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Action Date to complete Responsibility Comments
1. Expertreports Adl-draftsby14-04-04 Dricodea
2. Expert—Repert——BNE | ASAP ]
referenees
3. ExpertRepert— GMP1995-& I
1998
4, Foerwardto-GE-CPR—extraet— Icode A
expert-witnesses-and—wording
for-declaration
5. Death—Eertificates — to | ASAP 1 7 sent except for | Code A and
(BFOfeS’S& Code A R Code A
6. Wessex—Protocol——elarify | ASAPR
whether—an—updated—version
available

9832340 v1

eceurred-betweenFeb-October 1998} (patients
: Code A and
2



GMC101233-0113

9832340 v1



GMC101233-0114

8. Polies Bile cose ate-FineH Code A handevernote:

Code A

g, Crunsel’s advice 1 3 vear | ASAP

Ritle

N

12 Reviewed-by- code s -eheckcompleted

11. eSS TG T der wie 20.0407
el

1 2.

‘i B Y

&

13 Obtain dnguest-anserplsand M%WW#@M&@@

summary/eoronges {(Pharmacisty dogs this—ehange—posifion e
- 9

e . o
determingtion — Forward to cathina-hinyT——
b
N Code A

14.

& Congider imipueron HOC .

PSS
e
U s

| {adsokEEp m mind any matters which concern

i ion of other-dogtors) e

>

NN WY ; D TR 2
15. b 3 ) -4 A Casrdute-for-sendingaut-NOH 080509

Brafagaon Code A Discuss wWith!cowa

18.

RN

U83Z840 1



GMC101233-0115

9832340 v1



GMC101233-0116

17.

‘I_’Igyi_dg__da.tesmof,.; non-sitting

days to ProfessoriCode A

S P |

18.06.09 - 23.07.09

18.

Discuss withic.si need to clear

di'é—r;forBrd week of hearing;
S , =

19.

Scrrdméri'ginél' Drugs book:te

P@QSSOI' Code AE -

Code A

20.

17.04.09

Word and excel format

21.

Pagel Bundles -,

22.

Obtain... .original __medical
records — all patients — from
nspglice,,v : PR

To be delivered to GMC on 08.06.09.

23.

Ensure we Tave “all ~Witness
statements and transcripts for
all witnesses on which we
intend to rely B

24,

=T disclosed it

Code A >

9832340 v1



GMC101233-0117

Action Date to compleie Responsibility Comments

+ oo & ‘ i SR
o »—M‘*“"""M‘:V“Mw v
follewifig inquest e

A irarasas s ARAR T ARTT

Line up witnesses

Line up expert .

Accommodation — Witnesses -

Holiday Inn

Accommodation — Hxpert -«

Code A| | ACCOMMOARLon — lcoeal 211d

P - [ i

Line up witnesses

Line up expert

(GP o savs not it

N

2832340 v
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to attend)

Code A

9832340 v1



Case Plan and costing: Or! Code A

GMC101233-0119

Presumptions:

Potics have provided all thelr materfal in well ordered format o GMU — ves although some documents may be missing, meaning more Haison

will perhaps be needed

Fxperts instructed by the police will be willing to act in GMC proceedings and, whilst they may need to provide consolidated reports which
address GMCC issues, new experts will not be required

Al witnesses will already have made a police statement and will only require production statement and ’wimess care — some of the wiinesses
are strongly requesting further interviews and to make additional statements. (At present we are stil] assessing this and new statements do not

form part of this costing.)

There are 10 cases which have been referved (there were 5 in the Rule 6 letter of 11 July 2002 — we do not have details he additonal § cases

EN

but presume that they are similar) — there are potentially 13 cases

The case will proceed under GMC PPC and PCC (Procedure) Rules 1988 as it was first notified 1o GMC in 2002, The additional cases will be
added under provise to Rule 1142) as sufficiently similar
We will use a senior junior {not 8 QC) {probably from London) but they will want to negotiate stightly higher rates for class 3 case.

The hearing will last 40 days in London (witnesses are on the south coast)
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Code A To Do List! TET bandover

4 November 2008

1.

{a} TET 1o

{h} Wi have list, what Police have saad, shonld we sead v haek?, does we showld

sreguest S onsht o pet is police approach adeguate, Don't send Hst 1o sounsel
gt to et is g P

- just advige.

| Gode A Hstrusted

¥
e

(1) Recetved g notes ~ £30,094.70 (TKY and £17.41938 (BF) EﬁS{'ii”ﬂﬁiﬁ.‘?
§ fens - £116,500)

COUNSE

Oy fees — curren thy ~ £138,936.60 (Estinate - £177, 886)

Fxpert's fees - cnrrsatly £14.600 —icodeAl hay no outstanding fee nites
{Estimate £30,000) '

o {<y Re-do esthnate. .

3. Expert

{3} iting contirmation fromiCede Al he iy speaking 10! Code A

{h’} Lok up comact detadls for other experts —1 Code A {Prif iCode Al

fCode ARvrittest to contfivm dates of fnguest

|

BE12484 ¥
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{1 Addpional  documentation received - we have had all of this

(£} wiles sotoe differences, he is calling lcode al angd

.7‘/"‘ .
{} Witness Hat - vopy and send to comnsel for comment
Defenge

{30 have raised that they have further disclosure vequests — have asked them to

confirm witat they are

Consultant Statements

]
4

~cheek that we bave served sments of L/TR on defence - get sczmnuh/f

b} - Code Ahas chased exbibit for blank medical record

(€} icode alvounsel for decision as which to ¢all icose al MO

............... i i . H
s =

Oruatstanding witness statemaeuts

.

&Y 50165 10 SCanning 1o S1atements — can i alint out hacklog?

{1 scanned/iscdosed witness list

{AY  Conceen that some stgned statements have bean filed inowrong

pHace

PR i e ..\E : A FETITN LA T AP AN g iw) -:§P o M,"'{'(M‘" :
{by | Fyidenceoti  Code A - WERY URGENT »-» e R ,}“&%’% A
() Chased 241087

{1t} to chase again (o phone number - can we find oul whow he

{c)

{1} Draft sont 1o him, chase =

Code A i{islutive off Code A i

L N

BEAZG G ¢t 3
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Received signed statement — code A0 stan ard disclose

-
{2} Finatised and  disclosed but need scanning and update oo st dites of

diselosure:

(i}

(i)
(i)
{iv}

Code A

(Vi)

T

z';_‘ {\"'ii:}
}

Z%}
Y (i
y (v

%,
T

{t Code A ifinalised staternent

s
{1} she ia"checking one of the exhibits (re her notes on the back of the
Heslar notes)

{ii) Coronet has confirmed to her that he is asking for permission from §

o State 1o add her mother 1o the Inguest

(@) Wity statement of | Code A | (to the extent that a production

o

. Atatement is required for police

documents) Defence have confirmed that they
do not need LR S =R

i B o e sble ©

continue chasing - for signed s'ment (o phone

{h}

Code A i (this is just # producting statenent;

Gy Wik

wAas chused]

AR12414 31 .
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»amend and ree-send.

{1 Witness statement of] Code A L 4/708 she rang to say sment sent
to RON - we have chased again

(m)  Witness statement of ] Code A (- shie hay added additional information -

{Code Aty sean tol Code Afise his advice

v

e EERIST T s wimess e haver wedon

ety

(ny Code A

show best

Y 4 memimemiminay
m 1 Code A :.has Code A it Chase sgain

e,
1l
KIve_33

o Code A S

; L BT
i Code A
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General Medical Counddl—BriCode A

Witness schedule

Ma. (Day Surname First Job/Title GMO Fall  Comments
Pame Statement lor
Head
PATIENT WITNESSES
Pr A .
i CodeA |
1 iDay2 Code A Dagghter Y needs o give written confirmation | ~ s
, : ; wi M SR A
9.6.09 aum, = _ |from doctor T
2 SR Code A ¢ |Expleins prescription of 160 mgs of Nozinen — cosgfframing | "i
_____ &1 g
stetenent needed Crldd
P B-
Code A
3 9.680%pm. | Code A y Son Y Has a number of practical issues about attending the o
‘ e . apnrs LA
rearing. i
PT { 4 Code A
NONE OTHER -
THAN EXPERT
?T o - Code A
q T A LA A : H 7 2 : oo 3, o . r——
4 Day_ 3 s Code A ; ! Daughter Y ook T uasadn@yT 5
10609 am. | g ' :

2508 TR Draft 2
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PTE -
CodeA ________ /

&

10609 am. I} Daughter! |V

; : 14.6.09 am. C Od e A anghier -

e A Murse .. Y SRR _ Ho READ BEFORE ™
- ATy . i

TR LALL

Pt ¥ —~iCodeA!
Code A
8 Day4 i T Gode AT Daughter |Y J
11.6.09 am. 7 § :
5 111.6.0% am. Daugh{ey Y Jers

= - p P ] T k] . 31 [ o ie b b :
10111609 am. ‘ o d e A Nurse N e oo iUnable o trace. Possibly nee Phoenix — oL e
11111.6.09 p.m. Doctor Y Was being deployed to lraq Prewnes 8.005% -

Code A |
12 iav S Code A Step-sonn {Y Has a lot to say, Very mvolved in inguest, e
12.6.00 am.

13 12.60%am

‘ friend |V Has bad back - unable 0 Favel 83 m  fum el i shaiom ih. 5,
Code A

Would ke {0 read i witness unavatiable o

P H - CodeA |
Code A!
Day 6 Code A Son

it
L

P
Lz
o

Has a ot to say bt difficult {o get hold of. Very -
§ involved in inguest. R
16 115.6.00 am,

0 S e penls Bean e, BN S A $-
Son N WELRS, O ORGP T -

< ¥ e

1745 C- 4 Y T A R A T R LI 0 T PRI T T T 3

z-A-.-&;z“. RN &3 i ek 8 H RAE SRR AR S AN B2 07 4 D NS MR VIL A A Y 3
7 P ary

Y -

kY

18 115.6.09 pom. Wite I wouid prefer not to call this witness — is she §een io

15.6.0%9 a.m.

3 | give evidence? Ske is described by one of the sons gs )
o RN Sl e ; § ¢ ..AL}?;»FV!L:\' » R %N\\/;‘ z %
£ L; ’ *
9834815 1 ~ .
2 -



GOVILTUTZL35-U10

sield she eads Ber sigrement asking fov

19 Day 7 Code A ii Doctor Y
16.60%am. | ] _
20 i1660%am. 4 Code A Doctor 1Y

Pr]—Code A

21 116.6.09 pam.

22 116.6.09 p.m.

Nephew [N

Tnwilling witness, We would like fo colf ihis witiess.

Sgw dun regularly, Ges letter he refers fo from | code Al

Code A 9yi:?

Ortho N

This witness writes 6 useful veport os this patieats poss

Consultan gperative complications, If possible { would like to call
i or reai hisw. Mot essesstind.
tJ~ CodeA |
: Code A !
23 {Day 8 Wife Y

17.6.09 am.

Code A v

24 117.6.09 am.

Code A

Daughter Y

Hade note af Porismouih — net for resusc. Bt makes
clear not expecting to die. We would like to read this
witizess,

Theve are many witnesses who spegk of £t F being
conscionus and chatly o few days before death. Is this Yo

be challenged? If so we may wish to coll further

WHREISES.

Pt¥ - Cnde Al

26 {Day 9

Code A

G834815 v

Code AllY

Yery extensive statement. The evidence will have 1o be

B 1" e
Fas 3 oss o &€
orasln F & 3% LRI
-'_!; f( ?\"\"’.‘x‘?’ - -
A4

(4%
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GMC101233-0127

\9
6.09 am. | | | |limited.
27 }'8!%09 a.m. {Code Al Y i Code A
28 {)8.6.09 p.m. C d A Doctor |Y
29 \Day 10 o e Doctor |Y Prognosis re: patient’s kidney function was not good
.6.09 a.m.
PtL -icode Al
Coda p
30 |48-6.09 a.m. Husband [Y
igewam | COde A Daughter [Y

0834915 v1
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NURSES ‘ N
NAME 1> NAME |GMC ? |Relevant to - FULL OR COMMENTS/
READ
N — /
L A /
r— Code /
N No response after initial contact.
C o d e A Y Code A Extremely nervous witness - probably
best not to call as oral evidence will be
weak.
Y
v de A
Code
Y
Y : ™ L
—IN CoNM Y IOK
- N Code A . =
Y Contact via;___Code A i Legal
C o) d e A Services - 02380 627451
N
Y
N
Y
Y

Code A

9834915 v1

Code A

N Swoniod Gl



GVIL IV 1£90-V 19

DOCTORS

9834915 v1

COde A § COde A Code A other mobile? /[,‘ CodeA;
CONSULTANL’_[‘S I |
Y
Y
C o d e A Y C o d e A Lives in New Zealand
Not COJJ%CQD
PHARMACIST
Code A
POLICE l L .
C o d e A ong. of @M '
EXPERT :
L Code A




GCVILTUTZL35-U1oV

WITNESSES WHO HAVE MADE GMC STATEMENTS NOT BEING CALLED BY GMC

l

Nurse Y Very partial witness, inaccurate on
occasions. Do Not Call

Nurse Y Partial and adds nothing

Physio (Y No recollection, confirms notes

C o d e A Doctor |Y Code A Unwilling witness.

Nurse Y

Doctor |Y Does not add

Doctor Y Does not add to notes, last saw patient 2
months before death

Lb \Dmt \Aj\b\ Code A AS COV\‘Q\)‘"\MQQX \.Q/V\W’

9834915 v1
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>

A B < D E i ' @
1 {Surneme {Name JobfTitle  (Patient Statoment {Relevant to: Comnmenis

|2 : Daughter | Code A 1Y, I-(-:-o-(:j-e"A-'

B e M S

;4 Doctor ¥

e Docior Y Unwilling witisess.

| & Nurse Y

" Nurse Y

Unable to trace, Possinly nés Phosnix

O
O
Q
®
>

LT Nursa Y
1 Doctor Y Was being deployed o frag
A hurse Y
13 Dostor Y
Rt Nures Y
| RS N
...~ Step-son ' Code A G e Has a lot fo say. Very involved in inguest.
= Nurse Y
+ Code A
¥ Daughter :
L
S v S P Unable io race.

Mephew ! Code A 3\3 Unwilling witness.

Nurse '

Yife

Son Has a number of practica! issuss about attending the heanna.

A Lives in New Zsaland

i fJaig

W Daughier Y
N Code A

i Wite Y

3 Daughta ‘t:

G Sen N
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i A | B C 5} E__¢ i 0
32 ' * Dactor Y
_;; 4 Doctor Y Code A isther motiie?
| 34 Dottor Y
B - Code Al cogo - Code A :
38 v Code A
w1
_;‘v; Contactvig § Code A ¥ Leual Services - 02380 6274581
z Friiend i Code ALY Has bad back ~ unable 1o travel
£X MNurss Y
og3 Hustand | Code A 1Y
- -7 Code A
44 C o d e A Doctor Y
44 Docior Y
| 48 Physic (N Y
47 Nurse N
Nurge N E Code A .: Ne response afier inifial contact,
Murse Y ) '
Pharmagist! N Tried 1o gat expert report but he is now unwilling

st loidn L s ]

o




r. |

Code A

*

Pls .

P
S|z |os

GMC101233-0133

Praluckh'evy Drank.
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Witness schedule

Surname Name Job/Title Comments
! Daughter
Nurse
2.
Doctor
3.
Doctor
4,
Nurse
5.
Nurse
6.
Nurse
7.
Nurse
8.
Code A =
9,
Nurse
10.
Doctor
11.
Nurse
12.
Nurse
13.
Step-son
14.

9924226 v1

GMC101233-0136



15.

16.

17.

18.

19.

20.

21.

22.

23,

24.

25.

26.

27.

28.

Code A

Nurse

Nurse

Daughter

Doctor

Nephew

Nurse

Wife

Son

Doctor

Daughter

Daughter

Daughter

Wife

Daughter

9924226 v1
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Son
29,

Doctor
30.

Doctor
31.

Doctor
32.
33,

Code A
34,

Doctor
"~ Code A

e Daughter

36.

Misc
37.

Friend
38.

Nurse
39,

Husband
40.

Doctor
41.

Doctor
42.

9924226 v1 3



43,

44,

45.

46.

47.

48.

49.

50.

51

52.

53.

54.

Code A

Doctor

Physio

Nurse

Nurse

Nurse

Pharmacist

Nurse

Friend

Son

Son

L
U

RCN

9924226 v1
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,; GENERAL MEDICAL COUNCIL

DRI  Code A  HEARING PERIOD (JUNE 2009

8 June § Jung 15 June 11 June 12 June 13 June 14 June
18 June 16 duns 17 Jane | 18 June 1% June 28 June 21 June
P
N \§
22 June . 23 32:;3& 24 June 25 June 26 June 27 June 28 June
T DR R AT W P o PRSI ARIIS T, R,
£ Q0aalt Apbedsocdeka, SRRt o S

28 Jung 3% June




GENERAL MEBDICAL COUNCIL

GMC101233-0142

DR Code A HEARING PERIOD (JULY 2689
1 July 2 duly 3 July 4 July S duly
ey S5 % ¥
& July 7 July 8 July § July 14 July 11 July 12 July
£ y 48 - . e,
B %‘ﬁ%ﬁw‘“ %’} Yo Aal 2
e ol Y e
13 July 14 July i3 July 16 July 37 July i8 July 19 July
28 Fuly 28 July 22 July, < 23 Jply 24 July 25 July 26 July
4 N
._/‘/.’ o, / o
; \,,:;& / )
AN M“"_ e
27 July 28 July 29 July | 30 July 31 July

X

%

395 v

[l
<©
€

X

B3



GENERAL MEDICAL COUNCIL

GMC101233-0143

DR Code A HEARING PERIOD (AUGUST 2009)
i August 2 August
3 August 4 August 8 Aungust 6 August 7 August 8 August % Aungust
10 August 11 August 12 August 13 Aungust 14 August 15 August 16 August
17 August 18 August 19 August 20 August 2% August 22 August 23 August
24 August 25 Angust 26 August 27 August 28 August 29 Aungust 30 August
31 August

2833395 w1




GMC101233-0144




NIV T T &

PRS2

CHRONOLOGY
DR Code A

Febtuary 1998 — October 1998 | Original  alleged  period  of  inappropriate
prcwcription (0 3 patietm (aet 75~91) at G()qport

'1«§1st"mt {. Code A

. 28 April 2000 Dy {Code A ruluﬂed from part-tume employment
and continued in general practice (pages 413 and

4243
27% July 2000 Hampshire Constabulary_first informed GMC of

concemn re Dr ! Code Are! Code Alilpage 9)

215t June 2001 First 1QC Hearing (only ‘lL' Code A!
No order it
(No transcript ay clﬂdb]t"
10 July 2001 Professor | Code A report e Code Ai Death

occurred eatlier s a result of (hug\ than it would
have done from natural causes (pages 19 — 52)

14% August 2001 Hampshire Constabulary letter:  Insufficient
evidenice to suppott.a.viable pm«ﬂ‘unun ap;tm%t

Dr {Code Ai rei Code A bur r(mmmmg SNAIES
re other dcadm and further review re i Code A
‘ (page 13)

18% October 2001 Report of DriCodeArcl  Code A 1]
'CodeA and code Aipages 53-56] '

12h December 2001 Report of Pu)tusur-f‘_’fifrc 5 patients {pages 59-
97

6™ February 2002 CPS  decided__not Ito inxtitule criminal
proceedings 1 ir papers
to GMC (])atfcs I5and 1(),

21+ March 2002 Second TOC Hearing (partial transcript pages

413-431)
No order {full ranscrpt available;

564
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FEnd March 2002 Dr -COde A'undmmkmg to the Health Authonty

not to prescobe opiates  or b(:tM(_)dm/,cpmes
ceased (pages 453-43

114 July 2002 Rule 6(3) Nouce (pages 4-83

274 August 2002

{{pages 404 - |
412,, (p}u,s p(u.tml mulha.rpt of second 10C
Hearmng;

29t August 2002 PPC referred Dr i CodeA ito PCC thearing sull

awated) {pages 1- .’;9‘.)}

13% Seprember 2002 Letter from GMC qua “President” to Dr |
gpving notice of third 10C Hearing

19h September 2002 Third T0C Hearing (pages 1-453) (transcript
pages 437-455)

No order and a judgment that there was no
new material since the second Hearing and
it would be unfair to consider the matter
¢ further

September 2002 ... to date : Police mveshgation connmues {pages 458 and

and continumng: 4003, First papers of sclected cases likely to go
v ek o tr CPS m Duecemnber 04 or carly 2005 :
Aﬁu /] \}’ D Uededihy ceide
February 2003 5 experts commence analysis of 88 Gosport War

Memorial Hospital patents” records (page 460)
work  expected  to  finkh  October 2004,
Classification of cases mto 3 categories.

May 2004 Other experrs (geratric and  palliative  care)
instructed to judge category 3 cases (page 460}

24 September 2004 GMC 1 etter ()1‘ 110t1{1c'nun\ of 7 October 1OC

27% September 2004
()(_. I lmlmg on 7 (_)(,,r_ubu

27% September 2004 Letter from MDU  for Dr i :
adjournment and guestioning (umphancv with
rule 5
........... J

565



30 September 2004

Recepr by GMUO of dectronic copy of witness
statement from Detective Chief Supermtendent
Steven Watts and supplementary documents re
19 further patients (pages 456 — 507). These
pages  {omitting iurelevant patients) were
forwarded clectronically forthwith to MDU and
delivered in bard copy to MDU on the same day.

30 September 2004

GMC letter o MDU  dmparing  refusal of
adjournment by Chairman of the Commuttee and
questiomng the challenge to 24% September rule
5 comphance

3()1;}3 St\l) mmbt}l’ 2004

MDU letter to GMC re fetter of 30% September
from GMC mamraining rule 5 non-compliance,
concert re absence of documentation and
concerning merits e.g. re absence of present

30t September 2004

15 Qctober 2004

Hard copy of starements and documents (pages

1456 — 5073 delivered to Dr {Code Alas agreed
with MIDU.

f 7t October 2004

Fourth IOC Hearing

GMC101233-0147
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IN THE MATTER OF THE MEDICAL ACT 1983

AND IN THE MATTER OF

THE GENERAL MEDICAL COUNCIL

AND
DR Code A
NOTICE OF HEARING
1. At all material times you were a medical practitioner working as a clinical

assistant in elderly medicine at the Gosport War Memorial Hospital
(“GWMH"), Hampshire.

2. a) i) Patient A was admitted to Dryad Ward at the GWMH on 5
January 1996 for long term care,

ii) Between 5 and 10 January 1996 you prescribed Oramorphine
5mg 5 times daily, as well as Diamorphine with a dose range
of 40 — 80 mg over a twenty-four hour period to be
administered subcutaneously (“SC”) on a continuing daily
basis,

iil) On 11 January you prescribed Diamorphine with a dose
range of 80 — 120 mg and Midazolam with a range of 40 — 80
mg to be administered SC over a twenty-four hour period,

iv) On 15 January a syringe driver was commenced at your
direction containing 80 mg Diamorphine and 60 mg
Midazolam as well as Hyoscine Hydrobromide,

9973078 v1



e

b)

d)

e)

GMC101233-0153

V) On 17 January the dose of Diamorphine was increased to
120 mg and Midazolam to 80 mg,

Vi) On 18 January you prescribed 50 mg Nozinan in addition to
the drugs already prescribed,

In relation to your prescriptions described in paragraphs 2a (ii) and
2a (iii):

i) the lowest doses prescribed of Diamorphine and Midazolam
were too high;

ii) the dose range was too wide,

iii) the prescription created a situation whereby drugs could be
administered to Patient A which were excessive to the
patient’'s needs.

The doses of Diamorphine administered to the patient on 15 and 17
January were excessive to the patient’s needs.

Your prescription described at paragraphs 2a) vi) in combination
with the other drugs already prescribed were excessive to the
patient’s needs.

Your actions in prescribing the drugs as described in paragraphs 2a)
i), iii), iv), v), and vi) were:

i) inappropriate,
ii) potentially hazardous,

iii) not in the best interests of Patient A.



b)

GMC101233-0154

i) Patient B was admitted to Daedalus Ward at the GWMH on
22 February 1996,

ii) On 24 February you prescribed the patient Morphine Slow
Release Tablets (MST) 10 mg twice a day,

iii)) On 26 February you increased the prescription for MST and
prescribed Diamorphine with a dose range of 80 mg - 160
mgs and Midazolam with a dose range of 40 - 80 mg to be
administered SC over a twenty-four hour period on a
continuing daily basis,

iv) On 5 March you prescribed Diamorphine with a dose range of
100 - 200 mg and Midazolam with a dose range of 40 mg —
80 mg over a twenty-four hour period to be administered SC
and a syringe driver was commenced containing Diamorphine
100 mg and Midazolam 40 mg.

In relation to your prescriptions for drugs described in paragraphs
3a) iii) and iv):

i) the lowest commencing doses prescribed on 26 February and
5 March of Diamorphine and Midazolam were too high;

ii) the dose range for Diamorphine and Midazolam on 26
February and on 5 March was too wide,

iii) the prescriptions created a situation whereby drugs could be
administered to Patient B which were excessive to the
patient’s needs.

Your actions in prescribing the drugs described in paragraphs 3a) ii),
iii) and/or iv) were:

i) inappropriate,

ii) potentially hazardous,



d)

b)

GMC101233-0155

iii) not in the best interests of Patient B,
In relation to your management of Patient B you:

i) did not perform an appropriate examination and assessment
of Patient B on admission,

ii) did not conduct an adequate assessment as Patient B’s
condition deteriorated,

iii) did not provide a plan of treatment,

iv) did not obtain the advice of a colleague when Patient B’s
condition deteriorated.

Your actions and omissions in relation to your management of
patient B were:

i) inadequate,

ii) not in the best interests of Patient B.

i) On 27 February 1998 Patient C was transferred to Dryad
Ward at GWMH for palliative care,

ii) On 3 March 1998 you prescribed Diamorphine with a dose
range of 20mg - 200mg and Midazolam with a dose range of
20-80mg to be administered SC over a twenty-four hour
period on a continuing daily basis.

In relation to your prescription for drugs described in paragraph 4a)

ii):

i) the dose range of Diamorphine and Midazolam was too wide,



b)

GMC101233-0156

ii) the prescription created a situation whereby drugs could be
administered to the patient which were excessive to the
Patient C’s needs,

Your actions in prescribing the drugs described in paragraph 4a) ii)
were:

i) inappropriate,
ii) potentially hazardous,

iii) not in the best interests of your patient.

i) On 6 August 1998 Patient D was transferred to Daedalus
Ward at GWMH for continuing care observation,

i) On or before 20 August you prescribed Diamorphine with a
dose range of 20mg - 200mg and Midazolam with a dose
range of 20mg - 80mg to be administered SC over a twenty-
four hour period on a continuing daily basis.

In relation to your prescription for drugs as described in paragraph
5a (ii):

i) the dose range was too wide,

i) the prescription created a situation whereby drugs could be
administered to Patient D which were excessive to the
patient’s needs,

Your actions in prescribing the drugs as described in paragraph 5a
(i) were:

i) inappropriate,

i) potentially hazardous,



b)

GMC101233-0157

iii) not in the best interests of Patient D.

i) Patient E was admitted to Daedalus Ward at GWMH on 11
August 1998 after an operation to repair a fractured neck of
femur at the Royal Haslar Hospital,

ii) On 11 August you prescribed 10 mg Oramorphine ‘prn’ (as
required),

iii) On 11 August you also prescribed Diamorphine with a dose
range of 20 mg - 200 mg and Midazolam with a dose range of
20 mg - 80 mg to be administered SC over a twenty-four hour
period on a continuing daily basis.

In relation to your prescription for drugs described in paragraph 6a)

(iii):
i) the dose range was too wide,

ii) the prescription created a situation whereby drugs could be
administered to Patient E which were excessive to the
patient’s needs.

Your actions in prescribing the drugs described in paragraph 6a) ii)
and/or (iii) were:

i) inappropriate,
i) potentially hazardous,

iii) not in the best interests of Patient E.

i) Patient F was admitted to Dryad Ward at GWMH on 18
August 1998 for the purposes of rehabilitation following an



b)

GMC101233-0158

operation to repair a fractured neck of femur at the Royal
Haslar Hospital,

ii) On 18 August you prescribed Oramorphine 10 mg in 5 ml
‘prn’ (as required),

iii) Between 18 and 19 August you prescribed Diamorphine with
a dose range of 20 - 200 mg and Midazolam with a dose
range of 20 - 80 mg to be administered SC over a twenty-four
hour period on a continuing daily basis.

In relation to your prescription for drugs described in paragraph 7a)

iii):
i) the dose range was too wide,

ii) the prescription created a situation whereby drugs could be
administered to Patient F which were excessive to the
patient’s needs.

Your actions in prescribing the drugs described in paragraphs 7a) ii)
and/or iii) were:

i) inappropriate,
ii) potentially hazardous,

iii) not in the best interests of Patient F.

)] Patient G was admitted to Dryad Ward at GWMH on 21
September 1998 with a painful sacral ulcer and other medical
conditions,

ii) On 21 September 1998 you prescribed Diamorphine with a
dose range of 20 - 200 mg and Midazolam with a dose range
of 20 - 80 mg to be administered SC over a twenty-four hour
period on a continuing daily basis,



b)

d)

GMC101233-0159

iii) On 25 September you wrote a further prescription for
Diamorphine with a dose range of 40 - 200mg and Midazolam
with a dose range of 20 — 200mg to be administered
subcutaneously over a twenty-four hour period on a
continuing daily basis.

In relation to your prescriptions for drugs described in paragraphs
8a) (ii) and/or (iii):

i) the dose range was too wide,

ii) the prescription created a situation whereby drugs could be
administered to Patient G which were excessive to the
patient’s needs.

Your actions in prescribing the drugs described in paragraphs 8a) (i)
and/or (iii) were:

i) inappropriate,

ii) potentially hazardous,

iii) not in the best interests of Patient G.

You did not obtain the advice of a colleague when Patient G's
condition deteriorated.

i) Patient H was admitted to Dryad Ward GWMH on 14 October
1998 for ongoing assessment and possible rehabilitation
suffering from a fracture of the left upper humerus, liver
disease as a result of alcoholism and other medical
conditions,

i) On 14 October you prescribed Oramorphine 10 mg in 5 ml,
with a dose of 2.5 ml to be given every four hours thereafter
as needed, following which regular doses of Oramorphine
were administered to the patient,



b)

d)
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iii) On or before 16 October you prescribed Diamorphine with a
dose range of 20 mgs - 200 mgs to be administered
subcutaneously over a twenty-four hour period on a
continuing daily basis,

iv) On or before 17 October you prescribed Midazolam with a
range of 20 mgs - 80 mgs to be administered SC over a
twenty-four hour period on a continuing daily basis.

In light of the Patient H’s history of alcoholism and liver disease your
decision to give this patient Oramorphine at the doses described in
paragraph 9a (ii) was:

i) inappropriate,

ii) potentially hazardous,

iii) likely to lead to serious and harmful consequences for Patient
H,

iv) not in the best interests of Patient H.
In relation to your prescription described in paragraph 9a) iii):
) the dose range was too wide,

i) the prescription created a situation whereby drugs could be
administered to Patient H which were excessive to the
patient’s needs.

Your actions in prescribing the drugs described in paragraphs 9a) ii),
iii) and/or iv) were:

i) inappropriate,
ii) potentially hazardous,

iii) not in the best interests of Patient H.
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b)

d)
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You did not obtain the advice of a colleague when Patient H’'s
condition deteriorated.

i) Patient | was admitted to Dryad ward at GWMH on 26 March
1999 following her treatment for a fractured neck of femur at
the Haslar Hospital,

ii) On 12 April you prescribed Diamorphine with a dose range of
20 - 200 mgs and Midazolam with a dose range of 20 - 80
mgs to be administered SC over a twenty-four hour period on
a continuing daily basis,

iii)) On 12 April a syringe driver with 80 mgs Diamorphine and 20
mgs Midazolam over twenty-four hours was started under
your direction but later the dose was reduced to 40 mgs by Dr

You did not properly assess Patient | upon admission. This was:
i) inadequate,
ii) not in the best interests of Patient I.

In relation to your prescription for drugs described in paragraph 10a)

ii):
i) the dose range was too wide,

ii) the prescription created a situation whereby drugs could be
administered to Patient | which were excessive to the
patient’'s needs.

Your actions in prescribing the drugs described in paragraph 10a) ii)
were:

i) inappropriate,
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11.

a)

i)

ii)
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potentially hazardous,

not in the best interests of Patient I.

The dosage you authorised/directed described in paragraph 10a) iii)
was excessive to Patient I's needs. This was:

i)

Vi)

inappropriate,
potentially hazardous,

not in the best interests of Patient I.

Patient J was admitted to Dryad Ward at GWMH on 23
August 1999 following his treatment at the Queen Alexandra
Hospital where the patient had been admitted as an
emergency following a fall at home,

On 26 August 1999 you gave verbal permission for 10 mg of
Diamorphine to be administered to Patient J,

You saw Patient J that day and noted ‘not well enough to
transfer to the acute unit, keep comfortable, | am happy for
nursing staff to confirm death’,

You did not consult with anyone senior to you about the future
management of Patient J nor did you undertake any further
investigations in relation to Patient J's condition,

On 26 August you prescribed Diamorphine with a dose range
of 40 - 200 mg and Midazolam with a dose range of 20 - 80
mg to be administered SC over a twenty-four hour period on a
continuing daily basis,

On 26 August you also prescribed Oramorphine 20 mg at
night.

11



GMC101233-0163

b) In relation to your prescription for drugs described in paragraph 11a)
V).
i) the lowest doses of Diamorphine and Midazolam prescribed

were too high;
ii) the dose range was too wide,

iii) the prescription created a situation whereby drugs could be
administered to Patient J which were excessive to the
patient’s needs.

c) Your actions in prescribing the drugs described in paragraphs 11a)
ii) and/or v) were:

i) inappropriate,
i) potentially hazardous,
iii) not in the best interests of Patient J.

d) Your failure to obtain medical advice and/or undertake further
investigation described in paragraph 11a) iv) was:

i) inappropriate,
ii) not in the best interests of Patient J.
12. a) i) Patient K was admitted to Dryad Ward at GWMH for

continuing care on 21 October 1999 from Queen Alexandra
Hospital She was reported to be suffering from chronic renal
failure and multi infarct dementia,

ii) On admission you prescribed Morphine solution 10mg in 5 ml
as required,

iii) On 18 and 19 November there was a deterioration in the
Patient K's condition and on 18 November you prescribed
Fentanyl 25 ug by patch,
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b)

d)

a)
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iv) On 19 November you prescribed Diamorphine with a dose
range of 40 - 80 mg Midazolam with a dose range of 20 to 80
mg to be administered SC over a twenty-four hour period on a
continuing daily basis.

The prescription on admission described in paragraph 12a) ii) was
not justified by the patient’s presenting symptoms.

In relation to your prescription for drugs described in paragraph 12a)
iv):

i) the lowest doses of Diamorphine and Midazolam prescribed
were too high;

ii) the dose range was too wide,

iii) the prescription created a situation whereby drugs could be
administered to Patient K which were excessive to the
patient’s needs,

Your actions in prescribing the drugs described in paragraphs 12a)
i), iii) and/or iv) were:

i) inappropriate,
i) potentially hazardous,
iii) not in the best interests of Patient K.

You did not obtain the advice of a colleague when Patient K's
condition deteriorated.

i) Patient L was admitted to Daedalus Ward at GWMH
on 20 May 1999 following a period of treatment at the Haslar

Hospital for a stroke;

i) On 20 May 1999 you prescribed:
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a) Oramorphine 10 mgs in 5 mls 2.5-5mis;

b) Diamorphine with a dose range of 20 to 200 mgs to be
administered SC over a twenty-four hour period on a
continuing daily basis;

c) Midazolam with a dose range of 20 to 80 mgs to be
administered SC;

iii}) You further prescribed Oramorphine 10 mgs in 5 mis 4 times
a day and 20 mgs nocte (at night) as a regular prescription to
start on 21 May 1999;

iv) Doses of Oramorphine, Diamorphine and Midazolam were
subsequently administered to the patient in 21 and 22 May
1999.

b) In relation to your prescription for drugs described in paragraph 13 a) ii)
and/or iii):

i) There was insufficient clinical justification for such

prescriptions;
ii) The dose range of Diamorphine and Midazolam was too wide;

ifi) The prescriptions created a situation whereby drugs could be

administered which were excessive to the patient’s needs.

iv) Your actions in prescribing the drugs described in paragraph
13 a) ii) and or iii) were:

a. Inappropriate;
b. potentially hazardous;

c. Not in the best interests of patient L.

c) You did not obtain the advice of a colleague when Patient L's
condition deteriorated.
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14. a)

15.

b)

a)
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You did not keep clear, accurate and contemporaneous notes in
relation to Patients A, B, C, D, E, F, G, H, |, J Kand/or L 's care and
in particular you did not sufficiently record:

i) the findings upon each examination,

ii) an assessment of the patient’s condition,

iii) the decisions made as a result of examination,

iv) the drug regime,

V) the reason for the drug regime prescribed by you,

vi) the reason for the changes in the drug regime prescribed
and/or directed by you,

Your actions and omissions in relation to keeping notes for Patients
A B,C D, E,F, G, H, I J, Kand/or L were:

i) inappropriate,

ii) not in the best interests of your patients.

In respect of the following patients you failed to assess their

condition appropriately before prescribing opiates: Patients A, B, C, D, E, F,
GHILJKL

b) Your failure to assess the patients in paragraph (a) appropriately before
prescribing opiates was not in their best interests.

“And that in relation to the facts alleged you have been guilty of serious
professional misconduct.”
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IN THE MATTER OF THE MEDICAL ACT 1983
AND IN THE MATTER OF
THE GENERAL MEDICAL COUNCIL

AND

DR! Code A

Patient Schedule

Patient A -
Patient B -
Patient C -
Patient D -
Patient E -
Patient F -

Patient G COde A
Patient H -
Patient | -
Patient J -

Patient K -
Patient L -
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Information Services

Dr Code A - news | 17 April 2009

Please note that this information is confidential. It is for internal use only and must not be disclosed to clients or to anyone else outside
Field Fisher Waterhouse LLP.

News articles

Poor access to QA could risk health
Portsmouth Today, 17 April 2009

Patients could miss hospital appointments and put their health at risk because of problems getting to
Portsmouth's new 'superhospital’, it has been claimed.

The fears have been raised as a new group is formed to try to work out ways to make it easier for
Gosport residents to get to the rebuilt Queen Alexandra Hospital.

Campaigners fear that the closure of Gosport's Haslar Hospital in June, which will see services shifted
to the new hospital in Cosham, will see motorists battling their way round the A32 to get to
appointments.

If they choose to use public transport they will have to travel to Gosport Harbour and then catch a ferry
and two buses.

Some fear patients will simply choose not to go.

Tory County councillof Code A [, who also represents Gosport's Alverstoke Ward on the borough

council, is the chairman 6t a"Workifig group which will look at ways of improving access to QA for
patients who are further away.

He said: 'l think the access problems could cause people not to go to follow-up appointment.

"This would be a very serious problem because obviously treatment needs to be completed on these
visits.

'There are real worries about the access for people from Gosport and these are of great concern.'

He added: 'The most alarming thing to me is that until county council members express concern, there
had been virtually no co-ordination in looking into access for the hospital.'

The new working group has been in talks with all parties involved in access to the new hospital in the
hope of ensuring there are no transport problems when it opens its doors.

Code A i associate director performance at Portsmouth Hospitals Trust, said: 'We are making
every effort to ensure that our patients are seen for their outpatient appointments within the community
that they live.

'Any patients that have appointments at Queen Alexandra Hospital will be made aware well in advance
in order for them to make suitable arrangements to attend their appointment.

"Work continues with public transport providers to improve public transport services to QA Hospital.'
WORLD-CLASS FACILITIES

Patients have been promised 'world-class facilities' once the £256m rebuild of Queen Alexandra
Hospital is complete.

By June 15 all 3,500 rooms at the hospital are set to be finished.

All wards are being coated with antibacterial paint to minimise infection.
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Even the specially-designed curtains contain an anti-microbial agent that keeps disease-causing
bacteria at bay.

A new rehabilitation building complete with hydrotherapy pool, helipad, pathology and mortuary building
and a £3m state-of-the art cancer lab funded by the hospital's Rocky Appeal are already up-and-
running.

Majority verdict to be accepted in Gosport War Memorial inquests
Portsmouth Today, 17 April 2009

The coroner sitting in the case of the deaths of 10 elderly patients at Gosport War Memorial Hospital
today told a jury he would accept a majority verdict from them.

Shortly before they retired to consider their verdicts for the second day,i Code A ! told the five
women and three men on the panel. ~~ Frrmmmmmmoooeeed

'Until now | wanted your decision to be unanimous.
'As of day two | will accept a majority decision - verdicts on which six of you must agree.'

The jury has to decide on a cause of death for each of the 10 and whether large doses of strong
painkillers contributed to their deaths.

All 10 died on Dryad ward at the Bury Road hospital between 1996 and 1999.

Jury out in hospital deaths inquest
Press Association, 17 April 2009

An inquest jury began a second day of deliberations into the deaths of 10 elderly patients at a hospital
amid allegations of over-prescribing painkillers.

The panel of five women and three men has spent four weeks at Portsmouth Coroner's Court looking at
how the 10 died at the Gosport War Memorial Hospital in Hampshire more than 10 years ago.

bodies have been cremated. - Srmmmmmmee

The inquest has heard that each of the 10 patients went to the community hospital for palliative care but
died there.

The jury has heard evidence from the patients' families, medical experts and staff at the hospital,
including Dri  Code A

She is the only individual investigated by police in connection with deaths at the hospital but she was
not charged with any offence.

Hampshire Police have carried out a series of investigations into the treatment of 92 patients at the
Gosport War Memorial Hospital in the late 1990s but no action was taken.

The families of those who died believe that sedatives such as diamorphine were over-prescribed at the
hospital and this led to the death of their relatives, who were receiving recuperative care.

But staff said that many of those who died were seriously ill.

inquests ar_g__p__e_g_ng__h_g_l_q_ into the death ofi Code A  from Gosport who died on September
26 1998;i._._Code A _ ion November 21 1999;! Code A i of Gosport, on November 22
1999 and Code A | of Gosport, on August 2171698

Inquest on 10 deaths at hospital
Belfast Telegraph, April 16, 2009 Thursday

AN INQUEST jury retired today to consider its verdicts into the deaths of 10 elderly patients at a hospital
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amid allegations of over-prescribing painkillers.

The panel of five women and three men has spent four weeks at Portsmouth Coroner's Court looking at
how the 10 died at the Gosport War Memorial Hospital in Hampshire more than 10 years ago.

bodies have since been cremated.

The inquest has heard that each of the 10 patients went to the hospital for palliative care but died while
at the community hospital.

Jurors deciding whether drugs caused deaths
Portsmouth Today, 16 April 2009

Eight jurors were today spending their second day sifting through piles of evidence in an attempt to
reach verdicts in an unprecedented series of inquests.

The five women and three men at Portsmouth Crown Court retired yesterday morning with an
avalanche of notes and documents gleaned from four weeks of listening to the details of the deaths of
10 hospital patients.

The 10 died at the Gosport War Memorial Hospital between 1996 and 1999.

Their ages ranged from 68 to 99, and most of their relatives have fought for 10 years to have these
cases aired in public.

They took up the fight because they believe their loved ones died unexpectedly after being given high
doses of powerful painkillers and sedatives.

Coroneri  Code A  isent them out to start thinking about their verdicts at 10.10am yesterday.

As they filed from Court One in the Winston Churchill Avenue building they took with them sheaves of
notes they had taken throughout the four weeks of the hearings.

But half an hour later they sent word that they wanted even more documents.

These were the patients' drug charts recorded on Dryad ward at the Bury Road hospital and copies of

statements from various nurses that were read as evidence by Code A _ithroughout the inquests.

The jury then retired again.
They are considering three questions on each of the 10 deaths.
The first is whether they consider the administration of any medication caused death.

If they believe the answer to that is 'yes' they then have to consider whether those drugs were given for
theraputic purposes and whether they were appropriate for the condition from which the patient was
suffering.

whom all 10 cases centre, was not present in court yesterday. She had been present throughout the
case

(Proceeding)

Case into hospital deaths nears end
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Pharmacy Europe, Thursday 16th April 2009

An inquest jury has retired to consider its verdict over allegations that the over-prescription of painkillers
at a Hampshire hospital resulted in the deaths of 10 elderly patients.

The patients had gone to the Gosport War Memorial Hospital for palliative care but had died while at the
community hospital, Portsmouth Coroner's Court heard.

The crematnon of seven of the bodies meant the hearings had to be given special permission by justice

The panel of five women and four men heard evidence from medical experts, staff at the hospital and
members of the patients' families.

A statement was also given by Dri Code A ‘who worked at the hospital and was the only person to

have been officially probed by pohce i Configction with deaths. She was not charged with any offence.

The accusation by families of the deceased is that their relatives died because sedatives such as
diamorphine were over-prescribed at the hospital. Staff denied this, saying many of those who died
were seriously ill.

Hampshire Police have carried out a series of investigations into the treatment of 92 patients at the
Gosport War Memorial Hospital in the late 1990s but no action was taken.

Jury retire to consider Gosport War Memorial deaths
Portsmouth Today, 16 April 2009

The jury has been sent out to consider their verdicts in the case of 10 deaths of elderly patients at a
Gosport hospital.

Coroner; Code A isent them to their room at Portsmouth Crown Court at 10.10am.

As they left the court he said: 'l suspect they might be some time.'
For the past four weeks they have been digesting a mountain of evidence in the 10 inquests.

They are considering verdicts on 10 elderly patients who died at Gosport War Memorial Hospital
between 1996 and 1999.

No-one is on trial, inquest jury is warned
Portsmouth News, 16 April 2009

Jurors have been told they cannot point the finger of blame at any individual when they reach their
verdicts on 10 deaths of elderly patients in a Gosport hospital.

Coroner Code A :told them they were not concerned with finding anybody liable for the deaths at

the War Memorial Hospital.

Summing up on the 18th day of the unprecedented inquests at Portsmouth Crown Court ' Code A

L St horia

said the five women anADVERTISEMENTd three men on the jury would have to consider each case
individually before returning verdicts simultaneously on all 10.

He told them they were 'the fact-finders' at the conclusion of the hearings which started on March 18.
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The coroner then spent the rest of yesterday reminding the jury of all the evidence concerning each of
the 10 patients — all of whom died on Dryad ward at the War Memorial between 1996 and 1999.

He told them that when they retired to consider their verdicts they would have access to all records —
including each patient's medical records and those of the War Memorial Hospital and of the hospital
from which they were transferred.

Throughout the inquests not only has Dr Code Acome under scrutiny, but also the actions of various

nurses who were allowed to administer her prescriptions.

The: hearinas areexaminina the deaths of ; Code A

Code A

The jury was expected to be sent out today.

(Proceeding)

CRITICAL QUESTIONS

When coroner Code A iasked the jury to retire today he was asking them to consider three
questions on each of the 10 deaths.

The first question they had to consider was: did the administration of any medication contribute, even
minimally, to the death of the deceased?

If they decided the answer to that question was 'yes', they had to move to the second question which
asked: was that medication given for therapeutic purposes?

Again if the jurors decided the answer to that was 'yes' they were going to the third question which
asked: was it (the medication] appropriate for the condition from which the deceased was suffering?

Jury out in hospital deaths inquest
The Press Association, 16 April 2009

An inquest jury has retired to consider its verdicts into the deaths of 10 elderly patients at a hospital
amid allegations of over-prescribing painkillers.

The panel of five women and three men has spent four weeks at Portsmouth Coroner's Court looking at
how the 10 died at the Gosport War Memorial Hospital in Hampshire more than 10 years ago.

bodies have since been cremated.

The inquest has heard that each of the 10 patients went to the hospital for palliative care but died while
at the community hospital.

The jury has heard evidence from_members of the patients' families, medical experts and staff at the
hospital, including Dr: _Code A

She was the only individual to be investigated by police in connection with deaths at the hospital but
was not charged with any offence.

Hampshire Police have carried out a series of investigations into the treatment of 92 patients at the
Gosport War Memorial Hospital in the late 1990s but no action was taken.

The families of those who died believe that sedatives such as diamorphine were over-prescribed at the
hospital and this led to the death of their relatives, who were receiving recuperative care.

But staff said that many of those who died were seriously ill.

The inquests are being held into the deaths of | Code A §from Gosport, who died on
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Code A

Jury goes out in patients inquest
BBC News Online, 16 April 2009

The inquest jury looking into the deaths of 10 patients at a hospital in Hampshire has retired to consider
its verdict.

The five women and three men on the jury at Portsmouth Coroner's Court have heard about the deaths
at the Gosport War Memorial Hospital a decade ago.

Over four weeks, the panel heard how the patients had gone to the hospital for palliative care and died
there.

Series of investigations

The inquest was held into the deaths of 4 Code A

Code A

They died at the Gosport War Memorial Hospital (GWMH) between 1996 and 1999.
Some families claimed sedatives like diamorphine were over-prescribed at the hospital.

Hampshire Constabulary carried out a series of investigations into the treatment of a total of 82 patients
at the hospital in the late 1990s, but no prosecutions have been brought.

The jury has heard evidence from members of the patients' families, medical experts and staff at
GWMH, including Dr Jane Barton.

investigated but no charges were made against her.

Staff had concerns over drug machines
Portsmouth Today, 9 April 2009

A former senior nurse at the Gosport War Memorial told an inquest into 10 patient deaths that staff
raised fears about the introduction of new painkilling machines.

These are pumps which are attached to a patient's body and automatically pump strong painkillers,
such as diamorphine, into the body.

On the 16th day of inquests into the deaths of patients at the Bury Road hospital, a statement made by
Mrs Hamblin to police in February 2003 was read to the jury at Portsmouth Crown Court.

held with managers.

She added: 'Some time in 1989 she introduced syringe drivers. At this time there were a number of
concerns in the use of these.

‘In 1991 concerns were expressed by the night staff about the use of syringe drivers and the lack of
training available for using them.'

She said that meetings were arranged for nurses to voice their worries to senior managers and 'on-the-
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job' training was arranged.

However, the inquests have been told previously that by 1996, when the first of the 10 deaths
happened, staff were content to use the drivers.

in her statement read by coroner Code A said she would always query a

this nght’)" ...............

"You would never just give it. You just wouldn't do it.'

All rights reserved ©2009 Johnston Press Digital Publishing

Doctor denies killing patients
Portsmouth Today, 09 April 2009

A doctor has told an inquest into 10 deaths at the Gosport War Memorial Hospital that drug doses
weren't dellberately increased to kill patients.

Dri Code A :angry denial came at the end of several hours of close questioning by a barrister

Code A iwvent over the minute detail of : Code A  admission to Dryad ward and his death at

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

| R | [t

The inquest has already heard how he'd had to endure a four-hour ride in a hospital minibus to get from
QA to Gosport.

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

'l would have felt that the level of analgesia he was getting at QA might not have been enough.’

She told the court that when he was admitted to the Gosport hospital she prescribed 20mg of morphine
to relieve his pain.

The following day she increased that to 50mg of oral morphine, she told the court.

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

EXCGSSIVG

She told the court; 'l prescribed the appropriate level of morphine for his pain.'

She said she increased the dose on the second day of his time at Gosport because he had reacted well
to the drug on his first night.

'"The nursing records show he had a settled and comfortable night,’ she said.

'| was aware of the potential danger of using strong opioids on a patient with a diseased liver, but his
condition outweighed the risk,' she said.
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She then added: 'You are trying to imply that the doses were put up until the patient dies which is
absolutely not true.'

(Proceeding)

WHAT HAPPENS NEXT

The unprecedented inquests into the 10 deaths at the Gosport War Memorial Hospital, between 1996
and 1999, are about to enter their final phase.

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

next Thursday summing up.

At that point he will send out the jury to consider their verdicts — separate ones in each of the 10 cases.

All rights reserved ©2009 Johnston Press Digital Publishing

'No defence’ for excessive doses
Portsmouth Today, 06 April 2009

There was 'no defence' for giving elderly patients excessive doses of powerful drugs at Gosport's War
Memorial Hospital, an expert told an inquest into their deaths.

Doctor: Code A itold an inquest he could find 'no justification' for the wide range of morphine and
sedative doses prescribed to some patients at the hospital.

The expert - asked by Hampshire Constabulary to investigate the deaths of 10 people there - 'disagreed
completely' with the pre-prescription of 20mg to 200mg of painkiller diamorphine to some patients.

Dt Code A said his own research on 100 elderly deaths showed the medium dose of the drug

R

prescribéd to them in the last 24 hours of life was just 40mg.

He also criticised poor note keeping by GP Code A then clinical assistant on now defunct Dryad

and Daedalus wards where the patients died bétween 1996 and 1999.

He told the inquests, being held at Portsmouth: 'lt doesn't defend what happened here. There is no
defence. There is no justification- there is no obvious understanding as to why certain drugs were given
in certain doses.'

pre- prescrlblng W|th a syrlnge driver (an automated pump to administer drugs] with a wide dose range.'

He added: 'The doses that are used are not informed. They are not based on what the patients key
needs are.

'If you are dealing with more opioids than required its (effects are) then maybe confusion, respiratory
depression and death.'

Code A ___________
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Code A

Proceeding.

'Drugs contributed to patient's death'

Excessive amounts of drugs given to an elderly woman at Gosport War Memorial Hospital contributed
to her death, an inquest heard.

Expert Dr Code A fsaid the doses of diamorphine prescribed to Code A iat Gosport War

Memorial Hospital played a part 'more than minimally, negatively or contribulatory 1o her death.'

The 92-year-old died on Dryad ward on April 13, 1999.

He then said: "It could have made her unresponsive.'

All rights reserved ©2009 Johnston Press Digital Publishing

Doctor denies 'end of line' ward
BBC, 3 April 2009

A doctor at the centre of an inquest into 10 deaths at a Hampshire hospital has denied calling it "the end
of the line" for patients, an inquest heard.

Dri Code A :said she was referring to one patient only, Code A , who had been

serlously il and died at the Gosport War Memorial Hospitaf:

Inquests are being held at Portsmouth Coroner's Court into 10 deaths at the hospital more than 10
years ago.

Some families believe sedatives were over-prescribed at the hospital.

Code A | was seriously obese with various medical problems, the court heard.

He was transferred to the hospital's Dryad Ward from the Queen Alexandra Hospital in Cosham. He
died nine days later.

'Not rehab ward’

"It was not the end of the line because it was Dryad Ward."

often put into a room on thelr own for greater privacy and comfort.

She also said people were often sent there from other hospitals with the word "rehabilitation” on their
notes, which she said was unrealistic.
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"They wrote 'rehab’ on the top but we were not a rehabilitation ward,” she said.

Hampshire police carried out a series of investigations into the treatment of patients at the hospital in
the late 1990s, but no prosecutions have been brought.

The inauests are beina held into the deaths of Code A

Code A

The inquest continues.

Doctor denies that drugs given for pain caused death
Portsmouth Today, 03 April 2009

The doctor at the centre of the Gosport War Memorial Hospital inquests said yesterday the death of one
of her patients was not caused by excessive medication.

GP: Code A belleves Code A  —known asicode Al ! died from a heart attack.

A dose of between five and 10mg is initially recommended for severe pain. He received 20mg that day
and 60mg the following day.

Three days later a syringe driver — an automatic pump to administer medication — was started
containing 40mg of painkiller diamorphine and 20mg of sedative midazolam over 24 hours.

On September 1, two days later, the dosage increased again.

death |. ...............................................

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

possmle heart attack caused his death — not the dose of opiates.'

i Code A : deputy assistant coroner for Portsmouth and south-east Hampshire, had earlier told
thejury: Tt ¢értainly wouldn't be my view that is a lethal dose.'

unprecedented inquest.

The others arei Code A
Code A

All of the deaths occurred between 1996 and 1999.

(Proceeding)

92-year-old was only in hospital for 'rehabilitation’

A 92-year-old woman who had broken her hip died from a stroke at the Gosport War Memorial after
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being admitted for rehabilitation, the inquest was told.

_________________________________________

mob|I|sat|on

But the GP said that because ofi Code A  bain she decided to put her on a syringe driver which

pumped stronger pamklllers into her body. Tt was solely to relieve the pain and distress that |coe a:

All rights reserved ©2009 Johnston Press Digital Publishing

Relative says care was ‘inhumane’
Portsmouth Today, 02 April 2009

The care of an elderly woman who died at a hospital was 'inhumane’, an inquest has been told.

Captain | Code A | claims his aunti Code A iwas treated as a 'useless part of society' by staff on

Dryad ward at Gosport War Memorial Hospital.

And he told the jury he believed the 92-year-old died because she was given too much diamorphine.

During evidence yesterday, | Code A isaid consultant geriatrician i Code A _ihad informed him four

hours after his arrival that_ Code A  state was due to her belng given too much diamorphine.

given too much dlamorphlne

'He then told me the dose had been reduced.’

Three hours later — at about 1.30am on April 13, 1999 — he received a second call to sayi Code A
had died fromastroke. e :

He added: 'l would like to know why the treatment of my aunt was so cavalier and would go so far as to
say inhumane.

'And | would like to know why (my aunt] was treated as a useless part of society.’

inquest.

[he other deaths_beina examined as part of the unprecedented inquest are those ofi Code A

Code A

All 10 deaths occurred at the hospital between 1996 and 1999.

TS0
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(proceeding).

Doctor was struggling — consultant

The doctor at the centre of the Gosport War Memorial inquests was 'struggling to give patients enough
care', a jury was told.

Consultant geriatrician___Code A isaid Dr JL Code A :former clinical assistant at the War Memorial

— was finding it difficult to sustain her workload at the time he arrived on now defunct Dryad and
Daedalus wards in 1999.

He said: 'l think she was struggling to give patients enough care. It was getting very difficult for her to
maintain.

' think it was only by cutting things like note keeping that she was able to see patients and do what she
could for them.'

sald 'We certalnly came across people who had been set totally unrealistic expectatlons from other
wards.'

He said some patients were told: 'We will get you up on your feet in no time at all,' adding, 'in some
patients it would be a realistic assessment. In others it wouldn't be.'

day to some patients, he said: 'That wouId be very unusual and | would expect to see justification for
that prescription in the medical notes.'

All rights reserved ©2009 Johnston Press Digital Publishing

Daughter says she watched dad ‘turn into a vegetable'
Portsmouth Today, 01 April 2009

The daughter of a man who died at Gosport War Memorial Hospital told a jury how her father 'became a

She told a jury her father, who died at the age of 66 in September 1999, had been admitted to Queen
Alexandra Hospital, Cosham, for treatment to swollen feet and legs.

But she said he was transferred to the War Memorial after a couple of weeks 'for rehabilitation and
remobilisation’.

She told the court: 'When | first visited him at Gosport he was sitting up in bed, eating and drinking
properly and was in good spirits.

'‘But after three or four days there he seemed to be spaced out. He appeared very sleepy. The change
was dramatic.

'When my dad went to Gosport he was fine. He was chatty and cheerful and full of beans. Three days
later he was away with the fairies.

'He became a vegetable and just slept. He drifted in and out of consciousness. He was completely out
of it.'

Other families have told the hearings that their relatives died unexpectedly after being given high doses
of powerful painkillers and sedatives.

>>> Follow live coverage of the inquest. Click here.
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phone call to say he had suffered a heart attack.

She told the jury: 'When we arrived to see him he told us he had had a bad case of indigestion —
something he suffered with all his life.’

Code A sald her mother was then called into a room by Dr Code A ithe clinical assistant and

town, died elght days later.

(Proceeding)

ELDERLY MAN MIGHT HAVE SURVIVED

An elderly man might have survived had he not been given morphine on admission to a hospital,
according to an expert.

In a statement read out at the inquests into 10 patient deaths at Gosport War Memorial Hospital,

Professori Code A described the prescription of opiate drugs to E Code A ion his admission to

Dryad ward as 'inappropriate’.

The 74-year-old died four days after being admitted, on October 18, 1998.

In a statement re
Hampshire, Prof

hospital alive if he'had not been commenced on opiate medication on transfer to Dryad ward.'

'My mother was given a cocktail of drugs'

A daughter told of her shock at discovering the cocktail of drugs her mum was given in the last days of
her life.

ward, an mquest heard. The next day the W|dow received 40mg of diamorphine — four times above the
recommended starting dose — and 40mg of the sedative midazolam.

'substantial overdose', the jury head. T

She was also given chlorpromazine — not recommended for use with midazolam due to potential side
effects.

She told the inquest: 'l was shocked to see the cocktail of drugs that my mother had been administered
in the last four days of her life.'

All rights reserved ©2009 Johnston Press Digital Publishing
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Son accused doctor of murdering relative
Portsmouth Today, 28 March 2009

A RELATIVE of a man who died at Gosport War Memorial Hospital told an inquest how he accused a
doctor of murder. o
Code A isaid he confronted Dri{ Code A iwhen he discovered his step-father i Code A§
Code A :was dying. | SRR § L.

the hospital to have a severe bed sore treated.
The inquest heard how:  Code A had been put on a machine called a syringe driver — which

Code A Ethe [Fivutbuctdiolioll B Rttt |

i Y T

barrister representing DriCode A

male member of staff said "that is the death ward".

'| thought that was an utterly irresponsible thing to say."'

When he saw his step-father he said he was "absolutely shocked' to see him unconscious and on a
syringe driver.

'l understood the implication immediately,‘;i Code A itold the inquest, which is probing the deaths of
10 patients at the hospital between 1996 and 1999, ™~

'| was utterly appalled and asked for the syringe driver to be stopped. This was refused.'

A nurse toldi Code A only a doctor could remove the syringe driver, the inquest heard.

'| was convinced

“(Proteeding)

All rights reserved ©2009 Johnston Press Digital Publishing

Managers ‘ignored concerns' over plans to increase patient numbers
BBC Online, 27 March 2009

The doctor responsible for looking after elderly people at the Gosport War Memorial Hospital quit her

Taking the stand for the first time, she said NHS managers wanted staff in Dryad and Daedalus wards
to take on more complex patients to ease bed-blocking at acADVERTISEMENTute hospitals including
Queen Alexandra, Cosham.

claims, her fears were ignored. She said it would 'inevitably lead to further serious and damaging
complaints about the service given in my wards'.

Portsmouth and south-east Hampshire.
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She was regularly expected to see and review up to 40 patients between 7.30am and 8.45am five days
a week at that time.

She then fulfilled her general practice duties but would often return to the hospital at lunch times,
evenings and weekends, the jury heard. She also took calls at home.

By 1998 the wards were operating at about 80 per cent capacity but managers wanted to increase this
to 90 per cent.

All rights reserved ©2009 Johnston Press Digital Publishing

Inquest hears man was ‘executed’
BBC Online, 27 March 2009

Code A died while being treated at the hospital
A man has told an inquest he believes his step-father was "intentionally executed” while at hospital.

| Code A was admitted to Gosport War Memorial Hospital in 1998 with serious bed sores,
jurors heard.

His step-son told jurors a staff member said his father was on the "death ward" just days before he died
after being given increased doses of diamorphine.

Inquests are being held at Portsmouth Coroner's Court into the deaths of 10 hospital patients over 10
years ago.

On the first day of his admission he became agitated with nurses and started taking off the dressing to
his wound, the hearing has heard.

The inquest heard he was given a 10mg morphine tablet, but he remain agitated.

Jurors were told later in the night he became sedated and unable to take his usual medication and he
was connected to a syringe driver and given 20mg of diamorphine - two to three times stronger than
morphine.

Code A

Diamorphine was then increased four-fold over the following days before he died, jurors were told.

. Code A  step-son, Code A isaid: "l went to see! coge a'and told he was on the Dryad
Ward. | S

"During this exchange a male member of staff said 'that is the death ward'.
"I thought that was an irresponsible thing to say."

When he saw his relative he said he was "absolutely shocked to see Brian unconscious and on a
syringe driver"”.
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The hearing also heard on Friday from | Code A :who was a nurse at the hospital.

She told the hearing she raised concerns over the use of diamorphine in 1991.

Jurors heard she was worried about the way it was administered, that it could cause harm and potential
death.

She was told a policy was going to be drawn up but she saw no evidence of this, jurors heard.

But she told the coroner that in 1996, the year of the first of the 10 deaths, the issue surrounding
diamorphine had been resolved.

Hampshire police carried out a series of investigations into the treatment of patients at the hospital in
the late 1990s, but no prosecutions have been brought.

_The inquests, expected to last six weeks, are being held into the deaths of ; Code A

Code A

The inquest was adjourned until Monday.

Inquest hears nurse's painkiller concerns
Nursing Times, 25 March, 2009

An inquest into the deaths of 10 patients at a Hampshire hospital has heard from a senior nurse who
said she raised concerns about how painkillers, such as diamorphine, were being prescribed at the
hospital.

Code A ! a senior staff nurse at Gosport War Memorial Hospital (GWMH), said she was worried

that analgeSIc medicines were being administered prematurely and said that the analgesic ladder, which

lays out how dosage and types of painkillers should be increased incrementally, was not being adhered
to.

She said: ‘If | was uncomfortable | would have said so and | would not have administered the
painkillers.’

Tom Leeper, who is representing four of the families, asked the nurse if at any time in 1991 she had
concerns that deaths were sometimes hastened unnecessarily.

She responded: ‘I do not recall.’

Inquests are being held at Portsmouth Coroner's Court into the deaths of the 10 patients at GWMH
more than 10 years ago and are expected to last six weeks.

Copyright © 2002-2009 Emap Ltd

Drugs overdose was substantial, inquest jury told
Portsmouth Today, 26 March 2009

AN elderly woman received a 'substantial overdose' at a hospital days before her death, an inquest

.....................
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The 88-year-old was given a 25microgramme patch of painkiller Fentanyl, three days before she died.

The following morning she was given 40milligrammes of diamorphine — four times more than the
recommended starting dose — and 40mg of sedative Midazolam. Both were administered through a
syringe driver, which automatically pumps the drug into the body.

Code A | assistant deputy coroner for Portsmouth and south-east Hampshire, said: 'The point is

“that thers s a substantlal increase in the dose in that period.

"It is not just a marginal overdose, it is a substantial overdose.'

recommended dose for elderly patients.

Itis also recommended that the drug is not mixed with Midazolam due to potential side effects.

Giving evidence, Professori___Code A iwho was called in by Hampshire police to examine patient
deaths at the hospital, told the inquest: 'It was possible that her more rapid deterioration was due to the
use of Fentanyl on top of her other medical conditions."

He added: 'l remain concerned about the levels that were given and | would want to see and hear the
justification for it.

"That's what | can't tell from the notes.’

The other deaths being examined are those of | Code A

Code A

All patients were treated on the Dryad or Daedalus wards and died at Gosport War Memorial Hospital
between 1996 and 1999.

All rights reserved ©2009 Johnston Press Digital Publishing

Morphine-induced coma cannot be ruled out — expert
Portsmouth Today, 26 March 2009

The possibility that an elderly man died from a coma caused by the prescription of morphine cannot be
excluded, a medical expert sad. 0000

Professori Code A itold the inquest of his concerns that Code A | was given oral morphine on

admission to Gosport War Memorial Hospital.

The 74-year-old, who had severe alcohol- related liver disease, had been treated successfully with
paracetamol and pain killer codeine phosphate, as well as five small doses of morphine, at Queen
Alexandra Hospital, Cosham, before his transfer there.

However on arrival at the Bury Road hospital on October 14, 1998, medics decided he should be given
oral morphine.

By October 16 he had rapidly deteriorated.
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That day he was given 30mg of oral morphine and 40mg of Diamorphine through an automatic pump.

He died two days later on October 18.

for the analgeS|a that he was recewmg in (QA] but | can find no evidence as to why he was given strong
opiates without that oral analgesia being written up and tried.'

He added: 'l think my concern is understanding his rapid deterioration after admission to Gosport.'

All rights reserved ©2009 Johnston Press Digital Publishing

Doctor ‘warned of care pressures’
BBC Online, 26 March 2009

A doctor at the centre of a jury inquest into 10 deaths at a Hampshire hospital has said there were ever-
increasing work pressures put on staff.

Dri Code A was giving evidence for the first time about the events at Gosport War Memorial
Hospital (GWNH) between 1996 and 1999.

because of a bed blocking crisis at the local general hospital.

I could have said | couldn't do the job anymore and walked away

patients.

She said that during the 1990s she saw a greater number of patients, with increasingly serious
conditions.

"l raised the issue, saying | couldn't manage this leve! of care," she told the inquest.
"But of course there was no-one else to do it.

"I could have said | couldn't do the job any more and walked away, but if | did, | felt I'd be letting down
the staff and more importantly my patients."

'Damaging complaints'

She said that as a result of the pressures, her medical notes were sometimes "sparse” and that she
started a system of "pro-active prescribing" - where prescriptions could be written in advance.

The medication could then be given to patients by nurses when they needed it, she said.

Dricode airesigned in April 2000 shortly after telling health managers that the growing number of

seriously ill patients being admitted would "lead to further serious and damaging complaints about the
service given in my wards", jurors heard.

She was replaced by a full-time doctor.

Hampshire Police carried out a series of investigations into the treatment of patients at the hospital in
the late 1990s, but no prosecutions have been brought.
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Earlier on Thursday, the inquest heard an elderly man's final words to his son were that staff at the
hospital were "killing" him.

Code A iwas admitted to GWMH in 1998 after suffering a broken arm.

from 16 October.

His son said he was not informed by staff why the syringe driver was being used and he believed the
drugs had caused his father's condition to change.

The inguests, expected to last six weeks, are being held into the deaths of Code A

Code A

'They're killing me' said hospital patient
Portsmouth Today, 26 March 2009

An elderly man who died at Gospor’t War Memorial Hospital said in his final words that the staff were

The 74-year-old also suffered from liver problems because of a long-standing heavy drink problem, the
Portsmouth inquest heard.

His son Code A told the hearing that his father, who had served in the Royal Navy, had initially been

admitted o the Guiéen Alexandra Hospital in Portsmouth having suffered a fall at his home in Sarisbury
Green.

me and he said: 'Help me son, they are killing me.'

'l said 'no they are not dad, they are trying to do their best for you' and | left him there. When | went in
the following day he was in a coma.’

The hearing continues.

All rights reserved ©2009 Johnston Press Digital Publishing

Father claimed 'staff killing me'
BBC Online, 26 March 2009

An elderly man's final words to his son were that staff at a hospital were "killing" him, an inquest has
heard.
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i Code A i'was admitted to the Gosport War Memorial Hospital (GWMH) in 1998 after suffering
a broken arm.

................. P

recovery but died four days later, the inquest heard.

Inquests are being held at Portsmouth Coroner's Court into the deaths of 10 hospital patients over 10
years ago.

i _CodeA ison, _CodeA i told the hearing that his father, who had served in the Royal Navy, had
initially been admitted to the Queen Alexandra Hospital in Portsmouth having suffered a fall at his home
in Sarisbury Green.

At first he was quite poorly, according to; Code A ! but had seemingly recovered quickly, before he was
transferred to GWMH on 14 October, 1998

"l said 'No they are not dad, they are trying to do the best for you' and | left him there.

"When | went in the following day, he was in a coma."

‘condition because he was not the designated family member.

He added that because of rifts in the family, it had been difficult for him to find out about his father's
condition.

from 16 October. o

But his son said that he was not informed by staff why the syringe driver was being used.

Hampshire police carried out a series of investigations into the treatment of patients at the hospital in
the late 1990s, but no prosecutions have been brought.

The inquests, expected to last six weeks, are being held into the deaths of ; Code A

Code A

Inquest into 10 deaths at hospital 'that over-used painkillers'
The Daily Telegraph (London), March 19, 2009 Thursday

THE deaths of 10 elderly patients at a hospital at the centre of an investigation into the alleged over-use
of painkillers are to be examined at an inquest.

The 10 were among 92 deaths at Gosport War Memorial Hospital investigated by police, but no
prosecutions were ever brought.

As well as the police investigation, an inquiry was held by the Commission for Health Improvement
(CHI), which criticised prescribing practices at the hospital.

As the inquest opened yesterday, the families of those who died at the hospital in Hampshire a decade

9856449 v1 20



GMC101233-0192

ago said they hoped the hearing would "get to the truth".

They have fought for the deaths to be fully investigated, believing that there has not yet been a
satisfactory explanation.

The inquest in Portsmouth heard that Dri___Code A"} the clinician "primarily involved", would be among

those giving evidence at the six-week hearmg. She was the only individual to have been investigated by
police in connection with the deaths, but was not charged with any offence.

"Several investigations have now taken place over many years but none has so far managed to get to a
resolution.

"Given the time that has elapsed and the mass of information, | think the coroner wili have a very
difficult task but with our work and the efforts of the families | hope that he will get to the truth."

i Code A the coroner, saidi Code A | the Justice Secretary, had given special permission for
the hearing because seven of the bodies Tiad been cremated.

He said each of the 10 patients had gone to the hospital for palliative care. The jury's task was to reach
a verdict on how the 10 patients died, but it was not to attribute liability for the deaths to any individual.

Code A | a professor of clinical governance who worked on thei Code A linquiry, was

The inquests are being held into the deaths of ! Code A

Code A

The hearing continues.

Copyright 2009 Telegraph Media Group Limited

PA Regional Newswire of English Regions: SOUTH EAST

March 19, 2009 Thursday 12:52 PM BST

HOSPITAL GAVE DEATH NEWS COLDLY, SON CLAIMS

SECTION: PA Regional Newswire for English Regions

LENGTH: 368 words

The son of a patient who died at a hospital in Hampshire has told of his shock at his mother's rapid
deterioration while receiving rehabilitative care after suffering a stroke.

Inquests are being held at Portsmouth Coroner's Court into the death of 10 patients at the Gosport War
Memorial Hospita! (GWMH) more than 10 years ago.

The 83-year-old suffered from diabetes for 50 years and, as well as the stroke, she suffered a head
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injury in a fall down the stairs at her home.

Her son | i Code A iold the inquest that he understood that his mother was transferred to Daedalus

stroke rehabllltatlon ward at GWMH for rehabilitative care but was shocked when Dr. Code A told
him in a ““callous” manner that his mother “"had come to the hospital to die”. @~ 777777777

Hampshire Police have investigated treatment of 92 patients at the hospital in the late 1990s but no
prosecutions were brought by the Crown Prosecution Service. Their families believe that sedatives such
as diamorphine were over-prescribed at the hospital and led to the death of their relatives who were
receiving recuperative care.

As well as the police investigation, an inquiry was held by the Commission for Health Improvement
(CHI) which criticised prescribing practices at the hospital.

mvesttgated but no charges were made against her.

The inquests, expected to last six weeks, are being held into the deaths of / Code A H

Code A

The other deaths are ofiE Code A

Code A

Copyright 2009 The Press Association Limited

Press Association Newsfile
March 19, 2009 Thursday 11:38 AM BST

HOSPITAL GAVE DEATH NEWS COLDLY, SON CLAIMS

BYLINE:! Code A Press Association

SECTION: HOME NEWS

LENGTH: 1075 words

The son of a patient who died at a controversial hospital today told of his shock at his mother's rapid
deterioration while receiving rehabilitative care after suffering a stroke.

inquests are being held at Portsmouth Coroner's Court into the death of 10 patients at the Gosport War
Memorial Hospital (GWMH) more than 10 years ago.

Hampshire police have carried out a series of investigations into the treatment of 92 patients at the
Hampshire hospital in the late 1990s but no prosecutions were brought by the Crown Prosecution
Service.

Their families believe that sedatives such as diamorphine were over-prescribed at the hospital and led
to the death of their relatives who were receiving recuperative care.

As well as the police investigation, an inquiry was held by the Commission for Health Improvement
(CHI) which criticised prescribing practices at the hospital.

The 83-year-old had suffered from diabetes for 50 years and as well as the stroke, she had suffered a
head injury in a fall down the stairs at her home.

Hersoni Code A toId the inquest that he understood that his mother was transferred to Daedalus
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stroke rehabilitation ward at GWMH for rehabilitative care.

But he added that he was shocked when Dr ei____g_gg_i_g_e«___itold him in a “callous" manner that his mother
“*had come to the hospital to die".

He said that he had asked Dr; Code A vhen his mother would be able to return home as they had to

P i

make arrangements concerning her cat.

He said that Dr code Athad replied: “"You can get rid of the cat. Do you know your mother has come
here to die‘ll | YR

thought she had gone into the hospital for rehabilitation.

| couldn't believe the cold way the news had been broken to me, as if it was pre-determined, | was
shocked."

War Memorial Hospital.

| accept she was an elderly lady however she appeared to be making a full recovery from a stroke.
She was strong and lucid."

The inquests, expected to last six weeks, are being held into the deaths of | Code A
Code A ’
The other deaths are of | Code A

Code A

Code A also said he could not recall being told by Dri Code A r staff at the hospital that a syringe

| ity
......................

driver would be put in place to provide his mother with painkilling medication diamorphine.

A syringe driver is a battery-powered device to provide injections over a period of time.

He said this was only explained to him after he saw it was being used.

_________ Code A | aretired ward sister who worked on Daedalus ward at GWMH at the time of Mrs

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

painkillers such as diamorphine so that their medication could be increased up to a set level without
delay.
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She said: “"When necessary, patients could be written up [prescribed] prior to it being given to prevent
their pain as quickly as possible but it wasn't done on a regular basis."

She added that the dosage of medication would only be increased if the patient was obviously in pain.
She said: “'We would never increase it unless it was absolutely necessary.”

She explained that this method of advanced prescription was put in place because of a shortage of
doctors.

The inquest heard that Daedalus ward only had a doctor present for one hour a day on weekdays alone.

She explained that sometimes patients were placed at Daedalus to prevent “"bed-blocking" at other
major hospitals in the area.

""Code A isuggested to Ms Joines that occasionally relatives had ““unrealistic expectations” of the
‘ ‘patient's ability to recover.

She said: “'| always found her to be very compassionate, very open with patients and patients' relatives.
"She was a caring doctor - her patients’ welfare was all that she strode to achieve.

I have had no objections for working for her, | admire her as a doctor and | had no reservations at the
treatment she asked me to give over the years.

I have never, ever heard her speak to a patient asil Code A Edescribed how she spoke to him, she
was always very professional” 77T

The hearing was adjourned to tomorrow.
’ Copyright 2009 The Press Association Limited

Daily Echo (Newsquest Regional Press)

March 18, 2009 Wednesday

Inquests open into ten hospital deaths
SECTION: LATEST NEWS (DE LATESTNEWS)

LENGTH: 474 words

TEN Hampshire families are hoping their elderly relatives who died a decade ago can finally be put to
rest following an unprecedented set of inquests, starting today.

All the elderly people were patients at the Gosport War Memorial Hospital who died unexpectedly after
being given high doses of sedatives and painkillers.

The Justice SecretaryEL Code A igranted the hearing last year, despite the fact that seven of the

deceased have already been cremated.
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Relatives of 92 patients who died at the community hospital during '90s have fought ever since for the
matter to be properly investigated, believing their relatives’ deaths were never properly explained.

But | also want transparency, so we can find out what happened.

"It has taken ten years, but people are finally taking notice."

Code A a solicitor from Code A |the firm representing four of the ten families, said: "The

allegations i in this case are of the most sérious kind.
Several investigations have taken place but none has managed to get a resolution.

"Given the time that has elapsed and the mass of information, | think the coroner will have a very
difficult task."

The deaths have already been the subject of a criminal investigation, dubbed Operation Rochester,
which concluded that there is not enough evidence to charge anyone over the deaths.

Government inspectors criticised the community hospital in 2002 for its excessive use of pain-relieving
and sedative drugs. Inspectors found there was no effective monitoring of the levels of prescription
medicines and that some patients were prescribed strong pain relief before being properly assessed.

thls year

The inquests, listed together and scheduled to last six weeks, will be heard by the north east Hampshire
coroner; Code A i sitting with a jury, at Portsmouth Combined Court.

Gosport MP Siri  Code A has criticised the decision to hold a coroner's inquiry. Pointing out that the

police had decided no action was required, Sir; CodeAlsald the issue should be "allowed to rest".

The listed inquests

? Code A

Copyright 2009 NewsQuest Media Group Limited

INQUEST INTO DEATHS OF 10 ELDERLY PATIENTS
Press Association Newsfile, March 18, 2009

A jury was sworn in today at an inquest being held to probe the deaths of 10 elderly patients at a
hospital which has been investigated by police for allegations of over-prescribing painkillers.

Coroner.  Code A ‘told the pane! of five women and four men that the hearing was to find out how
the 10 patients of the Gosport War Memorial Hospital died more than 10 years ago.

The hearing, which is expected to last six weeks, was also told that only one of the patients had
undergone a post-mortem examination.

...................
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! Code A told the jury that it would hear evidence from members of the patients' families, medical

Lo e me e

expertsand staff at the hospital.

He explained to the jury that its task was to reach a verdict on how the 10 patients died but not to
attribute liability for the deaths on any individual.

Hampshire Police have carried out a series of investigations into the treatment of 92 patients at the
Gosport War Memorial Hospital in the late 1990s.

Their families believe that sedatives such as diamorphine were over-prescribed at the hospital and led
to the death of their relatives who were receiving recuperative care.

As well as the police investigation, an inquiry was held by the Commission for Health Improvement
(CHI1) which criticised prescribing practices at the Hampshire hospital.

The Government's Chief Medical Officer, SirEL Code A !also commissioned a clinical audit to
examine death rates at the hospital in September 2002.

said it would be made available to the families after the hearing was concluded.

He said: “’Because the report is too directional and to avoid finger-pointing and issues of liability, | do
not want it to be introduced in these proceedings."”

Hampshire Police referred the results of its inquiry in relation to some of the deaths to the Crown
Prosecution Service (CPS), which decided not to prosecute.

i_..Code A iwho is representing four of the 10 families, said ahead of today's hearing: " The allegations
in this case are of the most serious kind.

**Several investigations have now taken place over many years but none has so far managed to get to a
resolution.

“*‘We have asked the Ministry of Justice to fund our representation because of the wider public interest
issues.

'Given the time that has elapsed and the mass of information, | think the coroner will have a very
difficult task but with our work and the efforts of the families | hope that he will get to the truth.”

Sir{ Code A | Conservative MP for Gosport, said that the inquest should not be held as sufficient

inquiries had already been held into care at the hospital.

He said: “"There have been so many inquiries, there was a police inquiry that came to a conclusion that
no further action was required.

| like and know the hospital and the people there, and would like the issue to be allowed to rest."

But: Code A Eleader of Hampshire County Council, said a public inquiry and not an inquest would

be the only way of establishing all of the facts in relation to the deaths.

The inquests are being held into the death of Code A
Code A

-The other deaths are of E _— . Code A

i Code A
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INQUEST INTO DEATHS OF 10 ELDERLY PATIENTS
PA Regional Newswire of English Regions: SOUTH EAST, March 18, 2009

A jury has been sworn in at an inquest being held to probe the deaths of 10 elderly patients at a
Hampshire hospital which has been investigated by police for allegations of over-prescribing painkillers.

Coroner' Code A toId the panel of five women and four men that the hearing was to find out how
the 10 pafients of thé Gosport War Memorial Hospital died more than 10 years ago.

The hearing, which is expected to last six weeks, was also told that only one of the patients had
undergone a post-mortem examination.

Among those to give evidence will be Dri Code A Ethe only individual to have been investigated by

police in connection with deaths at the hospital but who was not charged with any offence.

He explained to the jury that its task is to reach a verdict on how the 10 patients died but not to attribute
liability for the deaths on any individual.

Hampshire Police have carried out a series of investigations into the treatment of 92 patients at the
Gosport War Memorial Hospital in the late 1990s.

The inquests are being held into the death of} Code A

Code A

The other deaths are of | Code A

Code A

Copyright 2009 The Press Association Limited
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BEE NEWS

'Open mind’ over hospital deaths

Hampshire's chief constable says he is keeping an "open mind" about reopening an
inquiry into deaths at a hospital until he has seen the coroner's report.

An inquest jury looked into 10 deaths at the Gosport War Memorial Hospital in the late 1990s
and found three were given "inappropriate medication”.

the verdict.

Police looked into the treatment of 92 patients but no charges were brought.

‘Reconsider position'

He said that during three police investigations hundreds of statements were taken and some
of the most senior investigating officers were put on the case.

"The case was taken to the CPS (Crown Prosecution Service)... and the decision was there

was nothing to prosecute in this case, Code A added

"I have watched what has happened at the inquest and think some serious things have been
said.

"What I have to look at very carefully is to see if anything new has come out of the inquest.

"At first glance these do appear to be the same issues as before which the CPS has made a
decision on.

*T will wait for the coroner to produce his verdict in writing, I will very carefully read that
verdict and if anything new emerges we will reconsider our position."

In recording a narrative verdict, the inquest jury also found that two patients were given the
correct medication but in doses which contributed to their deaths.

Some of the relatives had long believed morphine was being over-prescribed.

The jury at Portsmouth Coroner's Court decided that in the cases of ! Code A

i Code A i the use of painkillers was inappropriate for their
condition.

E Code A were prescribed medication appropriate for

their condition but in doses which contributed to their deaths, jurors found.

In the cases of Code A
the jury decided that the prescription of painkillers had not contributed to their deaths.

http://newsvote.bbc.co.uk/mpapps/pagetools/print/news.bbe.co.uk/1/hi/england/hamps... 21/04/2009
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Dri Code A H:was investigated by police in connection with deaths at the hospital but she

was not charged with any offence.

She said in a statement: "I can say that I have always acted with care, concern and
compassion towards my patients.”

Story from BBC NEWS:
http://news.bbc.co.uk/go/pr/fr/-/1/hi/england/hampshire/8009528.stm

Published: 2009/04/21 07:43:29 GMT

© BBC MMIX

http://newsvote.bbe.co.uk/mpapps/pagetools/print/news.bbe.co.uk/1/hi/england/hamps... 21/04/2009
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Code A
From: ¢ Code A
Sent: 21 April 2009 01:10
To: P . Cc))deAl‘ i
Subject: Reporton¢ Code A
Attachments: E-i CodeA  idocx

Code A|

S Y &

Please fine attached my last patient report.
I will work on finalising the Generic Report tomorrow.

Kind regards
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Morphine overdoses blamed for hospital patients' deaths

April 21, 2009

Jury rules high doses of the powerful painkiller had been prescribed 'without
justification or logic'

An unprecedented inquest into the deaths of 10 elderly patients at a hospital in Portsmouth has
concluded that three of them were wrongly prescribed excessive doses of morphine which hastened
their end.

Two other patients were also prescribed drugs which contributed to their deaths — but the prescribing
was appropriate for their condition, a jury found yesterday. The deaths of five other patients were not
caused by the drugs they were taking, it said.

Yesterday's verdict follows a decade-long series of inquiries by police and the NHS into almost 100
deaths at Gosport War Memorial Hospital in the late 1990s.

Relatives of those who died had long claimed that morphine had been overprescribed. In a statement
after yesterday's verdict , they said the jury's ruling showed high doses of the powerful painkiller had
been given "without justification or logic" and they awaited the response of the General Medical Council.

Complaints about the hospital date back a decade. Families spoke of the "death ward" and claimed that
patients were sent to the hospital to recuperate but had instead deteriorated and died. Staff responded
by saying many of the patients were terminal and had been referred for palliative care.

Hampshire Police investigated but no action was taken. They alerted the Commission for Health
Improvement, the NHS watchdog (now the Care Quality Commission), which concluded in 2002 that
there had been a failure in patient care, with poor prescribing and supervision of staff, but that conditions
had since improved. Publicity around that report led more families to come forward and Hampshire
Police started another investigation.

Of 92 deaths, 10 sample cases were referred to the Crown Prosecution Service but it decided there was
not enough ewdence to prosecute. The cases were passed to the Portsmouth coroner wtlo had to_
because seven of the 10 had been cremated. The law requires an inquest to be held in tﬁé_'bmr_é'é'éhmce of
a body, save in exceptional circumstances.

Slf Code A the Government’s Ch|ef Medical Officer, ordered a rewew |nto death rates at the

i Code A and Code A i were prescribed medication that was not appropna’fé”i"c’i'r'
their condition. However it was given for therapeutlc reasons, implying that the overdose was not
deliberate.

http://license.icopyright.net/user/viewFreeUse.act?fuid=MzI0Mjk30A%3D%3D 21/04/2009
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morphine.

Code A | was being treated for a heart condition but staff failed to spot he was also
sufferlng from mternal bleedmg Professor ; Code A ian expert in palliative care, told the inquest
he was also given "excessive amounts" of morphine.

In the case of two other patients—{ Code A iand Code A i— the medication was
appropriate and given for therapeutic reasons, the jury found.

Dri__CodeA ia GP who worked at the community hospital part time, was the main doctor in charge of
Dryad and Daedalus wards, where the patients died, and was the only member of staff investigated in
relation to the deaths, though she never faced any charges. The inquest heard that she introduced a
system of pre-emptive prescribing which allowed nurses to increase the amount of painkillers such as
morphine without the need of a doctor being present.

© 2009 Independent News and Media. Permission granted for up to 5 copies. All rights reserved.

You may forward this article or get additional permissions by typing http://license.icopyright.net/3.7463%?

icx id=life-style/health-and-wellbeing/health-news/morphine-overdoses-blamed-for-hospital-
patients-deaths-1671671.html?service=PrintICopyright into any web browser. Independent News and Media Limited and
The Independent logos are registered trademarks of Independent News and Media Limited . The iCopyright logo is a registered
trademark of iCopyright, Inc.

http://license.icopyright.net/user/viewFreeUse.act?fuid=MzI0Mjk30A%3D%3D 21/04/2009
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Aprit 81, 2008

Gosport 'Death Ward' patients were over-
prescribed painkillers

Families call for new crininal investigation

Code A

(LR Code A

Five sldery palients whe died at a hospital in Hampshire ware overprescribed strong painkillars that
hastened thelr deaths, a jury has said.
The ruling has prompied calis for a new criminal invastigation.

Three of the patients whose deaths wers investigated were given inappiopriate drgs, theinguest ot
Portamouth Coronar's Court said, ralsing fresh questions over the guality of their medical care.

The inguest ury of five women and three men looked at the deaths of ten patients at the Gosport War
Memaorial Hospital between 1998 angd 1888, Thay were among 82 suspicious deaths al the hospital
investigated by police, overwhich no charges were brought.,

Tha jury concluded that in the cases ofl Code A
the medication was unstitable, but they said i had been given frr theraneotic reasons. Thay also ruled
that drugs had contributed to the deaths of two other patients ~ Code A andCodeA;
[""Code A }{known as{Code A} sithough in thair case the jury said that it was sppropriate for their
COMGIon,

I ail five cases, the administration of medication "contributed more than minimally” to their deaths:

b the cases off Code A land] Code A the jury
decided that the presuription of painkillers had not contribuled 1o their deaths.

and the NHS into almost a hundred deaths dating back to the late 1380s, Each of the ten patients was
nearing the end of life and went 1o the communily hospitad for palliative care.

Hamerphine ~ & soldion of morphine and saline — s used commonly to relieve the pain of dying
patients. it also helps to reduce distress.

Prescription of strong painkiffers is subject {o epecific guidedines, bt the Tanylies said thal thelr relatives
hatd! been overpresaribed painkillers,

hitpfwww timesonline.co ali/ol rewsfk/anicle6 133632 cce pmmt=yesrandnum=1. 217042008
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In a statement after the verdicts they also called for a fresh police investigation so that criminal charges
could be brought against those responsible. However, a spokesman for Hampshire police indicated that
they had no plans to carry out a new investigation. A police spokesman said: “Hampshire Constabulary
has conducted three separate investigations, during which the Crown Prosecution Service has been
fully consulted.

“It is our genuine hope that the extensive nature of the investigations conducted, the findings of the
Crown Prosecution Service and now that of HM coroner provide those involved with some resolution, if
not comfort, for the loss of loved ones.”

connection with the deaths but was not charged with any offence. A GMC panel later ruled that she
could work as a doctor only on condition that she stopped prescribing diamorphine and restricted her
prescribing of Valium (diazepam). A spokeswoman for the medical regulator said that it was unlikely to

Code A ‘from NHS Hampshire, apologised on behalf of the health service. “It is a matter of
regret to the NHS that three verdicts indicate that in the mid to late 1990s the medication administered
to these patients has been found to have contributed to their deaths”, he said.

' “Since the late 1990s the systems and policies in place at Gosport War Memorial Hospital have
undergone a complete overhaul.”

Contact our advertising team for advertising and sponsorship in Times Onling, The Times and The Sunday Times, or place
your advertisement.

Times Online Services: Dating | Jobs | Property Search | Used Cars | Holidays | Births, Marriages, Deaths | Subscriptions |
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Copyright 2009 Times Newspapers Ltd.
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holding company for the News International group and is registered in England No 81701. VAT number GB 243 8054 69.
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Families call for fresh police invesligation info Gosport
hospital 'death ward’

Relatives of five patients who died on g hospital's "death ward” have called for a GF o be
reinvestigated after an inquest jury decided excessive doses of morphine contributed to
their deaths.

Byl Code A ;
Last Updated: B 43AM BST 21 Apr 2009

D Code A
whio Wak hé
prescribing doctor
i each case, was
the subject of two
lengthy polica
investigations into
atotal of 82 deaths
which ended with
the Crown
Prosscution
Service deciding
there was
insufficient
evidence to charge
har.

But after a 10-year
campaign by families of the dead, an inquest in Portsmouth ruled that medication had been
a factor in five deaths at the Gosport War Memorial Hospital between 1996 and 1998

The Gosport War Memorial Hospital in Gosport, Hampshire Photo: PA

Redated Ardicles

Hospital docter twid son your mother "has come hera to dig”

Hospital drugs contributed 1o five deaths

10 elderly patients died at hospital amid 'drugging’ claims

Mar turned heating down so mothear would die

Elderly hame care patients uzb;ectad t0 shachmg nf:‘*géerf mvestigatzen

Helatives believed that their loved ones had, in the words of one man, been "intentionally
executud" gt the haspﬁai 5 erad and qudalus wcxrds

to be in the ﬁaspital She mphpd "Do you Emow your ma’iher has came here to dig?"
m, incjuest | jury demded that| Code A and Code A

corztubuta,d o their deaths‘ aithaugh rt had been gwen fOr tha;rapaunc reasmns They alsu

hiipo/fwww telepraph.co.ub/healthhealthnews S 189604/Familics-call-for-fresh-police... 21042009
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ruled that medication had contributed to the deaths of; Code A i andi Code A
] Code A |, but was appropriate for their condition. R
Medication had not been a contributory factor in the deaths of five other patients whose
deaths were examined at the inquest.

Newcastle University, who raised concerns that there may have been a "culture of voluntary
euthanasia" on the wards.

Nor were they shown a report into allegedly abnormal death rates at the hospital written by
Prof Richard Baker, who worked on the Harold Shipman inquiry, and whose findings have
never been made public.

Some of the families believe there has been a "cover-up" by the NHS and demanded the

was being killed. | will carry on now and make sure these people that are responsible for
.mv father's death are brought to justice."
Code A ia solicitor for three of the five families, said: "They feel vindicated by the

imposed interim restrictions on her registration, including banning her from prescribing
diamorphine.

The wards were nicknamed the "end of the line" locally because of its allegedly high death
rates and suspicions of some families that loved ones who seemed to be in no immediate

i Code A was admitted to Dryad ward in October 1998 after he suffered a broken arm.
He also suffered from liver problems because of a long-standing drink problem and the

Lause of his death was given as heart and liver failure.

i Code A itold the inquest his father had made a good recovery at the Queen Alexandra

Hospital in Portsmouth from the fall that broke his arm. But when he was transferred to
Gosport, his condition deteriorated severely and he died four days later.

son, they are killing me.'
"] said 'No they are not Dad, they are trying to do the best for you' and | left him there.

had "unrealistic expectations" for the health of their loved ones as they arrived at GWMH.

© Copyright of Telegraph Media Group Limited 2009
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