Exhibit GM/8B 

This is the Exhibit marked "GM/8B" referred to in the statement of Gillian McKenzie:- 

police document containing (in typed text) our questions/comments and the Trust’s 

response - with handwritten annotations by me with my response/comments (as 

requested by police) 
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COMPLAINT MADE BY MRS. L. LOCK RE. STANDARDS OF CARE FOR 

HER LATE MOTHER MRS. GLADYS RICI[ARDS WHILST A PATIENT 
ON DAEDALUS WARD - G.W.M.tt     -. 

FROM 11.08.98. TO 14.08.98. AND 17.08.98. TO 21.08.98. 

At what time did Mrs. ,RICHARDS fall? 

Answer - 1330 hours on 13.08.98.             ~, , 

° Who attended to her? 

Answer - S/N Jenny BREWER and H.C.S.W. COOK 

Who moved her and how? 

Answer - S/N Jenny BREWER and H.C.S.W. COOK using a hoist. 
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No direct questions asked. Statement only. There is some 
question regarding accuracy of this statement:- 

Response (a) There was only one trained nurse on duty after 3.30 pm and 
prior to this the second Staff’Nurse was completing consultant round. 
Therefore would not have been available to speak to Mrs. LACK (she states 
several trained nurses). Trained staff‘ confirmed they would not have said it 
was Mrs. RICHARDS’ dementia causing her to cry out; she had been given 
medication prescribed by Dr. BARTON who was present on the Ward just 
after Mrs. RICHARDS’ fall. She was not given the stronger medication 
because Mrs. LACK had previously requested that it was not to be 
administered as it made her Mother very drowsy." ~      ,,     .~_,,.,. ~ 

.. <V, ..... - ..... ¯ ~, - (\ \ --- 

. ~ ~ 
... ~ - 

~R did see ~s. LACK and gave her ~11 detailsofthe fall and 
the following actions that Md been taken (statemem by S~ B~R 

attached) 

o 
Why the delay in x-raying Mrs. RICHARDS? 

Answer - Mrs. LACK was telephoned and informed once dislocation was 
suspected and informed of the Doctor’s advice, to which she agreed. This 
included not transferring her Mother immediately to Haslar. 

--~ :. V 
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.6. Why no medical examination? Why no x-ray? Why no transfer? 

Answer - Duty Doctor was given the full facts of the situation including 

Mrs. RICHARDS’ diagnosis and her age. He stated he felt it would be too 
traumatic to transfer to Haslar for x-ray at that time of the evening and the 

journey could cause considerable distress. He advised medication, i.e. 
0ramorphine (strong pain relief)and to arrange for x-ray the following 
morning. S/N BREWER agreed with this as did Mrs. LACK when she was 

informed. 

X-ray at G.W.~.H. o~y operafion~ up to 5.00 pm Monday to 

Why no transfer? 

As above. 
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(b) 

When returned from Haslar from the ambulance, was Mrs. 
RICHARDS’ position not checked? 

Answer - Her position was checked by an H.C.S.W. who immediately went 
to find a trained nurse and asked her to look at the position of Mrs. 
RICHARDS’ leg. Due to the considerable noise Mrs. RICHARDS was 
making and, being untrained, she decided not to attempt to move Mrs. 
RICHARDS herself.                                              , 

How was ~s. ~C~S brou~t #ore Hasl~ Hospital? 

Answer - By ~bulance and ~o crew. ~ne w~ not esco~ed by a Nurse, 
~Ns would have been the responsibility of Haslar Hospital to a~ange. 

-a.~:\-~,~_~..,\ ~,.~:, "~ ia,.~, t,o.x~- 

When did she start to show pain? What caused it? 

Answer - Ambulance Crew commented to nursing staff she began screaming 
as soon as she was put into the ambulance and continued throughout the 
journey and on Daedalus Ward. The cause of the pain cannot be confirmed 
but we do know Haslar Hospital were unable to provide an appropriate 
canvas to transport Mrs. RICHARDS on. Two sheets were used instead. 
This did mean Mrs. RICHARDS’ limb was not supported as well as it would 
have been on a canvas when moved from bed to trolley to ambulance to 

trolley to bed on Daedalus Ward. 
This may have. caused t__h_e pain.- ................ 
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(c) Request to see x-rays denied? 

Answer - This was a decisionmade by individual radiologist. The Ward 

Staff are unable to influence their decisions. The x-rays Mrs. LACK refers 

to did not come back to the Ward, they were seen in the Department by the 
Doctor and Consultant Radiologist. 

(d) Decision made to do nothing but allow Mrs. RICHARDS to die 

pain-free? 

Answer - Dr. BARTON did see Mrs. LACK and involve her in the decision 
making process. Due to Mrs. RICHARDS’ age she would not be able to 

have surgical intervention for the Haematoma as this would involve general 

anaesthetic. Therefore, the priority was to keep her pain-free and allow a 
peaceful death with dignity. 
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TRIVIAL CONCERNS RE CLOTHING/LAUNDRY 

Clothing sent for marking despite CASH’s name on all items of 
clothing? 

Answer - All patients/relatives are informed on admission that to safeguard 
their belongings, clothing is marked with the name of the Ward. This 
includes clothing of patients whose relatives agree, to do the laundry. This 
decision has been made on Daedalus Ward following several complaints 
from patients/relatives whose clothing was sent offto the Hospital Laundry 
by mistake and often never seen again. 

Obviously, while Mrs. RICHARDS’ clothing had been sent for marking she 
was given hospital clothing to wear. This should have only been for a day 
or two. Unfortunately, unbeknown to Ward Staff, G.W.M.H.’s Laundry 
Marker had broken down so Mrs. RICHARDS’ clothing was sent to St. 
Mary’s Hospital for marking. The Ward were not informed of this and, 
due to Mrs. LACK’S stress at this time, a taxi was authorised to go and 
collect the clothing and return it to Daedalus Ward. 

" I have not been able to confirm if any-StaffNurse made any 
comment regarding getting Mrs. RICHARDS’ up when she was 
so obviously near to death.- I would find difficulty in believing 

¯ any member of staff, either trained or untrained, would make 
such a comment. 
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ANALYSIS OF EVENTS 

Mrs. Gladys RICHARDS was a frail, 91 year old with dementia who had 
sustained a fracture of her right neck of femur whilst resident in a Nursing 
Home. She had surgical repair at Haslar Hospital. Despite her age and 
confused mental state Mrs. RICHARDS made a good recovery and the 
medical team at G.W.M.H. agreed to accept Mrs. RICHARDS to give her 

the opportunity for mobilisation. The transfer to Daedalus Ward was 

arranged and took place on 11.08.98. 

On arrival to Daedalus Ward, Mrs. RICHARDS was quiet and 
accompanied by her daughter, Mrs. LACK. She was admitted by Enrolled 
Nurse PULFORD and Mrs. LACK was seen and told of the plan for 

managing her mother .whilst on Daedalus. Mrs. RICHARDS was also 

seen by Dr. BARTON and medication was prescribed. 
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Wednesday 12th August, 1998 

S/N JOICE was on a late shift. She went into Mrs. RICHARDS room and 
became concerned because Mrs. RICHARDS looked poorly. She was 
very drowsy and pale in colour although sitting in a chair. When Mrs. 
LACK visited later that afternoon she also became very concerned about 
her mother’s drowsy condition. She was informed of the medication her 
mother had been given. Mrs. RICHARDS was transferred back to bed by 
use of a hoist. This did cause Mrs. RICHARDS to wake up and cry out. 

She settled and was fed her supper by Mrs. LACK. 

Thursda~f~ a.m. 13th August~ 1998 

The Ward was very busy with general activities plus two admissions 
expected and two discharges. Staffing levels were low although the 
Clinical Manager had taken some steps to ensure adequate level. There 
was only one trained nurse on until 12.15 p.m. and after 3.30 p.m. with 
Consultants round .due at 2.00 p.m. 
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Mrs RICHARDS had been got up earlier in the morning and sat in a chair 
in her room. After lunch, approximately 13.30 hours, an H.C.S.W. found 
Mrs. RICHARDS on the floor by her chair. S/N BREWER was informed 
and she immediately attended to Mrs. RICHARDS. She checked for any 
injuries. At this point she did not feel any had been sustained so authorised 
Mrs. RICHARDS to be put back into a safer chair using a hoist. 

Mrs. LACK was due to visit that afternoon so S/N BREWER made the 
decision to see her rather than telephone her regarding her mother’s fall, 

particularly as she did not appear to be suffering from any injuries. It was 
6.30 p.m. when S/N BREWER spoke to Mrs. LACK and informed her of 

the fall, explaining she did not know how she fell but reassured Mrs. 
LACK she had checked her mother before moving her. At this point S/N 
BREWER asked Mrs. LACK if she thought her mother to be in pain. Mrs. 

LACK did not feel she was as she was eating her tea. 

At 7.45 p.m. S/N BREWER commenced putting Mrs. RICHARDS to bed. " 
Once in a lying position she could see Mrs. RICHARDS’ (fight) hip was 
internally rotated. The Duty Doctor was called immediately and informed ....... .-. -. 

of the problem, patient’s age and dementia. The Duty Doctor felt it would 
be too traumatic to transfer Mrs. RICHARD’S overnight, but to give pain 
relief and arrange x-ray at G.W.M.H. the following morning and to contact 

him if any further problems arose. 
~kxa.~ k~-,_; ~-~,--~q ~ ,-~ 
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Mrs. LACK was telephoned as soon as the pain relief had been 

admSnistered (approximately 8.30 p.m.) and informed of the current 
situation and Doctor’s advice. S/N BREWER asked if she was satisfied 
with this to which Mrs. LACK replied, "Yes," and thanked S/N 
BREWER: Mrs. RICHARDS slept well that night. 

Friday 8.00 a.m. 14th August, 1998 

Dr. BARTON visited the Ward and completed X-ray Request Form. 
Mrs. RICHARDS was taken to X-ray Department about 10.45 a.m. 
accompanied by Mrs. LACK. X-ray confirmed dislocation of (right) hip. 
Mrs. LACK was seen by Dr. BARTON and Philip BEED, Clinical 
Manager, and informed. Arrangements made for transfer to Accident and 
E~nergency, Haslar. Mrs. RICHARDS was given pain relief prior to 
transfer and was accompanied by H.C.S.W. in the ambulance (Mrs. LACK 

followed in her car). Mrs. RICHARDS remained at Haslar for 48hours 
and arrangements were made to transfer back to Daedalus Ward on 
17.08.98. 

I0 
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Monday 11.45 a.m. 17th Aul~ust~ 1998 

Mrs. RICHARDS arrived on Daedalus Ward. Mainline Ambulance Crew, 
but no nurse escort. Transport was arranged by Haslar who telephoned 

Daedalus and apologised they could not fred a canvas to put Mrs. 
RICHARDS on, i.e. canvas would have two poles inserted to lit~ patient. 
Instead they used two sheets to lift Mrs. RICHARDS who was crying and 

screaming, which apparently had started in the ambulance and continued 

Two H.C.S.W.’s supervised Mrs. RICHARDS being put into bed. The 
ambulance man stated he had been given strict instructions from Haslar 

that Mrs. RICHARDS was to be kept flat - in bed she was given two 
pillows only and a pillow between her leg._’a2I-I.C.S.W. BALDACCHINO 

was very con~cerned re~g the position of (right)leg. She was afraid to 
straighten it because of the noise Mrs. RICHARDS was making so went to_ 

fred a trained nurse and seek her advice. At that point ~Mrs. LACKI~::~ 
arrived. S/N COUCttMAN walked into the room and pulledback the 
covers and realised the leg was not positioned Correctly. Mrs. LACK 
offered to assist S/N COUCHMAN and between them re-positioned Mrs. 

RICHARDS who then stopped screaming. 
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Mrs. RICHARDS became agitated again a little later. Mrs. LACK 
requested her mother be x-rayed again. Dr. BARTON was contacted and 
agreed. S/N COUCHMAN was asked to complete X-ray Request Form 
and p.p. it. Unfortunately, X-ray Department refused to accept the form 
and insisted a Doctor’s signature had to be on the form. Surgery was 
contacted and Duty Doctor signed the form and faxed to G.W.M.H. All 
of tiffs did cause delay. 

Mrs. RICHARDS was x-rayed at 15.45 hours. Films were seen by 
Consultant Radiologist who confirmed no further dislocation. Dr. 
BARTON was informed and discussion took place with Clinical Manager 

and both Mrs. RICHARDS’ daughters who were informed a haematoma _~ 
’~ed at the site of manipulation, i.e. (right) ~edi_caL~ 
_opini~ best treatment would be to keep her p_ain~ff__ee...____The use of a 
syringe driver was discussed fully, Both daughters agreed to this course of 
actio----n. From 18t~ August - 21st August Mrs. RICHARDS condition 
deteriorated and she died at 8.20 p.m. on the 21~t August. Both daughters 

were present. 
~#~.- oo 

All trained staff interviewed were very aware that Mrs. LACK and her 
sister, Mrs. McKENZIE did not agree between themselves regarding their 
mother’s care, particularly about pain control. This did make the nursing of 

Mrs. RICHARDS difficult at times, i.e. she was not returned to bed 
following her fall on 13.08.98. as Mrs. LACK had complained previously 

12 
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she felt her mother was on her bed too much and this would not help with 

rehabilitation.~" ~a__.. ~-~ %~.._ ,_~ ~.~ --L-~-~l.o_k3 ~ 
During her last day of life Nursing Staff were prevented from removing 
Mrs. RICHARDS’ dentures as part of mouth care as the daughters said 

they were not to remove them. 

Nursing staff reluctantly accepted this, although in hindsight agree they 
should have tried harder to persuade the daughters it was in their Mother’ s 
best interest to remove the teeth for cleaning. 

,’~ 

Sadly, Mrs. RICHARDS’ death was not as Mrs. LACK had hoped it 
would be. She felt the use of the syringe driver made her mother become 
unconscious and she did not say her "goodbye", although both she and her 
sister were with their, mother almost continuously day and night, during 
Mrs. RICHARDS last few days. Nursing staff tried not to be obtrusive. 
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CONCLUSION 

Mrs. RICHARDS did fall from her chair on 13.08.98. but this was not 
witnessed by anyone. The trained nurse on duty at the time did check her 

for injuries and there did not appear to be any. Therefore, Mrs. 
RICHARDS was put into another chair with a table to. help prevent re- 
occurrence. Unfortunately, on that day the Ward was exceptionally busy 
and low in numbers of trained staff, although patient care did not suffer - 
only the stress level of the one trained nurse. Mrs. LACK stayed with her 
mother until early evening and was asked if she felt her mother to be in 
pain. Mrs. LACK did not feel her mother was. Mrs. LACK was then 
asked if she would like her mother to be put to bed. She replied, "No 

Once S/N BREWER put Mrs. RICHARDS on the bed, using a hoist, she 
noticed the angle of the hip and immediately phoned the Duty Doctor. 
Medical opinion was not to transfer to x-ray until the following day. 

When did dislocation occur, i.e. when she fell? Or when hQist was. used?. ........ . 
- unable to define. ~->_.~_2~ ~ ~ L,:~. ,,.~.~.~ ,~.-t_,~ ~ ~ ~.~ 

Once x-rays confi~ed dislocation, ~sfer to Accident ~d Emergency at 
Hasl~ was ~ged - as appropriate. 
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In view of Mrs. RICHARDS’ previous fracture I feel she should have been 
transferred to Haslar the night before and that S/N BREWER should have 
insisted on this when contacting the Duty Doctor. S/N BREWER did 
agree with the Doctor that transferring Mrs. RICHARDS at that time, i.e. 
8.30 p.m. - 9.00 p.m. would have been too traumatic for Mrs. 
RICHARD& You could argue, due to Mrs. RICHARDS’ dementia, 
would she have been aware of the time? 

Haslar Hospital were responsible for organising transport to transfer Mrs. 
RICHARDS back to Daedalus Ward. It appears they booked Main Line 
Ambulance Services who were not happy about transferring Mrs. 
RICHARDS withoUt a canvas to lie her on. Haslar apologised and gave 

them two sheets instead. The Ambulance Crew confirmed to the nursing 
staff that Mrs. RICHARDS began crying/screaming immediately they put 
her into the ambulance. They were given instructions to keep her flat. 

This may have been the cause of Mrs. RICHARDS’ distress or pain due to 
the transfer from bed to trolley to bed at Daedalus. 

15 
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A nurse escort did not accompany Mrs. RICHARDS. Unable to confirm 
the position Mrs. RICHARDS was in in the ambulance, but oncein bed it 
was noted her leg was not straight but at an angle. This would have 
caused some considerable discomfort. Once her (right) leg was 
straightened, within a few minutes of arrival she stopped crying out. 

Once further x-rays confirmed no further dislocation, medical,. Nursing 
and family were involved in making the decision of how to treat Mrs. 
RICHARDS - in view of Mrs. RICHARDS age of 91 years. Agreement 
was made that she must be kept free of pain, therefore syringe driver was 
put in Situ to ensure continual pain relief, the outcome of which was 
explained fully to both daughters. 

Sadly, Mrs. RICHARDS’ last few days and her death were not how her 
daughters had hoped her end would be, i.e. she did not regain 
consciousness and they felt they could not say "goodbye". The nursing 
staff were very aware of this and tried to involve the family as much as 
possible. Regarding the "trivia" part of the complaint, i.e. clothing being 
sent away for marking. -It is policy on Daedalus Ward for all patient’s 
clothing to be marked with the Ward name.- This decision has been made 

in the light of complaints from relatives whose clothing has disappeared. 
This includes clothing of patients whose relatives agree to their laundry. It 
is a safeguard in case an article of clothing is put into the Hospital Laundry 
Bag by mistake. Unfortunately, at the time Mrs. RICHARDS was 
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admitted the marking machine at G.W.M.H. was broken so the laundry 
lady sent it to St. Mary’s for marking but failed to inform the Ward of this. 
Steps have now been taken to ensure Wards are kept informed. 
The nursing staff are sorry that this added to the stress the family were 
already suffering. As a result of this investigation an action plan will be 
recommended by myself to ensure we reduce the risk of further complaints 

of this nature. 

RECOMMENDED ACTION PLAN (to be agreed with Service 
Manager) 

o 

Review agreed "policy" of medical consultant team not to 
transfer patients to Accident and Emergency, Haslar outside of 
working hours (i.e.G.W.M.H. X-Ray Dept.). 

Review nurs~g records and documemation. 

Further training on records and documentation for all staff. 

Review marking of clothing "policy". 
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General Medical Council 

Dr Jane Barton 

Statement of Lesley Frances O’Brien 

I, Lesley Frances O’Brien, will say as follows: 

I make this statement with regard to the treatment of my mother, Gladys Richards, 

who was born on 13 April 1907 and died on 21 August 1998 whilst a patient at the 

Gosport War Memorial Hospital ("GWMH"). 

My maiden name was Lesley Richards and I was also previously known as Lesley 

Lack. I have however since remarried and am now Lesley O’Brien. 

o Exhibited to this statement and marked "LOB/I" is a copy of the statement which I 

made to Hampshire Police dated 31 January 2000 with regard to the treatment of my 

late mother. 

I made a further statement to the police dated 11 August 2004. Exhibited to this 

statement and marked "LOB/2" is a copy of my statement of 11 August 2004. 

I confirm that I have had the opportunity to re-read my witness statements made to 

Hampshire Police and would like to make the following observations and amendments 

and also to exhibit further information. 

I am a retired Registered General Nurse. I retired in 1996 after 41 years working in 

the nursing profession. For 25 years prior to my retirement I was involved in the care 

of elderly people in supervisory, advisory and management positions. 

My mother, in her younger days, was generally fit. She was widowed at aged 67 and 

from 1984 she lived with me. I am her second daughter and we were very close. She 

enjoyed very good health and was very independent. As time went by it became 

apparent that she could not cope at home whilst I was at work. She would forget to 

light the gas or go for a walk and forget the key. At the time I was running a nursing 

home in Basingstoke. 

o I would say that in her 80s my mother got more forgetful. She would eat with me at 

the dinner table and could have a normal conversation with me but did not have very 

good short-term recall. I therefore asked if she could be admitted to the home where I 

was working. This was called Ashcombe House in Basingstoke. My mother therefore 

came to live there. 

6889430 vl 
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This arrangement worked really well and was a superb, situation for me, My mother 

had a nice room and because I worked at the home it meant that I could see her every 

day. 

10. I would describe my mother as being pleasantly confused. She was not aggressive or 

nasty in any way. Sometimes she would say to me "Gill, I haven’t seen Lesley". This 

was the wrong way round as Gill is my sister. I would take her home to stay withme 

at weekends sometimes and she was an avid scrabble player and enjoyed a game of 

cards. 

11. I would say that my mother was in the nursing home for about three to four years in 

Basingstoke and during that time my sister, Gillian McKenzie, probably visited her 

twice. 

12. I think that my mother had started with dementia. She never saw a psychiatrist who 

said that she had Alzheimer’s. My mother was a lovely lady and she was not 

physically ill. I would say that she was about a size 14-16 dress size. While she was 

in the home in Basingstoke she enjoyed playing cards, joining in the tea dance and 

quiz games. At no time was she considered to be frail. 

13. 

14. 

15. 

In 1997 I was thinkin~ about retiring. Three of my daughters lived in Hampshire, one 

in the New Forest and two in Gosport. I decided before I retired that I wanted to move 

my mother to the seaside. My eldest daughter Karen Read is also a nurse. Karen 

knew a nurse at a home in Lee-on-Solent. The home was brand new and there was a 

room free for my mother. The home was called the Glen Heathers Nursing & 

Residential Home in Lee-on-Solent, Hampshire. 

I explained to mum that I was retiring to the Seaside and she moved down to Glen 

Heathers approximately four to five months before I sold my house in Basingstoke. 

Whilst my mum was in Glen Heathers my eldest daughter, Karen Read, who is the 

nurse, visited her every other day and used to do her hair and nails. I used to visit 

mum at the weekend. Sometimes my mum did not realise that a week had gone by 

since I last saw her. 

16. Whilst my mum was in Glen Heathers they increased the drugs that she was on. She 

was not as bright and cheerful as she had been previously. I did question why she was 

on more drugs with her GP. Her GP told me that the nursing home had requested 

more drugs to keep the patients manageable. This went against the grain of everything 

I had put into practise whilst I was a nurse, and in charge of the nursing care of elderly 

people. 
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17. My mother would still read a daily paper every day and was still very communicative 

.but due to the drugs she was on was not as bright and cheerful as she had previously 

been. 

18. For my mother’s birthday celebrations we always had a little party wherever she was. 

We had a party for her birthday every year from when she was 80. I would always 

take a cake. I have a big family and we would all go and see her. Grandchildren and 

great grandchildren and she always enjoyed the company. Her last birthday celebrated 

her 92rid. 

19. Exhibited to this statement and marked "LOB/3" is a copy of photographs taken of my 

mother at her 90th birthday party. 

20. Whilst.my mother was at Glen Heathers she had a series of falls. Then on 29 July 

2000 mum had a fall and it transpired that she had broken her hip. There was some 

problem with the care that she received in the nursing home as they were slow to react 

to the situation. In the end the home telephoned me and said that my mother was 

going to be admitted to the Royal Haslar Hospital by ambulance. I went and met the 

ambulance at the Royal Haslar Hospital. 

21. My mother was admitted into Haslar on 29 July 1998. Initially the hospital was not 

sure if my mother would survive the night as she was very poorly. She was in a lot of 

pain as the sharp edges of the broken bone at the top of her hip were pushing into her 

muscle. This was shown by the x-rays. 

22. My daughter Karen joined me at Haslar Hospital. My mother had been given 

morphine and I was told that a decision would be made the next day about whether or 

not to operate. I also met with the consultant. 

23. Prior to this fall my mum had still been mobile. She used to go for walks around the 

home and outings to the seaside. The consultant therefore said that it was worth doing 

the operation. We did say that if my mum’s health failed on the operating table then 

she should not be resuscitated. However, much to our surprise and delight, my mother 

came through the operation fine. 

24. My mother made an amazing recovery after the operation. She was on sedatives 

immediately after the operation but wi.thin 48 hours of the operation she was much 

brighter and was up on her feet, walking with a zimmer frame and doing exercises. 

She was compos mentis and recognised myself and her grand-daughter. She was 

making a fantastic recovery. My mum had been eating three meals a day while she 

was in Haslar Hospital and I would describe her as being quite robust. 
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25. 

26. 

Subsequently tO my mother’s death I had an opportunity to examine the medical 

records and noted .that whilst she was at the Royal Haslar Hospital the fluid balance 

chart documents that she was eating properly. 

Exhibited to this statement and marked "LOB/5" is a copy of the fluid balance charts. 

27. I visited my mum in the Royal Haslar Hospital every day. She was capable of asking 

for food. I used to take her in little treats like a Marks & Spencer lemon mousse or a 

portion of strawberries and cream. I felt that my mother was very much back to her 

old self. For example, she made some comments about a cleaner that was working in 

the ward. 

28. My mother had no problem with her wound site post operatively. She could also go to 

the toilet with assistance. 

29. My sister, Gillian McKenzie, came down when mum had the operation. Gill arrived 

when mum was in theatre and then stayed at my house for the next two to three days. 

30. 

31. 

Whilst mum was at the Royal Haslar Hospital she was not having any pain relief, just 

the odd paracetamol. 

My mother was then transferred from Haslar to the GWMH. I was told at Haslar that 

they could only keep mum for so long in order for her to convalesce. She was only in 

there for 11 days which is not very long. Before my mum was moved to GWMH I 

went to visit the hospital with my sister Gillian. The staff showed me a four-bedded 

ward and I thought it would be fine. They said that once she had been admitted it was 

probably best not to come for a little while in order to let her settle in. My mum was 

then transferred from Haslar to GWMH on 11 August 1998. I went on the next day to 

see her. 

32. 

33. 

When I got to the hospital to see her she was in a single room on the left-hand .side of 

the corridor. The room had glass windows and the curtain was drawn. I was very 

surprised to find that mum was not rouseable. Her eyes were closed and I would 

describe her as being "out of it". I went to find a nurse to find out what they had given 

to her. This was a huge contrast to how she had been at Haslar where she was having 

no analgesia and could walk around pain free. 

I found a care assistant who used to work both at GWMH and also at Glen Heathers 

Nursing Home. I am afraid that I cannot remember her name given the passage of 

time. She said to me that mum had been given Oramorph as she was in pain. I 

explained to the staff that if my mother needed the toilet then she would become 

agitated. She would be unable to get the words out that she needed the toilet and 
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would make small noises and wriggle around a bit. Her needs should be foreseen and 

the question asked "Do you need the toilet?" 

34. On 12 August 1998 I stayed with mum. As she had been given Oramorph she was not 

able to haYe any food or any drink. Up until her transfer on 11 August 1998 she had 

been having three meals a day. 

35. On 13 August 2008 I had the "day off’. My daughter Karen went to visit mum on my 

behalf. Karen told me that when she arrived mum was shouting with pain and she 

called the ward staff who told Karen that my mum had dementia. Apparently my 
mum had a horrible anxious expression and was weeping. This was very unlike mum 

as she never cried and she was also groaning. The hospital staff said that there was 

nothing wrong and it Was just dementia. I was telephoned at home at 9.30 on 13 

August by one of the nurses. They said that they thought that my mother might have 

done something but they would look into it in the morning. 

36. On 14 August 2008 I went to GWMH in the early morning at around 10 am. My 

mother was completely out of it. Her eyes were closed and I could not rouse her. I 

went with her to the x-ray. Sliding the plate underneath my mother caused her pain. I 

was allowed to accompany into the x:ray room and they gave me an apron. My mum 

was then taken back to the ward. On page 9 of my statement of 31 January 2000 

(LOB/l) at paragraph 7 I explained that once my mother had been x-rayed I was 

called into an office by Philip Beed, the Ward Manager who was accompanied by Dr 

Barton. I cannot remember now whether it was Dr Barton or Philip ’ that said "Your 

worst fears of last night appear to be true and we have rung Haslar and they have 

accepted her back". 

37. My mum was therefore transferred back to Haslar Hospital. Mother went in the 

ambulance and I drove to Haslar. The consultant came straightaway to the A&E 

Department. He was a very nice man and showed me the position ofmum’s leg and 

explained what they would do with no delay. 

38. She was admitted to Haslar for a second emergency operation and this was done 

within an hour. The staff at Haslar said that mum could go back to GWMH. I said 

"Please no" or words to that effect and the consultant said that they would keep her in 

Haslar for a couple more days. 

39. For two and a half days, whilst in Haslar, my mum again made tremendous progress. 

She had a full leg splint. She was on a drip at first and then was eating and drinking. 

She was pain free and not having any analgesia. The consultant pulled back the 

bedclothes and showed me the position of her leg and hip. Mum did not need any 

injections of morphine and could weight bear and transfer and use a commode. The 

Haslar staff took her drip down and she was easily manageable. Mum could chat. I 
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40. 

41. 

had a friend at the time who also had a relative on the ward in Haslar and she said to 

me that my mum kept on talking even after I had gone home. 

On 17 August 1998 mum was transferred back to GWMH. Haslar said that she was fit 

to do so. I did not really like the idea at the time and I raised my concerns. 

My sister and I arrived at GWMH and the minute we arrived we could hear terrible 

screaming. I knew instantly that it was my mum. I can picture very clearly in my 

mind my mum saying "The pain, the pain". I was so shocked that I left my sister Gill 

in the hospital with mum and went back to the Haslar Hospital to see what state she 

had been in when they transferred her. 

42. 

43. 

Subsequently I found out that my mum had been transferred from the ambulance into 

the GWMH ward on a sheet. When I came back to the GWMH I helped to place my 

mum squarely on the bed and she then stopped screaming. 

Philip Beed was coming in and out of the room. I found Philip to be quite nice at the 

time and did not find him objectionable. It was only in retrospect after he had 

completed reports that I was not happy with him. 

44. On page 12 of my statement of 31 January 2000 at paragraph 8 1 referred to "a charge 

nurse". By the charge nurse I mean Philip Beed. Thatis how we would traditionally 

refer to male nurses. 

45. At this point my mother could still swallow and the pain relief she was administered 

was Oramorph. 

46. Dr Barton then arrived. This is the second time that I had seen her in my mother’s 

room although I had seen her in the corridor at other times. Despite my mother having 

being given Oramorph she was still in pain and screaming. I was in a panic and kept 

asking questions. I told Dr Barton that I had spoken to the consultant at Haslar 

Hospital and they had said to me that they would happily have her back. Dr Barton 

said that was not appropriate. She said she did not think it was appropriate for an old 

lady in my mother’s condition to be moved again and that they would keep her pain 

free and review her again in the morning. 

47. Further x-rays were taken but I was not allowed to accompany my mother and I never 

saw the x-rays afterwards. I do not know what time of day the x-rays were taken. I 

was with my mother all day except for when I went up to the Haslar Hospital for about 

half and hour. When I was not with my mother my sister would be. 
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48. I did not stay ovemight with mother on 17 August. From 18 August 1998 onwards 

Gill and I stayed and slept in mum’s room. We took it in turns to relieve each other so 

that she was never left alone. 

49. On page 13 of my statement of 31 January 2000 I refer to a conversation with Philip 

Beed. He told myself and my sister that mum had a massive haematoma. From, my 

nursing experience I would expect some discoloration of the site if there was a 

massive haematoma and that the wound site would be hot to touch and the patient 

would show signs of a temperature. I know that from my nursing experience. 

However my mum’s wound site was lovely. I think that she had some internal damage 

at the neck of the femur which did not show on the x-ray. In GWMH mum did not 

have a full length splint which the consultant said that she should have. 

50. I went into an office with Philip and my sister. He said that it will be. easier for the 

nurses to wash my mother and to change her and move her because the morphine 

would help her with the pain. He also said that they were not looking for the source of 

the pain. Gill said "So you will use a form of euthanasia?". I said "I just want her to 

be pain t~ee". They refused to take her to Haslar Hospital. 

51. At the time I was aware, from my nursing experience, what a syringe driver does. 

52. Later in the day on 18 August Dr Barton came into my mother’s room. I describe this 

incident at the top of page .14 of my statement of 31 January 2000. Dr Barton stood in 

the doorway and looked at my mother with her arms folded. There were absolutely no 

niceties. She said "Well, the next thing you know will be a chest infection". I looked 

at Dr Barton and thought "My mother doesn’t have a chest infection now". Then Dr 

Barton just left without anyone saying anything more. The syringe driver had been 

started before we got there on 18 August as we were told by staff that this would be 

the best way of managing my mother’s care. We were not asked to consent to the 

commencement of this treatment. 

53. I feel that I was denied the right to say goodbye to my mother. Once she was on a 

syringe driver she did not have any water or fluids and took a long time to deteriorate. 

This was because she was previously very well nourished and had bodily reserves that 

would sustain her for a while. 

54. Whilst mum was on the syringe driver she was not having any fluids. They put a 

catheter in and the bag was just hanging over the side of the bed containing congealed 

urine. I asked a nurse to change the bag and she said she wouldn’t do until it was full. 

I said that my mother had had no fluid so was not going to be passing any more urine. 
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55. 

56. 

My mum was clearly dehydrated. I used a sponge and would wipe her lips. She was 

unconscious but she would have a reaction and try to suck in when the water was next 

to her lips. 

My mum died on 21 August 1998. 

57. 

58. 

Exhibited to this statement and marked "LOB/6" is a copy of notes that I made whilst 

my mother was still alive. As I was not happy with the care in the GWMH at the time 

I started to keep notes contemporaneously. I had telephoned Portsmouth Healthcare 

NHS Trust prior to my mother’s death and they confirmed that all complaints needed 

to be in writing. The original copy showed entries in different inks on different days. 

I put a number of questions into the document. On 22 September 1998 I received a 

response from Max Millett, the Chief Executive of Portsmouth Healthcare NHS Trust. 

This attempted to answer my concerns. I exhibit the letter of 22 September 1998 

marked "LOB/7". I was not satisfied with the response and made further comments to 

the hospital. Exhibited to this letter and marked:- 

(a) LOB/8 - This is my answers to their response which were not the truth and 

were evasive comments. 

Co) LOB/9 - This was produced when I was asked to comment on the answers 

which were given after investigations on the response. 

are two different responses that I made to the Portsmouth NHS Trust letter. 

59. My sister, Gillian, and I both went to Gosport Police Station quite soon after our 

mother’s death as we were not at all satisfied with the answers to our questions from 

the trust and felt the matter required further investigation. 

60. I understand that my statement may be used in evidence for the purposes of ahearing 

before the General Medical Council’s Fitness to Practise Panel and for the purposes of 

any appeal, including any appeal by the Council for Healthcare Regulatory Excellence. 

I confirm that I am willing to attend the hearing to give evidence if asked to do so. 

I believe that the facts stated in this witness statement are tree. 

Signed: 

Lesley Frances O’Brien 
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Dated: 
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General Medical Council 

Dr. Jane Barton 

Exhibit LOB/1 

This is the Exhibit marked "LOB/I" referred to in the statement of Lesley O’Brien:- 

Statement made to Hampshire Police dated 31 January 2000 
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Code A 



GMC101158-0239 

Code A 



GMC101158-0240 

Code A 
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Code A 
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General Medical Council 

Dr. Jane Barton 

Exhibit LOB/2 

This is the Exhibit marked "LOB/2" referred to in the statement ofLesley O’Brien:- 

Further statement made to Hampshire Police dated 11 August 2004 
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Code A 
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General Medical Council 

Dr. Jane Ba~on 

Exhibit LOB/3 

This is the Exhibit marked "LOB/3" referred to in the statement ofLesley O’Brien:- 

Photographs taken of my mother (Gladys Richards) at her 90th birthday party 
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General Medical Council 

Dr. Jane Ba~on 

Exhibit LOB/4 

This is the Exhibit marked "LOB/4" referred to in the statement ofLesley O’Brien:- 

Copy of notes regarding my mother’s treatment in Glen Heathers Nursing 

Home dated August 1998 
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General Medical Council 

Dr. Jane Barton 

Exhibit LOB/5 

This is the Exhibit marked "LOB/5" referred to in the statement of Lesley O’Brien:- 

Copy of fluid balance charts 
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Code A 



GMC101158-0261 

Code A 



GMC101158-0262 

Code A 



GMC101158-0263 

Code A 



GMC101158-0264 

Code A 



GMC101158-0265 

Code A 



GMC101158-0266 

Code A 



GMC101158-0267 

Code A 



GMC101158-0268 

Code A 



GMC101158-0269 

Code A 



GMC101158-0270 

Code A 



GMC101158-0271 



GMC101158-0272 

Code A 



GMC101158-0273 

Code A 



GMC101158-0274 

Code A 



GMC101158-0275 

Code A 



GMC101158-0276 

Code A 



GMC101158-0277 

i 



GMC101158-0278 

Code A 



GMC101158-0279 

Code A 
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General Medical Council 

Dr. Jane Barton 

Exhibit LOB/6 

This is the Exhibit marked "LOB/6" referred to in the statement ofLesley O’Brien:- 

Copy of notes I made after my mother died 
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General Medical Council 

Dr. Jane Ba~on 

Exhibit LOB/7 

This is the Exhibit marked "LOB/7" referred to in the statement ofLesley O’Brien:- 

Letter dated 22 September 1998 from Max Millett, Chief Executive of 

Portsmouth Healthcare NHS Trust 
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POI~TSMOUTH 

H lthC re 
TRUST 

Mrs. L. Lack, 

Code A 

Our ref 

¯ MM/BM/Y!M 
Your ref 

Date 

22nd September, 1998 
Ext 

[CodeAi 

Dear Mrs. Lack, 

I am writing further to my letter of 25th August, 199.8 now that I have received the report 
from Mrs. Hutchings, who has been investigating all the matters you raised concerning the 
care provided for your mother, Mrs. G. Pdchards, prior to her death on Friday, 21 st August, 

1998. 

I should like to reiterate how very sorry I am that your grief has been compounded by so 
many concerns, but that you for having taken the trouble to write, as this has resulted in a very 
thorough investigation, and given us the chance to explain and!or apologise for the problems 

you identified. It has also meant that staff have reviewed procedures and improvements are 
being implemented as a result. 

I should like to respond to each of the points you made, using the numbering system f~om 

your notes. 

At what time did Mrs. Richards fall? 
She fell at 1330 on Thursday, 13th August, 1998 although there was no witness to the 

fall. 

2. Who attended her? 
She was attended by StaffNurse Jenny Brewer and Health Care Support Worker Cook. 

3. Who. moved her and how? 
Both members of staff did, using a hoist. 

PORTSMOUTH HEALTHCARE NHS TRUST CENTRAL OFFICE 

St lames’ Hospital 
kocksway Road, Portsmouth, Hants PO4 8LD 

Tel: 01705 822444 Fax: 01705 ).93437 
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/continued - page 2 

~After the fa!l 
Your mother had been given medicationi presecribed by Dr. Barton, who was present on 
the ward just after her fall..I understand that it was not your wish for your mother to be 
given stroager medication because it made her drowsy. 

Why wa~ there such a delay in dealing with the consequences of the fall’?. 
With the benefit of hindsight it is possible to assume that your mother’s dislocation could 
have been identified much earlier and we can now only apologise for that delay if that 
was the case. It is notoriously difficult to establish degrees of pain or discomfort in 
dementia sufferers, but staff now recognise that more attention should have been paid to 
your mother’s signs of discomfort, and your own expressed concerns about that. 

Why no x-ray? Why no transfer.’?_ 
These delays were a direct result of the failure to identify a problem earlier in the day - 
because the x-ray department at Gosport War Memorial Hospital only operates from 9 
a.m. to 5 p.m. I understand that you did appreciate this when it was discussed with you 
on the Thursday evening, and agreed with the advice that it would be best to defer a 
transfer to Hasiar until an x-ray based diagnosis had been made. The transfer to Haslar 
was organised as soon as possible after the situation had been confirmed by x-ray, on the 
morning of Friday, 14th August, 1998. It is a matter of great regret that this delay 
occurred, and we accept and apologise for the fact that the standard of care fell below 

that which we aim to provide. 

Why when ,he was returned to bed from the ambulance was her position not checked? 
When your mother arrived on the ward two health care support workers saw her into bed 
and then went to inform Staff Nurse Couchman that your mother had arrived. They had 

realised there was a problem and that professional advice was needed. Staff Nurse 
Couchman came and checked her position, and I believe you assisted her in straightening 

your mother’s leg and placing a pillow between her legs. 

8. (a) How was she brought from Haslar? 
She was brought by an ambulance with two crew. 

(b) 

(c) 

Was there an escort!anyone in the back with her? 
There was no nurse escort - this would havebeen arranged by Haslar had it been 

thought necessary. 

When did she start to show vain and what caused it? 
The ambulance crew commented that she showed signs of being in pain as she was 

put into the ambulance. The cause of the pain has not been specifically identified. 

p (.,~ ’R T S M (.’) U T H 

HeaithCare 
TRUS’[ 
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/continued - page 3 

(d) Why was my request to see the x-rays denied? 
The x-rays were seen in the x-ray department by the doctor and the consultant 
radiologist. The decision to keep x-rays in the department and not to send them to 
the ward rests with the consultant radiologist, not the ward staff, and your request 

may not have been relayed to the department. 

(e) Decision to do nothing but provide pain relief?, 
Dr,. Barton felt .that the family had been involved at this stage as she discussed the 
situation fully with you. She made sure you were aware that the surgical inter- 
vention necessary for the haematoma would have required a general anaesthetic and 
clearly your mother was not well enough for such a procedure to be undertaken. 
Therefore, the priority, and only realistic option, was to keep her pain-free and 
allow her to die peacefully, with digltity. 

o Clothing sent for marking despite being named already 
As a result of previous problems the ward have adopted the practice of marking all 
patients clothing with the ward name - a procedure designed to help, which on this 
occasion, did the absolute opposite. The laundry marker at Gosport War Memorial 
Hospital had broken down, so your mother’s clothes were sent to St. Mary’s Hospital and 

meanwhile she was given hospital clothing, tn attempting to meet your completely 
reasonable request for her own clothes to be returned, a taxi was authorised which in the 

event brought the clothes back - still only bearing your mother’s name. Whilst, as you 
say, this was a trivial problem on the scale of the real issues, it was a quite ridiculous 
consequence of a well-intentioned policy which served to cause unlooked for stress. The 

process is being reviewed as a result of yo~ complaint. 

All the staff concerned with the care of your mother were deeply saddened at her experience, 
and sincere apologise are proffered to you and your sister for the problems which occurred, 
and the failure of the service to meet your very reasonable expectations. The only 
constructive aspect I can identify is that lessons have been learned and the experience will 
benefit future patients, although I fully appreciate that such benefits have little relevance to 

yourselves. 

You may be aware that your sister, Mrs. McKenzie, has telephoned Mrs. Hutchings as she 
wishes to see this correspondence. I am writing to her to confirm that it is personal to you, 
although, of course, I hope that you will feel able to share it with her. If you unable to do this 

then she will need to raise a complaint of her own. 

PORTS~4OUTH 

TRUST 
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/continued - page 4 

Should you wish to pursue the matter further my secretary would be very happy to arrange a 

meeting with.Mrs. Barbara Robinso,.n_~._.H..o_s_pital Manager, at your convenience and I would be 
grateful if you could contact h~r_on i.__.~.O_._~.O_._...A. __.i~thin one month should you wish this. 

Thank you once again for writing so comprehensively of your concerns. 

Y o_~s_._S_ j_n_._c..e_.r_e_l.E,.. 

Code A 
Mhx-~wr~recc 
Chief Executive 

PORTS~.~OUT H 

HealthCare 
"1 



GMC101158-0286 

General Medical Council 

Dr. Jane Barton 

Exhibit LOB/8 

This is the Exhibit marked "LOB/8" referred to in the statement ofLesley O’Brien:- 

Response to GWMH response to complaint re Mrs Richards’ care 
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Mrs. L. LACK, 

Code A 
22"a September, 1998. 

Dear Mrs. LACK, 

I am writing further to my letter of25t~ August, 1998, now that I have received the 
report from Mrs. HUTCHINGS, who has been investigating all the matters you raised 
concerning the care provided for your mother, Mrs. G KICHARDS, prior to her death 
on Friday, 21~t August, 1998. 

I should like to reiterate how very sorry I am that your grief has been compounded by 
so many concerns, but that you for having taken the trouble to write, as this has 
resulted in a very thorough investigation, and given us the chance to explain and/or 
apologise for the problems you identified. It has also meant that staff have reViewed 
procedures and improvements are being implemented as a result. 

I should, like to respond to each of the points you made, using the numbering system 
fi’om your notes. 

At what time did Mrs. RICHARDS fall? 
She fell at 1330 on Thursday, 13t~ August, 1998, although there was no 

witness to the fall. 

Who attended her? 
She was attended by StaffNurse Jenny BREWER and Health Care Support 

Worker COOK. 
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Who moved her and how?. 
Both members of staff did, using a hoist. 

¸5. 

After the fall 
Your mother had been given medicationi presecribed by Dr. BAP~TON, 
who was present on the ward just after her fall. I understand that it was 
not your wish for your mother to be given stronger medication because it 

made her drowsy. 

Why was there such a delay in dealing with the consequences of the fall? 
With the benefit of hindsight it is possible to assume that your mother’s 
dislocation could have been identified much earlier and we can now only 

apologise for that delay if that was the case. It is notoriously diflSeult to . 
establish degrees of pain or discomfort in dementia sufferers, but the staff 
now recognise that more attention should have been paid to your mother’s 
signs of discomfort, and your own expressed concerns about that. 
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Why no x-ray? Why no transfer? 
Th~se delays were a direct result of the failure to identify a problem earlier 
in the day - because the x-ray department at Gosport War Memorial 
Hospital only operates from 9 a.m. to 5 p.m. I understand that you did 
appreciate this when it was discussed with you on the Thursday evening, 
and agreed with the advice that it would be best to defer a transfer to 
Haslar until an x-ray based diagnosis had been made. The transfer to 
Haslar was organised as soon as possible after the situation had been 
cortfirmed by x-ray, on the morning of Friday, 14± August, 1998. It is a 
matter of great regret that this delay occurred, and we accept and apologise 

for the fact that the standard of care fell below that which we aim to 
provide. 

Why when she was returned to bed from the ambulance was her position 
not checked? 
When your mother arrived on the ward two health care support workers 

saw her into bed and then went to inform StaffNurse COUCHMAN that 
your mother had arrived. They had realised there was a problem and that 
professional advice was needed. StaffNurse COUCHMAN came and 
checked her position, and I believe you assisted her in straightening your 
mother’s leg and placing a pillow between her legs. 

(a) How was she brought from Haslar2 
She was brought by an ambulance with two crew. 
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(b) Was there an escort/anyone in the back with her? 
There was no nurse escort - this would have been arranged by Haslar had it 
been .thought necessary. 

(c) When did she start to show pain and what caused it? 
The ambulance crew commented that she showed signs of being in pain as 
she was put into the ambulance. The cause of the pain has not been 
specifically identified. 

(d) Why was my request to see the x-rays denied? 
The x-rays were seen in the x-ray department by the doctor and the 
consultant radiologist. The decision to keep x-rays in the department and 
not to send them to the ward rests with the consultant radiologist, not the 
ward staff, and your request may not have been relayed to the department. 

(e) Decision to do nothing but provide pain relief?. 
Dr. BARTON felt that the family had been involved at this stage as she 
discussed the situation fully with you. She made sure you were aware that 
the surgical intervention necessary for the haematoma would have i’equked 
a general anaesthetic and dearly your mother was not well enough for such 
a procedure to be undertaken..Therefore, the priority, and only realistic 
option, was to keep her pain-free and allow her to die peacefully, with 

dignity 
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I,~ ,~ - 
Clot~g sent for m~g despite berg n~ed ~dy 
As a result ofpre~ous problems the w~d have adopted the pra~ice of 
m~Nng N1 patients dotNng with the w~d name - a procedure designed to 
hdp, wNch on tNs occasion, did the absolute opposite. The laund~ 
~k~ at ~spoa W~ M~ofi~ Hospit~ had broken do~ so your 
mother’s clothes were s~t to St. Maw’s HospitN ~d me~w~e she was 
given hospitN dot~g. In a~empting to meet your completdy reasonable 
request for her o~ clothes to be returned, a t~ was authofised wNch in 
the event brou~t ~e clothes back - ~N oNy berg your mo~er’s n~e. 
~st, as you say, tNs was a tfi~ problem on the sc~e of the r~l issues, 
it w~ a quite ridiculous consequence of a well-~tentioned policy wNch 
s~ed to cause uNooked for ~ress. The process is berg renewed as a 

result of your ~mpl~t. 

All the staff concerned with the care of your mother were deeply saddened at her 
experience, and sincere apologise are proffered to you and your sister for the problems 
which occurred, and the failure of the service to meet your very reasonable 
expectations. The only constructive aspect I can identify is that lessons have been 
learned and the experience will benefit future patients, although I fully appreciate that 

such benefits have little relevance to yourselves. 



GMC101158-0293 

You may be aware that your sister, Mrs. McKENZIE, has telephoned Mrs. 
HUTCHINGS as she wishes to see this correspondence. I am writing to her to 
confirm that it is personal to you, although, of course, I hope that you will feel able to 
share it with her. If you unable to do this then she will need to raise a complaim of her 

Should you wish to pursue the matter further my secretary would be very happy to 
arrange a meeting with Mrs. Barbara ROBINSON, Hospital Manager, at your 
convenience and I would be grateful if you could contact her on 01705 894378 within 

one month should you wish this. 

Thank you once again for writing so comprehensively of your concerns. 

Yours sincerely, 

Max Millett 
Chief Executive 

Silem copy to Mrs. B. ROBINSON 

Mr. W. HOOPER 

6 
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General Medical Council 

Dr. dane Ba~on 

Exhibit LOB/9 

This is the Exhibit marked "LOB/9" referred to in the statement ofLesley O’Brien:- 

Response to GWMH response to complaint re Mrs Richards’ care 
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COMPLAINT MADE BY MRS. L. L~I~’CK RE. STANDARDS OF CARE FOR 
HER LATE MOTI:IER MRS. GLADYS RICHARDS WHILST A PATIENT 

ON DAEDALUS WARD - G.W.M.H 
FROM 11.08.98. TO 14.08.98. AND 17.08.98. TO 21.08.98. 

At what timedid Mrs. RICHARDS fall? 

Answer - i330 hours on 13.08.98. 

Who attended to her? 

Answer - S/N Jenny BREWER and H.C.S.W. COOK 

o Who moved her and how? 

Answer - S/N Jenny BREWER and H.C.S.W. COOK using a hoist. 
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No direct questions asked. Statement only. There is some 
question regarding accuracy of this statement:- 

Response (a) There was only one trained nurse on duty after 3.30 pm and 
prior to this the second StaffNurse was completing consultant round. ’ 
Therefore would not have been available to speak to Mrs. LACK (she states 
several trained nurses). Trained staff confirmed they would not have said it 
was Mrs. KICHARDS’ dementia causing her to cry out; she had been given 
medication prescribed by Dr. BARTON who was present on the Ward just 
after Mrs. KICHAKDS’ fall. She was not given the stronger medication 
because Mrs. LACK had previously requested that it was not to be 
administered as it made her Mother very drowsy. 

it-  F .,-- . 

S)N B~’~"v~dd see ~’lrs.~A~I~ and gave her ~’~s of t~;Fall and 

the following actions that had been taken (statement by S/N BREWER 
attached)                                    , 

Why the delay in x-raying Mrs. RICHARDS? 

Answer - Mrs. LACK was telephoned and informed once dislocation was 
suspected and informed of the Doctor’s advice, to which she agreed. This 
included not transferring:her Mother immediately to Haslar. 
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Why no medical examination? Why no x-ray? Why no tr ,ansfer? 

Answer - Duty Doctor was given the full facts of the situation including 
Mrs. RICHARDS’ diagnosis and her age. He stated he felt it would be too 
traumatic to transferto Haslar for x-ray at that time of the evening and the 
journey could cause considerable distress. He advised medication, i.e. 
Oramorphine (strong pain relief) and to arrange for x-ray the following 
morning. S/N BREWER agreed with this as did Mrs. LACK when she was 

informed. 

Why no x-ray? 
X-ray at G.W.M.H. only operational up to 5.00 pm Monday to Friday. 

Why no transfer? 
As above. 



GMC101158-0298 

o When returned from Haslar from the ambulance, was Mr.s. 
RICHARDS" position not checked? 

Answer - Her position was checked by an H.C.S.W. who immediately went 
to find a trained nurse and asked her to look at the position of Mrs. 
RICHARDS’ leg. Due to the Considerable noise Mrs. RICHARDS was 
making and, being untrained, she decided not to attempt to move Mrs. ’ 
RICHARDS herself. 

How was Mrs. RICHARDS brought from Haslar Hospital? 

Answer - By ambulance and two crew. She was not escortedby a Nurse, 
this would have been the responsibility of Haslar Hospital to arrange. 

(b) When did she start to show pain? What caused it? 

Answer - Ambulance Crew commented to nursing staff she began screaming 
as soon as she was put into the ambulance and continued throughout the 
journey and on Daedalus Ward. The cause of the pain cannot be confirmed 
but we do know Haslar Hospital were unable to provide an appropriate 
canvas to transport Mrs. RICHARDS on. Two sheets were used instead. 
This did mean Mrs. RICHARDS’ limb was not supported as well as it would 
have been on a canvas when moved from bed to trolley to ambulance to 
trolley to bed on Daedalus Ward. This may have caused the pain. 
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(c) Request to see x-rays denied? 

Answer - This was a decision made by individual radiologist. The Ward 
Staff are unable to influence their decisions. The x-rays Mrs. LACK refers 

to did not come back to the Ward, they were seen in the Department by the 

Doctor and Consultant Radiologist. 

(d) Decision made to do nothing but allow Mrs. RICHARDS to die 

pain-fi’ee? 

Answer - Dr. BARTON did see Mrs. LACK and involve her in the decision 
making process. Due to Mrs. RICHARDS’ age she would not be able to 
have surgical interventionfor the Haematoma as this would involve general 
anaesthetic. Therefore, the priority was to keep her pain-free and allow a 

peaceful death with dignity. 
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TRIVIAL CONCERNS RE CLOTHING/LAUNDRY 

1 Clothing sent for marking despite CASH’s name on all items of 
clothing? 

¯ :Answer - All patients/relatives are informed on admission that to safeguard 
their belongings, clothing is marked with the name of the Ward. This 
includes clothing, of patients whose relatives agree to do the laundry. This 
decision has been made on Daedalus Ward following several complaints 
from patients/relatives whose clothing was sent offto the Hospital Laundry 
by mistake and ot~en never seen again. 

Obviously, while Mrs. RICHAKDS’ clothing had been sent for marking she 
was given hospital clothing to wear. This should have only been for a day 
or two. Unfortunately, unbeknown to Ward Staff, G.W.M.H.’s Laundry 
Marker had broken down so Mrs. KICHARDS’ clothingwas sent to St. 
Mary’s Hospital for marking. The Ward were not informed of this and, 
due to Mrs. LACK’ S stress at this time, a taxi was authodsed to go and 

collect the clothing and return it to Daedalus Ward. 

¯ I have not been able to confirm if any Staff Nurse made any 

comment regarding getting Mrs. RICHARDS’ up when she was 

so obviously near to death. I would find difficulty in believing 
any member of staff, either trained or untrained, would make 
such a comment. 
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ANALYSIS OF EVENTS 

Mrs. Gladys RICHARDS was a flail, 91 year old with dememia who had 
sustained a fracture of her right neck of femur whilst resident in a Nursing 
Home. She had surgical repair at Haslar Hospital. Despite her age and 
confused mental state Mrs. RICHARDS made a good recovery and the 

medical team at G.W.M.H. agreed to accept Mrs. RICHARDS to give her 
the oppo~mity for mobilisation. The transfer to Daedalus Ward was 
arranged and took place on 11.08.98. 

"0" ,~ ~ . " ’ 

On arrival to Daedalus Ward, Mrs. RICHARDS was quiet and 

accompanied by her daughter, Mrs. LACK. She was admitted by Enrolled 
Nurse PULFORD and Mrs. LACK was seen and told of the plan for 
managing her mother whilst on Daedalus. Mrs. RICHARDS was also 

¯ 
Dr BARTON and medication was prescribed. . seen by . . - ..-- 

_<~G~aoa,~V.~z2 o,c v¢,, ¯ . - - ~! 

/ 

Ik~. ~>_ .".,., ....... 
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Wednesday 12th August~ 1998 

S/N JOICE was on a late, shift. She went into Mrs. RICHARDS room and 
became concerned because Mrs. RICHARDS looked poorly. She was 
very drowsy and pale in colour although sitting in a chair. When Mrs. 
LACK visited later that afternoon she also became very concerned about 
her mother’s drowsy condition. She was informed of the medication her 
mother had been given. Mrs. RICHARDS was transferred back to bed by 
use of a hoist. This did cause Mrs. RICHARDS to wake up and cry out. 
She settled and was fed her supper by Mrs. LACK. 

Thursda¥~ a.m. 13" August, 1998 

The Ward was very busy with general activities plus two admissions 
expected and two discharges. Staffing levels were low although the 
Clinical Manager had taken some steps to ensure adequate level. There 
was only one trained nurse on until 12.15 p.m. and after 3.30 p.m. with 
Consultants round due at 2.00 p.m. 
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Mrs RICHARDS had been got up earlier in the morning and sat in a chair 
m her room. After lunch, approximately 13.30 hours, an H.C.S.W. found 
Mrs. RICHARDS on the floor by her chair. S/N BREWER was informed 
and she immediately attended to Mrs. RICHARDS. She checked for any 
injuries. At this point she did not feel any had been sustained so authorised 
Mrs. RICHARDS to be put back into a safer chair using a hoist. 

Mrs. LACK was due to visit that afternoon so S/N BREWER made the 
decision to see her rather than telephone her regarding her mother’s fall, 
particularly as she did not appear to be suffering from any injuries. It was 
6.30 p.m. when S/N BREWER spoke to Mrs. LACK and informed her of 
the fall, explaining she did not know how she fell but reassured Mrs. 
LACK she had checked her mother before moving her. At this point S/N 
BREWER asked Mrs. LACK if she thought her mother to be in pain. Mrs. 
LACK did not feel she was as she was eating her tea. 

- 

At 7.45 p.m. S/N BREWER commenced putting.Mrs. RICHARDS to bed. 
Once in a lying position she could see Mrs. RICHARDS’ (right) hip was 
internally rotated. The Duty Doctor was called immediately and informed 
of the problem, patient’s age and dementia. The Duty Doctor felt it would 
be too traumatic to transfer Mrs. RICHARD’ S overnight, but to give pain 
relief and arrange x-ray at G.W.M.H. the following morning and to contact 
]~im if any further prob]em~ arose. 
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Mrs. LACK was telephoned as soon as the pain relief had been 
administered (approximately 8.30 p.m.) and informed of the current 
situation and Doctor’s advice. S/N BREWER asked if she was satisfied 
with this to which Mrs. LACK replied, "Yes," and thanked S/’N 
BREWER. Mrs. RICHARDS slept well that night. 

Friday 8.00 a.m. 14th August, 1998 

Dr. BARTON visited the Ward and completed X-ray Request Form. 
Mrs. RICHARDS was taken to X-ray Department about 10.45 a.m. 
accompanied by Mrs. LACK. X-ray confirmed dislocation of (right) hip. 
Mrs. LACK was seen by Dr. BARTON and Philip BEED, Clinical 
Manager, and informed. Arrangements made for transfer to Accident and 

Emergency, Haslar. Mrs. RICHARDS was given pain relief prior to 
transfer and was accompanied by H.C.S.W. in the ambulance (Mrs. LACK 

followed in her car). Mrs. RICHARDS remained at Haslar for 48 hours 
and arrangements were made to transfer back to Daedalus Ward on 

17.08.98. 

10 
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Monday 11.45 a.m. 17th August, 1998 

Mrs. RICHARDS arrived on Daedalus Ward. Mainline Ambulance Crew, 
but no nurse escort. Transport was arranged by Haslar who telephoned 
Daedalus and apologised they could not find a canvas to put Mrs. 
R!CHARDS on, i.e. canvas would have two poles inserted to lit~ patient. 
Instead they used two sheets to lift Mrs. R/CHARDS who was crying and 
screaming, which apparently had started in the ambulance and continued 

for some time aRer her arrival. 

Two H.C.S.W.’s supervised Mrs. R/CHARDS being put into bed. The 
ambulance man stated he had been given strict instructions from Haslar 
that Mrs. R/CHARDS was to be kept fiat - in bed she was given two 

pillows only and a pillow between her leg. H.C.S.W. BALDACCH[NO 
was very concerned regarding the position of (fight)leg. She was afraid to 
straighten it because of the noise Mrs. R/CHARDS was making so went to 
find a trained nurse and seek her advice. At that point Mrs. LACK 
arrived. S/N COUCHMAN walked into the room and pulled back the 

covers and realised the leg was not positioned correctly. Mrs. LACK 
offered to assist S/N COUCHMAN and between them re-positioned Mrs. 

R/CHARDS who then stopped screaming. 
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Mrs. RICHARDS became agitated again a little later. Mrs. LACK 
requested her mother be x-rayed again. Dr. BARTON was contacted and 
agreed. S/N COUCHMAN was asked to complete X-ray Request Form 
and p.p. it. Unfortunately, X-ray Department refused to accept the form 

a6dinsisted a Doctor’s signature had to be on the form. Surgery was 
contactedand Duty Doctor signed the form and faxed to G.W:M.H.. All 

of this did cause delay. 

Mrs. RICHARDS was x-rayed at 15.45 hours. Films were seen by 
Consultant Radiologist who confirmed no further dislocation. Dr. 

BARTON was informed and discussion took place with Clinical Manager 
and both Mrs. RICHARDS’ daughters who were informed a haematoma 
had developed at the site of manipulation, i.e. (right) hip and, in medical 
opinion, thebest treatment would be to keep her pain fi:ee. The use of a 
syringe driver was discussed fully. Both daughters agreed to this course of 
action. From 18t~ August - 21~t August Mrs. RICHARDS condition 
deteriorated and she died at 8.20 p.m. on the 21st August. Both daughters 

were present. I~ ,~ kff~.~ ~ o_Y-~q .&C.3 io ~ 

All trained staff interviewed were very aware that Mrs. LACK and her 
sister, Mrs. McKENZIE did not agree between themselves regarding their 
mother’s care, particularly about pain control. This did make the nursing of 

Mrs. RICHARDS difficult at times, i.e. she was not returned to bed 
following her fall on 13.08.98. as Mrs. LACK had complained previously 

12 
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e 

she felt her mother was on her bed too much and this would not help with 

rehabilitation. 
During her last day of life Nursing Staff were prevented from removing 

Mrs. RICHARDS’ dentures as part of mouth care as the daughters said 
they were not to remove them. 

~,, ~,_ ~. ,~.U,-~ ~,0.-" e.~_v~~e.,~,. 0~--~ c.,~.t ~-~-~-.-i 

Nursing s~ reluc~tly accepted ~is, al~ou~ in ~dsi~t a~ee they, 

should have ~ed h~der to persuade ~e dau~ters it was ~ ~ek Mo~er’s 

best ~terest to remove ~e tee~ for cleaning.          ". 

Sadl~~~S’ dea~ was not as ~s. LACK ~d hoped ~t 
would be. She felt ~e use 0f ~e s~ge ~ver made her mo~er become 
~eons¢ious ~d she did not say her "goodbye", ~ou~ bo~ she ~d her 
sister were ~ ~ek mo~er ~ost con~uously ~y ~d ~t, d~g 

~s. ~C~S last few days. N~s~g st~ed not to be ob~sive. 
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CONCLUSION 

Mrs. RICHARDS did fall from her chair on 13.08.98. but this was not 
witnessed by anyone. The trained nurse on duty at the time did check her 

’ for injuries and there did not appear to be any. Therefore, Mrs. 
RICHARDS was put into another chair with a table to help prevent re- 
occurrence. Unfortunately, on that day the Ward was exceptionally busy 
and low in numbers of trained staff, although patient care did not suffer- 
only the stress level of the one trained nurse. Mrs. LACK stayed with her 
mother until early evening and was asked if she felt her mother to be in 
pain. Mrs. LACK did not feel her mother was. Mrs. LACK was then 
asked if she would like her mother to be put to bed. She replied, "No 

I --- " .~ ~ ’ " ,~ ~ i~k- 

Once S/lq BREWER put Mrs. RICHARDS on the bed, using a hoist, she 
noticed the angle of the hip and immediately phoned the Duty Doctor. 
Medical opinion was not to transfer to x-ray until the following day. 

When did dislocation occur, i.e. when she fell? Or when hoist was used? 
- unable to define. 

Once x-rays confirmed dislocation, transfer to Accident and Emergency at 

Haslar was arranged - as appropriate. 

14 
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In view of Mrs. RICHARDS’ previous fracture I feel she should have been 
transferred to Haslar the night before and that S/N BREWER should have 
insistedon this when contacting the Duty Doctor. S/N BREWER did 
agree with the Doctor that transferring Mrs. RICHARDS at that time, i.e. 
8.30 p.m. - 9.00 p.m. would have been too tranmatic for Mrs. 
RICHARD& You could argue, due to Mrs. RICHARDS’ dementia, 

would she have been aware of the time? 

Haslar Hospital were responsible for organising transport to transfer 1Vlrs. 
RICHARDS back to Daedalus Ward. It appears they booked Main Line 
Ambulance Services who were not happy about transferring Mrs. 
RICHARDS without a canvas to lie her on. Haslar apologised and gave 
them two sheets instead. The Ambulance Crew confirmed to the nursing 

~ staffthat Mrs. RICHARDS begancrying/screnming immediately they put 
her into the ambulance. They were given instructions to keep her flat. 
This may have been the cause of Mrs. RICHARDS’ distress or pain due to 

the transfer from bed to trolley to bed at Daedalus. 
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A nurse escort did not accompany Mrs. RICHARDS. Unable to confirm 
the position Mrs. RICHARDS was in in the ambulance, but once in bed it 
was noted her leg was not straight but at an angle. This would have 
caused some considerable discomfort. Once her (right) leg was 
straightened, within a few minutes of arrival shestopped crying out. 

Once further x-rays confirmed no. further dislocation, medical,. Nursing 
and family were involved in making the decision of how to treat Mrs. 
RICHARDS - in view of Mrs. RICHARDS age of 91 years. Agreement 
was made that she must be kept free of pain, therefore syringe driver was 
put in situ to ensure continual pain relief, the outcome of which was 
explained fully to both daughters. 

dau~ters had hoped her end world be, i.e. she ~d not reg~ 
consciousness ~d ~ey felt ~ey todd not say "goodbye". ~e n~s~g 
st~were ve~ aw~e of~s~d ~ed to ~voNe ~e family ~ much as 
possible. Reg~d~g ~e "’~a" p~ of the compl~t, i.e. clo~g berg 
sent away for m~g. It is policy on Daed~us W~d for~ patient’s 
clothing to be m~ked ~ ~e W~d nzme. ~s decision h~ been made 
~ ~e 5~t of compl~ts ~om rdatives whose clothing has ~sappe~ed. 
~s ~cludes clothing of patients whose relatives a~ee to the~ la~. It 
is a safe~d ~ case ~ ~cle of clo~g is pd ~to ~e Hospi~l La~ 
Bag by ~s~e. U~o~ately, at.~e time ~s. ~C~S was 

16 
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admitted the marking machine at G.W.M.H. was broken so the laundry 
lady sent it to St. Mary’s for marking but failed to inform the Ward of this. 
Steps have now been taken to ensure Wards are kept informed. 
The nursing staff are sorry that this added to the stress the family were 
already suffering. As a resultof this investigation an action plan will be 
recommended by myself to ensure we reduce the risk of further complaints 

of this nature. 

RECOMMENDED ACTION PLAN (to be agreed with Service 
Manager) 

o 

Review agreed "policy" of medical consultant team not to 
transfer patients to Accident and Emergency, Haslar outside of 
working hours (i.e.G.W.M.H. X-Ray Dept.). 

Review nursing records and documentation. 

Further training on records and documentation for all staff. 

Review marking of clothing "policy". 

17 
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General Medical Council 

DrJane Ba~on 

Statement of Diane Mussell 

I, Diane Mussell, will say as follows: 

10. 

11. 

12. 

13. 

I am the daughter of Ruby Lake. 

Exhibited to this statement and marked DM/1 is a copy of my witness statement dated 

12 April 2005. 

I can confirm that I have been given the opportunity to add to or amend this statement 

and wish to make the following changes: 

I would like to remove the first sentence of my statement as my address is not shown 

overleaf. 

The words ’...when she died’ in the final sentence of the second paragraph should be 

deieted.                                     ’ " 

The word ’down’ should be removed from the second sentence of the fifth paragraph. 

The fifth word on the second pag~ should read ’she’ not ’he’ as stated. 

In the second paragraph of the second page it should state ’However, these were things 

that affected her in the later stages of her life.’ 

The fourth paragraph of the second page should read ’visited’ not ’would visit’ as 

stated. 

The final paragraph of the second page should read ’I was assured she was fit enough 

to be moved...’ 

The words ’went and’ should be deleted from the first paragraph of the third page. 

The fourth sentence of the third page should read ’...a hip operation to cause her 

demise.’ 

I understand that my statement may be used in evidence for the purposes of a hearing 

before the General Medical Council’s Fitness to Practise Panel and for the purposes of 

7338220 v2 
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any appeal, including any appeal by the Council for Healthcare Regulatory Excellence. 

I confirm that I am willing to attend the hearing to give evidence if asked to do so. 

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

Signed: 

Dated: 

7338220 v2 2 
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General Medical Council 

1. I am ~ Code A 

o 

Exhibited to this statement and marked PR/1 is a copy of my witness statement dated 

21 July 2005. 

I can confirm that I have been given the opportunity to add to or amend this statement 

and wish to make the following change. 

4. The final paragraph of the statement should be replaced with: 

’Although we were all surprised ay the speed of [~_~._~fi.~.-~is decline and subsequent death 

following her transfer from Haslar Hospital ~o Gosport War Memorial Hospital, I 

appreciate that an elderly patient having undergone traumatic surgery, such as a hip 

replacement in her case, may incur complications resulting in an early death.’ 

o I understand that my statement may be used in evidence for the purposes of a hearing 

before the General Medical Council’s Fitness to Practise Panel and for the purposes of 

any appeal, including any appeal by the Council for Healthcare Regulatory Excellence. 

I confirm that I am willing to attend the hearing to give evidence if asked to do so. 

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

Signed: ........ . ...................................................................................... 

Dated: 

7338290 v1 
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General Medical Council 

Exhibit PER1 

This is the Exhibit marked "PER1" referred to in the statement of[ ........... _C_.o_..d._e_._A._ ........... i:- 

Statement dated 21 July 2005 (regarding i.~~.~.~.~.i 

7540348vl 
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