
File 1 

GOSPORT 

FILE CONTENTS 
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NMC1 00086-0001 

Liz McAnulty (Director FTP) letter to CHI 11.2.02 enclosing correspondence with DS 
James of Hampshire Constabulary re: [~~~~~~~~~~~~~~~~~~~~~~~~~~~~~Cji)_Ci_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~] and 
["_~--~--~--~--~~-~~~~~~--~--~--~--~·;and the police reports into the death of Gladys Richards (Ford and 
Livesley reports) -police to take NFA. 

Liz McAnulty correspondence May 2001 - September 2002 with NHS Directorate of 
Health and Social Care, NHS South Regional Office 

Professional conduct Report to the PCC 18.9.01 re~·-·-·-·-·-·-·-·-·-·-·-·c·ocfe·-A·-·-·-·-·-·-·-·-·-·-·-! 

( G ladys Rich a rds) • L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

Feb 02 - internal email re: possible re-opening of police case into death of Richards 

21.2.02 -letter to DS James to Liz McAnulty re: Ford/Livesley reports - NFA by 
police, but may raise professional issues - 5 cases now examined 

26.2.02 - Liz McAnulty acknowledgement of OS James - passed to case manager 
as may be new allegations 

12.12.01 -Ford report into Richards, Cunningham, Wilkie, Wilson, Page 

Jul 01 - Livesley report into Richards 

8.3.02 -letter from DR Re id, Portsmouth Healthcare NHS Trust, to DS James re: 
inaccuracies in Ford report 

Internal emails/filenotes March/April 2002 

5.2.02- em ail from r·-·-·-·-·-·-·c·o-d"e·A··-·-·-·-·-·1 to !-·-·-·-·-·-·-·-·-·c··-·-·-·-·-·d··-·-·-·-·-·-A·-·-·-·-·-·-·-·-·-·-·-·~sking her to 
t 1 h G'll' M LKi·-·-·-·~-·-·-·-·-·-·-·-·-·-·-·-r··' t • o e ! 

e ep one 1 1an c enz1e re: camp am ~--·-·-·-·-·-·-·-·-·-·-·-···-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

29.4.02 -letter from r··-··c;c;;e·-,A··-·-·'pase manager) to Dr Eileen Thomas, acting 
nursing director at FaLrefii~litfaficfG'osport PCT, requesting information in response to 
Ford and Livesley reports 

15.5.02 - response from Dr Eileen Thomas enclosing: 

• Notes of PCT meetings to discuss actions of nurses referred to NMC (NB: 
although this document talks about "three nurses" it does not name them 

• Nursing notes Alice Wilkie 
• Medical notes Alice Wilkie 
• Prescription record Alice Wilkie 
• Nursing notes Robert Wilson 
• Medical notes Robert Wilson 



NMC1 00086-0002 

• Prescription record Robert Wilson 
• Nursing notes Arthur Cunningham 
• Medical notes Arthur Cunningham 
• Prescription record Arthur Cunningham 

May 2002 - email correspondence re: NMC and CHI re: factual statement to be 
included in CHI report (''The police raised concerns about the registered nurses with 
the UKCC (now NMC) and the Council is considering whether there are issues of 
professional misconduct in relation to any of the registered nurses involved') 

Page complaint letter 17.5.02 re: death of Mrs E Page - namesr-·-·-·-·-·-·-·-·-C-ode-·A-·-·-·-·-·-·-·-·1 
others '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·" 

NMC acknowledgement of Page complaint 22.5.02 

N MC request for further information from Page 12.6.02 

NMC filenote (prepared by!-·-·c·ode-·A-·-·:> summarising Ford report conclusions 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

July 2002- internal emails re: case files in respect of[~~~~~~~~~~~~~~~~~~~~~}\~~~~~~~~~~~~~~J and 
i-·-·-·-·-·-c·o-de_A_·-·-·-·-·~Ione (complaint from Jackson and her daughter V eats) 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

[~~~~~~~~~~~~~};~~~~~~~jxecutive summary of CHI report 11.7.02 

f.~~~~~~~~:.~~~Jfilenote re: status of complaints 12.6.02 (only complaint received from 
Page, Mrs Richard's daughter had telephoned and was told to write in but nothing 
had been received) 

l~~~~~~~~~~~~~i!~~K~~~~~~]W:}m~1~JJ}.~Q?._~_Y_I!I.'I!§I~_~i_l}g_i_~~.Y-~~-{f~rth~r._C?.9._rrtR_I_~i_l'!~s received from 
Jackson againstL._·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--~~-~~--~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 re: Devine. Noted :-·-·-·-· ·-·-·-·-·-·-·-·-·-·-c-oiie-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 were no longer working for the Trust) 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

NMC file note 11.7.02- internal agreement to put the cases into PPC part 1 end 
August 2002 

CHI report and executive summary July 2002 

Masters for P~9.-.!!l~~.!i!.!9_?~:-~:_Q?_:::..~~~-~~!_t:t~~--~ 1978, 12012, 12011, 12012, 12013 
re: registrants Code A : 

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

PPC marked up agenda 24.9.02- all adjourned 

File2 

Jackson (pp Yeats) complaint re: Wilkie naming[·C~d~-·iid 1.6.02 
i..·-·-·-·-·-·-·-·-·-·-·J 

Duplicate CHI report and executive summary 
I 

Duplicate Ford report 

Duplicate Livesley report 

Page complaint re: Page naming!-·Co.{iEi"-·A·1and others" 17.5.02 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 



r·c·o-de-A"[ complaint re: Devine naming r-·-·-·-·-·-·-·-·-·-·-·-·-co-Cie·A-·-·-·-·-·-·-·-·-·-·-·-·-·r 6.6.02 
'·-NNfC-feher of acknowledgement to JacRsorft3~Kuz-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

NMC1 00086-0003 

NMC letter informing Jackson that PPC will consider complaint on 27.8.02 

Handwritten note re: "further complainants" Mrs Gillian McKenzie (plus address) and 
Ms Lesley Richards (plus address)- patient not named, but it would appear to be 
Gladys Richards 

File 3 

PPC masters 18.9.01 

PPC masters 27.8.02 

Clare Strickland memo and attachments 20.4.07 

Filenote of telephone call from Mrs Bulbeck 26.1.04 re: a patient death at Gosport 

Correspondence from Hampshin~ __ C._Q.IJ§.t~b.~J.?Jry 19.1.05 forwarding letter 26.11.04 
and attachments from Wilson re:!·-·---~-~~~--~·-·-·}- no nurses named. Includes report by 
the Health Service Ombudsman into complaint by Mr Wilson 

Du_plicate ofi.Code·-A-lcomplaint 6.6.02 re: Devine naming[·-·-·-·-·-·-·-·-·cocfe-A·-·-·-·-·-·-·-·-1 and 
~·-·-·-· -·-: •-·-·-·-·-·-·-·-·-·- L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 
iCodeAi i_ __________ j 

NMC letter of acknowledgement to[~-~~~7~]14.6.02 

NMC letter 2.7.02 requesting further information from L<i~-~~-_A] 

NMC letter 12.8.02 to Page informing him PPC would consider allegation on 27.8.02 

NMC letter to L~~~~-~~~Jinforming her that PPC would consider allegation on 27.8.02 

Fareham and Gosport NHS Trust letter to NMC 16.9.02 asking to be notified of 
outcome of PPC meeting 24.9.02 

Internal email L."~.·~--~--~--~--~~~~~~-~~~--~--~--~--~--~."J 16.9.02 

Fareham PCT press release 13.9.02 announcing CMO's clinical audit 

Press cutting 10.7.02 re: CHI findings 

Fare ham PCT letter 10.9.02 to NMC acknowledging unnamed additional complaint 

Jackson letter of authority to NMC 13.9.02 

Bulbeck letter of complaint re: Middleton 19.6.02 - no nurses named 

NMC acknowledgement letter to Bulbeck 26.6.02 

NMC request for further information from Bulbeck 3.7.02 

NMC letter 3.7.02 to Gosport WMH re: Bulbeck complaint 



. . . ~: 

Fareham PCT letter to NMC 8.7.02 re: commissioning investigation into Bulbeck 
complaint 

NMC acknowledgement to Fareham PCT 22.7.02 

Fareham PCT letter to Mrs Bulbeck 18.7.02 

Bulbeck letter 12.8.02 to NMC -can't name individual nurses 

NMC letter 5.9.02 to Mrs Conley (sic) nfc_o.cie--A·1 
'-·-·-·-·-·-·-·-·-·-·-· 

Carby letter 22.8.02 to NMC re: Carby naming [~-~~~--~~] 

NMC letter to Fareham PCT 5.9.02 re: Carby complaint 

NMC1 00086-0004 

Bulbeck letter to NMC 2.9.02 naming (~~~:.~:.~J as nurse responsible for care 

Hampshire Health Authority letter to NMC 19.9.02 enclosing correspondence 
provided to PCT management by "a member of staff' on 16.9.02- enclosures are the 
1991 correspondence involving the RCN re: concerns about use of diamorphine
named nurses include:-·-·-·-·-·-·coCi-e·A·-·-·-·-·-l, Anita Tubritt, f-·-·-·-c;;·d·~·-:;c·-·-·"} 

correspondence acknowled~fed-bY"liz.McAnulty 24.9.oi·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Dec letters 27.9.02 to Lesley Richards, Mrs Jackson, Mr Page, Ms Yeats, Jan Peach 
{service manager, community hospitals), :-·-·-··c-oCie·A-·-·-·i Mrs Bulbeck, Mrs McKenzie
adjourned to await outcome of CPS investig-ations-·-·-·-·-

Dec letter 3.1 0.02 to Ms Rowles, director of public health, Fareham PCT naming 
:-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·caCiE!.jf-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·: 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Letter Hampshire Health Authority to Liz McAnulty 27.9.02 informing NMC that 
Hampshire Constabulary have referred case back to CPS in light of new information, 
including documents from 1991 

Letter from Fareham PCT to NMC 11.10.02: 

• Aware of allegations ra!·-·-·-·code·A-·-·-·-! ,--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·, 
• Not previously aware otaTie~;iatlon_s._re:i Code A i 
• Unsure as to status of cases against N'eviTfe~-·:Jofce-ancfCou-chman-·-·-·-·-·-· 

Letter from Fare ham PCT to NMC 14.10.02 enclosing PCT investigation report into 
Bulbeck complaint {prepared by Jane Williams) 

5.11.02 BBC news printout of report on GWMH 

Letter from Fareham PCT to NMC 15.11.02 enclosing Hooper report 22.10.02 to 
Fareham PCT re: Carby complaint 

:-·-·-·-·-·c-oCie-A·-·-·-·-·: PPC report July 2002 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-



NMC1 00086-0005 
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Dear all 

Thank you very much for meeting this afternoon. Here is a summary of what we have agreed: 

l 
• rc-;;d";;"A: will be the r~~~~i.~~}\~~Jand will take case decisions with the assistance of me and in consultation 

'·witnf;~~-~~:where necessary. This will include a decision about whether to put the case into PPC part 2 or part 
4. Tfns1issue will be resolved at the end of the GMC proceedings. 

• At that stage, I will update my full report to the panel and finalise the panel bundle, the whole of which will 
also be disclosed to the registrants. 

• We need to start getting a PPC scheduled to follow the GMC proceedings, which are due to finish on 21 
August 2009. To allow enough time to serve the registrants, we are looking at a date at the end of 
Septemberlbeginning of October. i-c~d~-A-~ill ask the schedulers to list a PPC meeting. 

• The PPC will have a legal assessoYfa·-assist them. 
• ;;:;~~Will start to arrange a meeting with the Trust to take place prior to the PPC meeting, and immediately 

atfer the GMC proceedings {late August/early September). This will enable us to get up to date references 
and information about the registrants. · 

• Investigation markers will not be put against the names of the registrants until they are sent formal 
notification of the PPC meeting. lt was noted that C~~j::_i~~~~~~~~~~~) registration is due to lapse in August 2009. 
1t has been reported to us that she is suffering from a terminal illness and so is unlikely to renew. 

• When notification is sent to the registrants, letters will also be sent to complainants, including the Richards 
complainants, whose case was closed in 2001. .-·-·-·-·-·-·-· 

• We agreed that it would be inappropriate to give any sort of statement to Comms at present. L~~~~-~f.yill 
reply to [~~~~~~]request for a statement. 

• 1 will email Sarah Ellson at FFW to ask what sort of contribution the GMC wants re: the transcripts of the 
inquest. 

• L92~~fi:~Jvill ask admin to ensure that anybody who calls FTP with a query about Gosport is put through to 
him. 

Please let me know if I have missed anything, or if there is anything I have got wrong. 

Regards 

Clare 
Clare Strlckland 
Senior lawyer (hearings) 
In-house legal team 

~--~~~-~~~~~?_-_-_-_-_] 

First Floor 
Centrium 
61 Aldwych 
London 
WC284AE 

12to612oo9 u_.t,_ ____ ~ .. L.k6L._.L~~~~~~~~~~~~~~~§~~~~)i~~~~~~~~~~~~~~~]f~:~:~:~:~:~:~:~c~O.J.i:e~:A·-·-·-·-·-·-·-·-·l 
j Code A r·-·-·-·-·-·-·-·-; 

i.·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 
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Meeting to discuss the Gosport case 
I 

12.6.09 2.30pm 
l 

Agenda 

Introduction and update <E~~~~~~~ .-·-·-·-·-·-) 

)codeAi 
Executive decision making arrangements •-·-·-·-·-·-! 

PPC arrangements: ' 0~ ~ . _ J ffi;_: ____________ ; 
a. Rule8{1)orPart4? _,_,\0 ..... :codeAl 

~: r~~~9assessor? ] ro)~ \~'-"" :._ ___________ _: 
d. Shorthand writer? 

Consequential arrangements: ~ "'~ VJ y~ 
a. Notice to registrants (to note special circumstances re: Hamblin) _.. iJr bt'f f\"{ll 
b. Notice to the Trust .;' f!JP ~ 
c. Notice to complainants /./ 
d. The Richards complaint . 

Communications - ~ tP p,.,...,_!, -"'-";Jf '1-'-~~-?~-'i ~ 
T ra ns cri pts: ~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

a. Coroner's inquest- see email from GMCv-l~~-~~~-to ~ ~G, ~ /M' 
b. GMC proceedingV '·-·-·-·-·-; Gf'...f c. 1o ~ i..:J JL 

f\1~ ~ lo fjO _,., db ~ #</-' .fvPr· 

~:~~:·~·ifo ~ ~ k ,(Jtvf ~ ~ ~ 
'·-·-·-·-·' lo JVAA . i 

I 
l 

!-~~-~-~-~-! 
i·-·-·-·-·-·-! 
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From: r.·~--~--~--~--~-9~~-~~~~--~-·~.-~.-~."J 
Sent: 12 June 2009 14:10 

To: I an T odd; r~:~:g~~~~:~~~:~:~1 L~~~~~~~~~~~~~~~~~~~~~~-~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~J 
Subject: Gosport agenda meeting :~:;:~:20090612 

i.._. ____ j 

Attachments: Gosport agenda meeting [~-;:;~]20090612.DOC 
L-·-·-·~ 

Dear all 

Thank you for agreeing to attend the meeting this afternoon. I thought it might assist if we all have a list of the 
points that we need to discuss, so I have prepared an agenda, a copy of which I attach. Hopefully drop in 
room 4 is available; otherwise we can use one of the hearing rooms. 

See you in 20 minutes! 

Regards 

Clare 

Clare Strickland 
Senior lawyer (hearings} 

,J!:!.:h.9~-~~.J~.9~H~?I-'Tl 

! Code A i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

First Floor 
Centrium 
61 Aldwych 
London 
WC2B4AE 

12/06/2009 
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Clare Strickland 

From: Clare Strickland 

Sent: 03 June 2009 17:02 

To: L~.-~--~--~--~--~-~-~-~-~--~~--~--~--~-~--~--~~ 
Subject: Gosport 

Hello i"c~d";;·Al 
L·-·-·-·-·-·-·..: 

NMC1 00086-0008 

Page 1 of 1 

Please could you arrange a meeting to <;t.t~~'='ss ttVs_cas.e?.Jre.al!y need to see I an and F~.;~:~iand C§.~i.~:~J has also 
kindly offered to come along. Ideally, if [code A !as cl Code A ind r-·-·-·-·cc;·Cie~A-·--·-·-!asr-·-·-·c;c;-Cie)~··-·-·-could come 
along as well, that would be great. ·-·-·-·-·-· ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 '-·-·-·-·-·-·-·-·-·-·-·-·-

As soon as possible would be good, but please let me know if any particular person's availability presents any 
problems. 

Many thanks 

Clare 

Clare Strickland 
Senior lawyer (hearings} 

c·-ln..hO.Ll<;:P-.Jen.al.tearn 

i Code Cl 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

First Floor 
Centrium 
61 Aldwych 
London 
WC2B4AE 

03/06/2009 



NMC File Note 
I 

Subject: Gosport 

Date: 3.6.09 

Author: Clare Strickland 

Discussion with L~:~:~:~:~:~~~~~t\:~:~:~J re: letters to registrant in advance on any PPC: 

• Agreed that generally, registrants should be informed whenever a case is 
being considered by any of the NMC's Committees, and given a full 
opportunity to comment. 

NMC1 00086-0009 

• If we are putting the case in part 4 {i.e. not to proceed), there is no need to 
send the PRE16A letter (as per Rule 8(1) of the 1993 Rules). 

• If the PRE16A letter is not to be sent, there is no need to draft specific 
allegations - it will be sufficient to inform the registrant that a complaint has 
been received in which they are named, and ask them to make any comment 
they like. 

• ReL~~=~~~§~4~~~:~~:~~J who is reported to be terminally ill, we need to agree a 
sensitive and careful approach. Possibilities include meeting with the Trust to 
discuss the complaints, not sending her any material at all, or sending her 
material with a carefully written, sensitive, personal letter suggesting that it 
should all be forwarded to her representative. 

• [c-~d";"Aiagrees we need a meeting with lan Todd (FTP director) and {_~_;~~~] 
r·-·-·-·-·-·-·-·-·-·-·-coCie-·A-·-·-·-·-·-·-·-·~---·~ she is also happy to attend. 

• A-greedTwfif"gerL.~--~--~--~--~--~~-~~~~--~~~--~--~--~--~--~Jo arrange a meeting asap. 
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Clare Strickland 

From: Clare Strickland 

Sent: 03 June 2009 12:09 
To: :-·-·-·-·-·caCie·-A-·-·-·-·-·i 

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

Subject: Gosport 

Hi rc;~;;;:.;:j as you may know I have been doing some work on this case, which we are planning to put back to 
the'"PPG'after the close of the GMC's proceedings against the doctor. One of the things I am trying to do is 
draft letters to the registrants to inform them about what is happening. I would be very grateful if we could 
discuss when you are free, as you are the expert on all things old rules. 

Many thanks 

Clare 

Clare Strlckland 
Senior lawyer (hearings) 
In-house legal team 

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

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

First Floor 
Centrium 
61 Aldwych 
London 
WC284AE 

03/06/2009 
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Clare Strickland I 

From: lan Todd 
·------r------ --

Sent: 06 May 2009 20:04 

To: 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

L. .......... ~<?.~~--~·-·-·-·-·-·j 
Subject: RE: Last day of Gosport Inquests 

Hi r~·~-~~-~~ 
i-·-·-·-·-·-j 

Yes, happy to cover costs on transcript. 

I'm away for a few days, we can discuss next steps on my return. 

Regards 
I an 

From: Clare Strickland 
Sent: 01 May 2009 13:21 
To: Ian Todd ccc·-·c-o.de·A·-·-·: 
Subjecfi-i=W:Tast day of Gosport Inquests 

Dear lan 

Attached is the verdict from the Gosport inquests. 

NMC100086-0011 

Page 1 of2 

The only patient in respect of whom we have an existing complaint is Elsie Devine. In her case, the jury found 
that medication contributed more than minimally to her death, that it was given for therapeutic reasons, but 
that it was not appropriate for the condition and symptoms. 

I would like to accept Sarah Elson's offer of a copy of the full transcript, subject to us covering their 
administrative costs. Please could you confirm that you are content for us to cover the cost, and I will go 
ahead and request it. 

The GMC case against Or Barton is due to start on 8 June and to run for 10 weeks. This information is not in 
the public domain yet. 

Also, one of the nurses against whom we have received a complaint is suffering from a terminal illness. She 
was due to be a witness in the GMC proceedings, but is· unlikely to be well enough to attend. 

I have reflected on our position in this case following the McNicholas decision, and am of the view that I will 
need to do significant further work before the case can be put before the PPC. However, I am concerned 
about my availability to do that work, given my other hearings commitments over the next 3 months. I will 
discuss this with Sarah in the first instance. 

Please do not hesitate to contact me if you need further information. 

Regards 

Clare 

Clare Strickland 
Senior lawyer (hearings) 

.. !~=-~~-l!~.~-~~9~!.~.~~-1!1-.. ·-·-·-·-

Code A 
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From: Ellson, Sarah [mailto:Sarah.EIIson@ffw.com] 
Sent: 29 April 2009 17:39 
To: Clare Strickland 
Subject: Last day of Gosport Inquests 

Dear Clare 

lt is not the easiest to read but here is the transcript of the last day of the Inquests which contains 
the verdicts. 

If you think you might like the whole transcript can you let me know ~ I may be asked to make a 
small charge for this - the GMC would appreciate it if we could at least cover our administrative 
costs on this. 

Sarah Ellson 1 Partner 
for Field Fisher Waterhouse LLP 
dd: L~~~~~~~:~~:~~~~~c(e~~~~~~~~~~~~~~~~J m: ~--·-·-·-·-·-coCie-A·-·-·-·-·-·-! 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Consider the environment, think before you print! 

Field Fisher Waterhouse LLP 271h Floor Cily Tower Piccadilly Plaza Manchester M1 480 

Tel+44 0161 200 1770 Fax+44 0161 200 1777 

E-m all i!lfQ@fN.' !:Off! Web '!fW'If.. tft/..&.Qffi. CDEB23 

NMC100086-0012 
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FFW does not accept service of documents by e-mail for Court or other purposes unless expressly agreed in wriling beforehand. For 
service to be effecliva. the sender must receive an express acknowledgement of rece1pt from the person intended to be served. 

This e-ma1l may contain privileged and confidential information. If you receive lt in error please I ell the sender and do not copy, distribute 
or take any act10n m reliance upon 11. You should ensure this e-mail and any attachments are virus free. E-mail is not a 100% virus-free or 
secure medium. lt is your responsibility to ensure that viruses do not adversely affect your system and that your messages to us meet 
your own security requirements. We reserve the right to read any e-mail or attachment entering or leaving our systems wilhout notice. 

Field Fisher Waterhouse LLP 1s a hmited liabihty partnership registered in England and Wales (registered number OC318472) and is 
regulated by the Solicitors Regulation Authority. A list of 11s members and their professional qualifications is available at its registered 
office, 35 Vine Street, London. EC3N 2AA 
We use the term partner to refer to a member of Field Fisher Waterhouse LLP, or an employee or consultant with equivalent standing and 

qualifications. 

07/05/2009 



Clare Strickland 

From: lan Todd 

Sent: 16 March 2009 09:08 
To: r··-·-·-·-·-cc;Ci-e·"A··-·-·-·-·-·: 

··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Subject: RE: Gosport War Memorial Inquest 

I agree 
I an 

From: Clare Strickland 
Sent: 16 March 2009 09:09 
~~~ l~~~~~-c~~~~~~~:.~:.~~J L~--~--~--~--~--~--~--~--~--~--~--~--~--~~~~~--~~--~--~--~·-=·-~--~--~--~-~--~--~·.J 

Sub)ea:·:·-FW·:-·Gasport War Memorial Inquest 

Dear all 

NMC1 00086-0013 
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Attached below is an email from the transcribing service which is covering the Gosport inquest (which starts 
on Wednesday). I have telephoned the company, and explained that we are unlikely to need the daily 
updates, but that we may want to buy transcripts for all/part of the inquest after the event. They have 
confirmed that with permission of the coroner, we would be able to do this, and that the rate would be in the 
region ot[·-·-·co-Cie-·A··-·r 

L--·-·-·-·-·-·-·-·-·-·-·-·-·1 

Unless anyone disagrees, I would recommend that we take that approach, rather than get daily transcripts at 
the expense ofi··-·-·-·c·o-de·A·-·-·-·we do not need them on a dally basis, and we probably would not need all of 
the evidence in'·a·ny-·event··-·-·-·-·' 

Finally, 1 attach a further copy of my memo dated 24 February, to which I have not yet received any 
acknowledgement or response. If there is anything anyone wishes to discuss before responding , please let 
me know. 

Regards 

Clare 

Clare Strickland 
Senior lawyer (hearings) 

. .Jn7ho.us.e..JeoaLteam 

I Code AI 
i_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

From: Maxwell, James [mailtor···-·-·-·-·-·-·-·-·-·-·-·c(icie·-A·-·-·-·-·-·-·-·- ! 
Sent: 12 March 2009 10:41 L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

To: Clare Strickland ~-
Subject: Gosport War Memorial Inquest 

Dear Clare, 

Further to my call earlier today with Adele Watson at FFW, I am currently trying to gauge interest in providing 
our daily stenography service for the Inquest and have had initial enquiries from FFW and now also the 
Coroner. ! 

If I may bring a couple of points to your attention with regards to our daily transcript service: 

- ~· -
• The transcript that we will produce at the end of each day will be emailed to each party within 2-3 hours 

16/03/2009 
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of the inquest ending. lt does not form part of a disclosure process and is used by each legal team to 
reflect on the days proceedings and allow them to review notes in preparation for the following day. 
Research has shown that by using our daily service, inquest sitting time can be reduced by upto 20%. 

• If each party were to agree on receiving the transcript, then I can split the costs accordingly by 7, which 
would amount to £160 + vat per day, based on a 30 day period. 

I am contacting the other parties to also relay this information and I hope to hear from you soon. Hopefully if 
all parties agree, then I can send a quotation booking form to you, so that we can confirm the service. 

Kind Regards, 

James 

James Maxwell 
Merrill Legal Solutions 1 Account Manager- Public Sector 
6th Floor 1190 Fleet Street 1 London J EC4A 2AG I UK ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· r-·-·-·-·-·-·-·-·-co"Cie-A·-·-·-·-·-·-·-·-J Main: +44 (01207 404 1400 I Mob! Code A i 

'·-~:marE·-Jamos;maxwen@"merrlllcQip_&_om Web: www..mo~·-·-·-·-·-·-·-·-·-·-·-·-' 

Winner: Private Equity News Software Provider of the Year 20D8 
Winner: "Best In VDR Technology 2008", World Finance Magazine 
Winner: "Best EDD/Litlgatlon Support Provider'', Legal Technology Awards 2009 

16/03/2009 
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Clare Strickland 

From: Clare Strickland 
I 

Sent: 16 March 2009 09:09 I 
To: I an To dd; C:~:~.~~~~:~~:J [~~~~~~~~~~~~~~~~~~~~~~~~~~~~-~~E~~~~~~~~~~~~~~~~~~~~J 
Cc: r-·-·-·c·ocfe_A_·-·l 1 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Subject: TRIM: FW: Gosport War Memorial Inquest 

Attachments: Gosport memoi·~::~-~~~0090224.DOC 
TRIM Dataset: TL 

TRIM Record Number: 335310 

TRIM Record URI: 349775 

Dear all 

'·-·-·----~ 

NMC1 00086-0015 
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Attached below is an email from the transcribing service Which is covering the Gosport inquest (which starts 
on Wednesday). I have telephoned the company, and explained that we are unlikely to need the daily 
updates, but that we may want to buy transcripts for all/part of the inquest after the event. They have 
confirmed that with permission of the coroner, we would be able to do this, and that the rate would be in the 
region of £32 per day. 

Unless anyone disagrees, I would recommend that we take that approach, rather than get daily transcripts at 
the expense of £160+ per day. We do not need them on a daily basis, and we probably would not need all of 
the evidence in any event. 

Finally, I attach a further copy of my memo dated 24 February, to which I have not yet received any 
acknowledgement or response. If there is anything anyone wishes to discuss before responding , please let 
me know. 

Regards 

Clare 

Clare Strickland 
Senior lawyer (hearings) 
In-house legal team 

f-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

i Code A ! 
! i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·; 

From: Maxwell, James [mailt~-·-·-·-·-·-·-·-·-·-·-·-·Code-·A·-·-·-L·-·-·-·-·-·-·1 
Sent: 12 March 2009 10:41 ;-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-r·-·-·-·-·-·-·1 

To: Clare Strickland I 
Subject: Gosport War Memorial Inquest : 

Dear Clare, 

Further to my call earlier today with Adele Watson at FFW, I am currently trying to gauge interest in providing 
our daily stenography service for the Inquest and have had initial enquiries from FFW and now also the 
Coroner. 

If I may bring a couple of points to your attention with regards to our daily transcript service: 

• The transcript that we will produce at the end of each day will be emailed to each party within 2-3 hours 
of the inquest ending. lt does not form part of a disclosure process and is used by each legal team to 
reflect on the days proceedings and allow them to review notes in preparation for the following day. 
Research has shown that by using our daily service, inquest sitting time can be reduced by upto 20%. 

16/03/2009 
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• If each party were to agree on receiving the transcript, then I can split the costs accordingly by 7, which 
would amount to £160 +vat per day, based on a 30 day period. 

I am contacting the other parties to also relay this information and I hope to hear from you soon. Hopefully if 
all parties agree, then I can send a quotation booking form to you, so that we can confirm the service. 

Kind Regards, ) 

James 

James Maxwell 
Merrlll Legal Solutions 1 Account Manager- Public Sector 
5th Floor 1190 Fleet Street [London 1 EC4A 2AG I UK 

I 

:-·-·-·-·-·-·-·-·-caiie_A_·-·-·-·-·-·-·-·-: Main: +« (o) 2or 404 14oo 1 Mi:~:~:~:~:~:~:~:~?~~~:~~:~:~:~:~:~:J 
~-tman:-")lltm!s;maxw(fff@mlf..o:l.ll®IM.9.DJ Web: WWW.IDQrrllleorp,comlmls 

Winner: Private Equity News Software Provider of the Year 2008 
Winner: "Bost In VDR Tochnology 2008", World Finance Magazine 
Winner: ~east EDD1LillgaUon Support Provider", Legal Technology Awards 2009 

16/03/2009 
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NMC INTERNAL MEMORANDUM 

To: lan Todd I From: Clare Strickland 
r-·-~cocie--A·-·-·-~ 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..: 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
i i 

I Code AI 
' ' i i 
i i 
i i 
i.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Date: 24 February 2009 CC: 

Re: Gosport War Memorial Hospital 

1. As you will recall, further to my memo of 16 May 2008 (attached), in August 2008 
it was agreed that we would instruct leading counsel for advice on how to 
proceed in this case. 

2. In August 2008, we instructed Johannah Cutts QC to advise us and to produce a 
guidance note for use by the PPC. 

3. In September 2008, we established contact with the coroner conducting the 
inquest, and obtained some further information and documents requested by 
leading counsel. 

4. In October 2008, I completed my report to the PPC, which contains a full 
summary of the case. 

5. In January 2009, we received further information from the coroner following a 
pre-inquest hearing on 19 January 2009: 

• The inquest will start on 18 March 2009, and is scheduled to run into April 
2009; 

• A number of nurses will be called as witnesses, but none of the nurses is 
to be separately represented. 

• Of the nurses who are subject to existing complaints before the PPC, only 
Gill Hamblin is to give live evidence at the inquest (although the coroner 
has witness statements from Freda Shaw as well). 

6. In February 2009, we received the opinion and guidance note from Miss Cutts 
QC. Copies are attached to this memo. 

7. You will note that Ms Cutts agrees with our vie,w that matters should be placed 
before the PPC as soon as possible. 

8. However, I am conscious that we have taken longer than expected to reach this 
~oint, and as a result, we would be unable to arrange a PPC meeting before the 

inquest starts on 18 March 2009. I consider that it would be undesirable to 
arrange for the PPC meeting to take place whilst the inquest is ongoing: 



• lt will not achieve what was our original aim, i.e. to clarify the position for as 
many nurses as possible (and the complainants) in advance of the inquest; 

• The PPC is unlikely to adopt any c~urse other than adjourn pending the 
outcome of the inquest. : 

I 

NMC1 00086-0018 

9. At this stage, it would appear that the inquest is not likely to run beyond the end 
of April 2009, but there can be no guarantees of this. However, it is unlikely that 
waiting until the outcome of the inquest is known will delay the case by any more 
than three months. 

10. If this is agreed, we must be ready to proceed quickly once the outcome of the 
inquest is known. To some extent, the course to be followed will depend upon the 
outcome of the inquest. However, there are some things we can do to be ready: 

a. Establish the registration status of nurse~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·c·ode·-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·c·ode·-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i <a 11 orwn·cfnfare.llie-suoJe·cronne-cases-·" 
'·-·-·curtenl15rcelore·-men:rpe}~·-·-·-·-·-·-·-·-·-·-·-·1 

b. Establish the identity and registration status of Staff Nurse l~:~:~:~:~:~~?~4~:A:~:~:~:~:J 
[~~~-i~i~~) (named by Mrs Carby in her complaint, which has never been put 

before the PPC); 

c. Make a decision on how to proceed in the Richards case, and be ready to 
explain this decision to the complainant. As you may recall, this case was 
closed by the PPC in 2001. However, in 2002, the complainant was sent a 
letter in error saying that the case had been adjourned. This case is one that 
is being considered by the coroner, but not the GMC. Therefore, at the close 
of the inquest, we should have everything we need to make this decision and 
communicate it to the complainant. 

d. Decide which documents should be served on the practitioners and draft 
letters to be sent to them prior to the referral to the PPC. 

11. I would suggest that [~~-Ci~~~A]as l~:~:~:g~~~~:~~~:~:~Jis best placed to deal with points a) 
and b) above, and I would invite him to email me with the results as soon as he 
can. I can deal with point d). I consider that point c) is a decision to be made by 
I an and/or L~-~~-~:J lt would be helpful to have your preliminary view, which can be 
reviewed once we have the outcome of the inquest. 

12. Please let me know if you would like to discuss further and/or need any further 
information. 



' 

I 

C~are Strickland 

From: 

Sent: 

To: 

Cc: 

Subject: 

Attachments: 

&Catalog On Send: 

Container URI: 

Delete After: 

Show Dialog: 

TRIM Dataset: 
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Clare Strickland 

24 February 2009 16:57 

[==:~~~~~~=====;:~~~~~~:::::::::1[-_-_-_-_-_-_-_-_-_-_-_-_~~-~~--~---_-_-_-_-_-_-_-_-_J 

TRIM: Gosport 

Gosport memofC:-;;;j~-i..l20090224.DOC; Gosport memo i-~:~~-~]20080516.DOC; 
Gosport Cutts dc-·opinion 20090209.DOC; Gosport Culfs QC guidance note to 
ppc 20090209.DOC 

-1 

35474 

0 

-1 

TL 

TRIM Record Number: 320132 

TRIM Record Type URI: 7 

TRIM Record URI: 333558 

Dear All 

Attached is my memo of today's date which gives you an update on this case. I have also attached my 
previous memo of 16.5.08 for information, and the advice and draft guidance note we have received from 
Johannah Cutts QC. 

Please let me know if you have any questions or would like any further information from me. 

Finally,[~~?~~~~~!.~] please could you let me know if you have received any invoices from Miss Cutts? We have 
received one that is marked "reminder", but have not got the original. 

Regards 

Clare 

D 
Clare Strickland 
Senior lawyer {hearings) 

__ l_n._~-~e.~~-~.!~~tC!I_!~?.~.---·· 
i Code A ! 
~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

First Floor 
Centrium 
61 Aldwych 
London 
WC286LH 

24/02/2009 
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NMCINTERNALMEMORANDUM 

To: lan Todd From: Clare Stricklani::l 

[·.~--~--~~-~~~~~--~--~--~--~·.] 

DS~te: 24 February 2009 CC: 

Re: Gosport War Memorial Hospital 

1. As you will recall, further to my memo of 16 May 2008 (attached), in August 2008 
it was agreed that we would instruct leading counsel for advice on how to 
proceed in this case. 

2. In August 2008, we instructed Johannah Cutts QC to advise us and to produce a 
guidance note for use by the PPG. 

3. In September 2008, we established contact with'the coroner conducting the 
inquest, and obtained some further information and documents requested by 
leading counsel. · 

4. In October 2008, I completed my report to the PPC, which contains a full 
summary of the case. 

5. In January 2009, we received further informati~n from the cororie/tollowing a 
pre-inquest hearing on 19 January 2009: · 

• The inquest will start on 18 March 2009, and is scheduled to run into April 
2009; 

• A number of nurses will be called as witnesses, but none of the nurses is 
to be separately represented. 

• Of the nurses who are subject to existil)g complaints before the PPG, only 
·:·-·-·c·o-cie-·A·-·-·: is to give live evidence at the inquest (altho'ugh the coroner 
;nasWftne~fs.;statements frorrf_·~--~~~-~~--~~.-~.J.as well). 

6. In February 2009, we received the opinion and guidance note from Miss Cutts 
QC. Copies are attached to this memo. 

7. You will note that Ms Cutts agrees with our view that matters ~hould'be placed 
before the PPC as soon as possible. 

. . 
8. However, I am conscious that we have taken lo~ger than expected to reach this 

point, and as a result, we would be unable to arrange a PPG meetirig before the 
inquest starts on 18 March 2009. I consider that it would be undesirable to 
arrange for the PPG meeting to take place whilst the inquest is o~going: 

.. · ... 
. ·.·.· . •,: . . . . 

.. . :'. . ... ·.:. :·.' .. 

• .. 

\ 
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• lt will not achieve what was our original aim, i.e. to clarify the position for as 
many nurses as possible (and the complainants) in advance of the inquest; 

I • 
i 

• The PPC is unlikely to adopt any course·other than adjourn pending the 
outcome of the inquest. · 

9. At this stage, it would appear that the inquest is not likely to run bey~:md the 
of April 2009, but there can be no guarantees of this. How·ever, it is unlike 
waiting until the outcome of the inquest is known will delay the case by 
than three months. · 

10. If this is agreed, we must be ready to proceed quickly once the 'outcome of~ 
inquest is known. To some extent, the course·to be followed will depend upcil~e 
outcom_e of the inquest. However, there are some things we can. do to be re~~: 

a. ---~~1C!_~Ji_~b_!~-~-.f.~Bi~t[~tl.9.!! __ ~1~~~-~-gf_r].!J rse(~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~<?~~-~~E~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~J 
i Code A ! (all of whom are the subject of the cases 
·---ci:irre-nfiy-b-efore-lfie-P"F'C);·----------------------" 

b. Establish the identity and registration status' of Staff Nurse[~~~~~~~~~~?-~~~~~~~~~~~} 
r-·-coCie_A ___ hamed by Mrs Carby in her complaint, which has never been put 
·--6etore--ti1e PPC); · : · · 

c. Make a decision on how to proceed in the Richards case, and be ready to 
explain this decision to the complainant. As you may recall, this case was 
closed by the PPC in 2001. However, in 2002, the complainant was sent a 
letter in error saying that the case had been adjourned. This case is one that 
is being considered by the coroner, but not the GMC. Therefore, at the close 
of the inquest, we should have everything we ·need to make this decision and 
communicate it to the complainant. · · · . . 

d. Decide which documents should be served on the practitioners and draft 
letters to be sent to them prior to the referral to the PPC. 

11. I would suggest that [~-?~-~~~]as r·-c-ocfe--A-·-·-is be;t placed to deal with points a) 
and b) above, and I would invite-·fiTm-fo._email me with the results as soon as he· 
can. I can deal with point d). I consider that point c) is a decision to- be made by 
I an and/or!~~~~~] lt would be helpful to have your preliminary view, which can be 
revie~ed once we have the outcome of the inquest. · 

12. Please let me know if you would like to discus~ further and/or need any further 
information. · · 

· ... 
: .. 

• .• + 

. : ... .. ·.·. . . . " . . •. 

• .. 

'· 



NMC1 00086-0022 

Page 1 ofl 

I have now completed my report to the PPC and sent the further instructions to Jo Cutts QC. 

I 
You will recall that there was one further matter that needs to be resolved, and which I have not addressed in 
my report. This is the Richards complaint. In 2001, the PPC considered a complaint from the relatives of Mrs 
Richards, and closed the case. I 

There is no evidence that the PPC ever re-opened the case. However, in September 2002, after the PPC 
adjourned the other cases, letters were also sent to Mrs Richards's relatives, infonning her that the case had 
been adjourned. 

Accordingly, Mrs Richards's relatives are under the mistaken impression that the NMC is still dealing with their 
complaint. This impression needs to be corrected. 

The relatives are the leaders of the campaign about the Gosport War Memorial Hospital. Their campaign has 
led to the police investigations and the coroner's decision to hold inquests. Mrs Richards is one of the cases 
being considered by the GMC in its proceedings against Or Barton. She is not one of the patients whose death 
will be considered by the coroner at the inquest. 

My view is that given the sensitivity of this matter, it should be dealt with at director level. 

Regards 

Clare 

Clare Strlckland 
Senior lawyer (hearings) 
Jo=.tl9_Y.§~J§!.9~.Ueam 

i Code Ai 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 
Nursing & Midwifery Council 
23 Portland Place 
London W1 B 1 PZ 
www.nmc-uk.org 

020 7580 3917 (fax) 
020 7637 7181 (switchboard) 

13/11/2008 
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Clare Strickland 

From: Clare Strickland • 
I 

Sent: 25 September 2008 13:41 : 

To: i-·-·-·c-a.de"Jc-·: 
·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Subject: TRIM: RE: Gosport 

&Catalog On Send: -1 

Container URI: 35474 

Delete After: 0 

Show Dialog: -1 

TRIM Dataset: TL 

TRIM Record Number: 255393 

TRIM Record Type URI: 7 

TRIM Record URI: 266469 
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Thanks - I've got some time blocked out, it shouldn't take more than a day or two if I get a clear run at it. 

Clare Strickland 
Senior lawyer {hearings} 

,.Jn::bo.u.seJaoal.t~am 
! CodeA i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

From: :-·-·-c-aiie-A·-·-1 
Sent: :2s·se"J:ifember 2oos 11 :ss 
To: Clare Strickland 
Subject: RE: Gosport 

Thank you. 

I will speak with I an et al about our proposal and let [~~~~~~~~A~Jhave a cost estimate for JC's 
input. I don't think that it will make a great deal of difference if you are not able to do finalise 
the report before early Nov all things considered but perhaps you could block out some 
time in your diary now. 

From: Clare Strickland 
Sent: 24 September 2008 13:51 
To: r-·-·-c~d;-A·-·-·-1 
subjea:·-Gosport 

This is a just a quick note to let you know I haven't forgotten this case. I have started on a report for the PPC, 
and have identified the documents to go in the bundle. As soon as my report is done, I can send it to you for 
co.mm.ents •. then on to Jo Cutts so she can prepare her advice. Meanwhile, we need to update I an Todd/.~-~i.;_~] l Code A r-·-·-·-·c-oiie_A_·-·-·-·r with our lan i.e.: 

·-·-·-·-·-·-·-·-·-·-L-·-·-·-·-·-·-·-·-·-·-·-·-·-·' p 

• Go back to PPC on all cases where there has been a complaint to the NMC 
• Inform the registrants that the PPC will be considering them 
• Inform the complainants that the PPC will be considering their complaints 

25/09/2008 
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I 
lt seems to me that before I can finalise everything, someone needs to make a decision on what to do about 
the Gladys Richards case. This complaint was closed in September 2001, and never re-opened. However, 
after the PPC adjourned the other complaints in August 2002, letters were sent to the complainants in the 
Richards case informing them that their complaint had been adjourned. According to Sarah Ellson at FFW, 
those complainants understandably believe that the NMC is still investigating their complaint. 

I want to get all of this done asap, but I am now in back-to-back hearings, and my first free day in the office is 
at the end of October, so I'm not sure I'll be able to get much done before then. If you think we need to resolve 
Gosport before then, we will need to cover my hearings another way, but there is no in-house capacity to do 
that. 

Regards 

Clare 

Clare Strickland 
Senior lawyer (hearings) 
r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-; 

· CodeA i t _____________________ ~ 
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r·-·-·-·-·-·-·c;·e>-cie-·A·-·-·-·-·-·-·1 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

From: Clare Strickland 

Sent: 24 September 2008 13:50 
To: r-·-·-·cod"e·A"·-·-·-: 

L·-·-·-·-·-·-·-·-·-·-·-·-·..: 

Subject: TRIM: Gosport 

TRIM Dataset: TL 

TRIM Record Number: 254408 

TRIM Record URI: 265421 

NMC1 00086-0025 

Page 1 ofl 

This is a just a quick note to let you know I haven't forgotten this case. I have started on a report for the PPC, 
and have identified the documents to go in the bundle. As soon as my report is done, I can send it to you for 
-~-~~~-~!~·~-~~~~--~.!1_.!1?._~.~-~utts so she can prepare her advice. Meanwhile, we need to update tan ToddF;~;~j 
i Code A Code A !With our plan i.e.: ·-·-·-
L·-·-·-·-·-·-·-·-·-·-·- ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·• 

• Go back to PPC on all cases where there has been a complaint to the NMC 
• Inform the registrants that the PPC will be considering them 
• Inform the complainants that the PPC will be considering their complaints 

lt seems to me that before I can finalise everything, someone needs to make a decision on what to do about 
the Gladys Richards case. This complaint was closed in September 2001, and never re-opened. However, 
after the PPC adjourned the other complaints in August 2002, letters were sent to the complainants in the 
Richards case informing them that their complaint had been adjourned. According to Sarah Ellson at FFW, 
those complainants understandably believe that the NMC is still investigating their complaint 

I want to get all of this done asap, but I am now in back-to-back hearings, and my first free day in the office is 
at the end of October, so I'm not sure I'll be able to get much done before then. If you think we need to resolve 
Gosport before then, we will need to cover my hearings another way, but there is no in-house capacity to do 
that. 

Regards 

Clare 

Clare Strickland 
Senior lawyer (hearings) 

,._._.lo::bPJJ$.e.J~g-~!J~E!.!Jl 
! CodeA i 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·---·~ 
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020 7580 3917 (fax) 
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Clare Strickland 

From: Clare Strickland 

Sent: 22 August 2008 14:05 

To: 

Subject: Gosport- request for papers from 23 PP 

Hi, I wonder if you could arrange for some of the Gosport papers to be retrieved from storage (I believe that 
they are at 23PP)? I need all of the NMC case files (I believe there are 5 or 6 of them, and they are the old 
light blue cardboard files) together with my file (which 1 think was marked "legal team" or "IHLT"). 

We have arranged a consultation with counsel on 8 September 2008. 1 am on holiday until1 September 2008, 
and if possible, I would like to have the files then. At the latest l will need them by Wednesday 3 September 
so that I can prepare for the consultation. 

Many thanks 

Clare 

Clare Stricktand 
Senior lawyer (hearings) 

,--·-·ln::bouseJaga.l.le.,am 
J CodeA ! 
1--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Nursing & Midwifery Council 
23 Portland Place 
London W1 B 1 PZ 
www.nmc-uk.org 

020 7580 3917 (fax) 
020 7637 7181 (switchboard) 

22/08/2008 
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Clare Strickland 

From: Clare Strickland 

Sent: 08 August 2008 14:18 

To: l~~~~~~~~~-(j:i.~-e~~~~~~~~~J 1 an T odd; [~~~~~~~~~~~~~~~~~~~~~i~_e_}C~~~~~~~~~~~~~J 
cc: r·-·-·-·c:·a-Cie_A_·-·-·-·: 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Subject: RE: Gosport 

Forgot to ask -[~i.i~~] please can you check the registrations status of the registrants against whom we have 
outstandin corn laints i.er·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-coCie"A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·Have the at markers on or have 

g p ' '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' y g 
they been renewing periodically? If the latter, are they all still registered? 

Thanks 

Clare 

Clare Strickland 
Senior lawyer (hearings) 
In-house legal team 
~---·-·ca"de-·A-·-·-~ 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

From: Clare Strickland 
Sent: OB August 2008 14:05 
To: Ian Todd; L~~~~~~~~~~~~~~~~~~~~?_ci_~~A~~~~~~~~~~~~~~~~J 
cc: i-·-·-·-·c:·e>Cie·A-·-·-·-·i 
sub]ea:·-Gos-porf ___ ! 

Thank you for your assistance with this case this afternoon. r ~-- _ - "-, 
As agreed, I am emailing with my understanding of what we ha\ - ,-.:·-·-·-·-·-·-·-·-·-·-·-·-:..«.L.-~---·-·-·-·=·--·-·-·-·-·-·-·-·!.-·-·-·· 
advise us on the following issues: ' ' , 

~ Code A i,f 
• whether any issues arising from the police files concern' 

a complaint from relatives about named nurses should t 
• the prospects of establishing misconduct likely to lead 1 

(to include consideration of successfully rebutting any i 
• the management of the existing complaints in light oft,! -

thereafter. · 

We will also inform the GMC of what we are doing. 

Please let me know if I have misunderstood, or if I have mis 
draft instructions and proceed to instruct counsel. · 

Regards 

Clare 
Clare Strickland 
Senior lawyer (hearings) 

,_.Jn-:-b_QY.?.§! __ l~.99H~am 
! Code A i 
'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·; 

Nursing & Midwifery Council 
23 Portland Place 

08/08/2008 

P·-·-·-·-·-·-·-·-·-·-·-·-·-·t6b-u·-·-·-·-·-·-·-·-·-·-i : 

J..iA!&k . 
cfl . . 
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To: lan Todd 

r·cocie-·-A·l 
~-..:-:-..::-..::-..::-..::-..::-..::-..::-..::-..::-..::-..::-..::-..::-..::-..:~-·-·· 

[·-·-·-·---~-~-~-~--~---·-·-·-·] 
Date: 2 July 2008 

Re: Gosport 

NMC INTERNAL MEMORANDUM 

From: Clare Strlckland 

CC: 

Please find attached a tetter I have received from Sarah Ettson at Field Fisher 
Waterhouse. We are due to meet to discuss this case on 5 August 2008. 

NMC1 00086-0029 
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Clare Strickland 

From: 

Sent: 

To: 

Subject: 

i-·-·-·-·-·-·cacfe·A-·-·-·-·-·-i 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 
OB August 2008 14:30 

Clare Strickland 

FW: TEL NOTE: Nurses at Gosport Memorial Hospital, 23 July 2008 - 15:30 approx 

Importance: High 

Sensitivity: Private 

Tubritt and Tu m bull. I've never heard of these. Any ideas? 

From: ~-·-·-·-·-c~cte_A_·-·-·-·-i 

sent: 21fJuiy-2ooifo9:"4g 
To: r-·-·-·-·-c:c;Ci~-"A-·-·-·-·-: 

Sub]ecf:-TECNOTE: Nurses at Gosport Memorial Hospital, 23 July 2008 - 15:30 approx 
Importance: High 
Sensitivity: Private 

This is a record of a telephone conversation I had with Vivienne Alexander, who had 
telephoned on 21 July 2008 (see below}. 

I explained that I had asked[~~~~~] to telephone her on 22 July 2008 and asked if she had 
spoken to him. She explained that she had not received a call. 

She explained that she was the manager for three members of staff who were extremely 
distressed by a memo that had been circulated, which referred to three nurses working out 
of Gosport Memorial Hospital. As they were the only three, they were surprised not to have 
heard from the NMC. 

There followed a confused conversation between Ms Alexander and I. I began again by 
explaining the following: 

• I was assigned a case that I knew related by the name of Gosport Memorial Hospital. 
This was from a colleague of mine who had since left, but I had no hands on 
experience of it. I knew thapt._h.a_d __ b~e.n._Qm;Joing for some time and had passed 
between five case officers. i Code A !remained the constant figure in the case, 
as the [~~~~~f~~~~~~~~~~~J ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

• I established that the distress had been caused by an em ail that had been sent in the 
Trust by Patrica Radway. Attached to this email were minutes of an internal meeting. 
The email or the minutes were dated 7 July 2008. lt refers to the NMC's enquiries 
ongoing regarding several nurses but does not name them. The minutes refer to the 
NMC indicating that the nurses were fit to practise at this practise at this time. 

The receipients of the email had included three members of staff and they inferred that this 
must include them. 

The registrants names and PINs given to me by Ms Alexander are as follows: 

08/08/2008 

l: 

I 
I 



i·-·-c-oCI·e·-·A·-·! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

Anita Tubbritt 
r-·-·-·-·-·-·cocfe--A·-·-·-·-·-·-·: 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·; 

r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 I 
! Code A i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

NMC1 00086-0031 
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I explained, in general terms, that the reason why the registrants had heard not heard from 
the NMC at this time was that the case was being considered under the 1993 Rules, 
commonly known as Old Rules. Under these rules, it was not our practice to write to 
registrants advising that a complaint had been made unless we were asking them to 
respond to specific allegations. The Preliminary Proceedings Committee would then direct 
that we write to them if it decided to decline to proceed with a case. At that time, we would 
write and confirm that a complaint had been made, a summary of the complaint anf that the 
matter had been considered and dealt with. 

In respect of the individual registrants she was calling about, I explained that there was little 
point in me using our usual line (that we could neither confirm nor deny that the registrant 
was the subject of an investigation) in respect oC~:~:~:~~:~~~~~:~:~:~:J given that FtP Admin had 
confirmed this to her on 21 July 2008 (see below). I explained that I did not know the 
substance of the allegation. 

What I agreed to do was to check each registrant and their PIN against the register and 
confirm whether or not they were able to practise with their registered qualification, which I 
did. In each case, I was able to confirm an effective registration. 

I explained that f~~~~-~-would be the best person for her to speak to regarding this matter and 
it had been his infEintion to speak to her on Tuesday. I explained that he was in a series of 
courses until the following week, but I agreed to try and contact him today (text sent, no 
response). Miss Alexander said that she could wait until early next w.e.e.lcand agreed not to 
discuss the matter with the three registrants until she had spoken to l.~-a..~=-~j[ends] 

i·c~d"~·"A-please call Miss Alexander on 07920 723 401. 
··-·-·-·-·-·-·-·-·-' 

.--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

icodeAi 
' ' i i 
i i 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Nursing & Midwifery Council 
23 Portland Place 
London 
W18 1PZ 
www.nmc-uk.org 

Fax 020 7636 6282 

020 7637 7181 (switchboard) 

F .-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-. 
rom: ~ Code A i 

Sent: l1]ul·)i"ZOOB-·Pf:"S9 

08/08/2008 
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r-c-~d-~·A"i 
i..·-·-·-·-·-·-·-·-! 

Ok, have since established that this is part of Nurses at Gosport Memorial Hospital. 

As I have had nothing to do with this matter, but no that it is potentially high profile, I feel 
that I need your guidance before attempting to respond to this query. 

Thanks, 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

I Code AI 
i i 
i i 
i i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Nursing & Midwifery Council 
23 Portland Place 
London 
W1B 1PZ 
www.nmc-uk.org 

Fax 020 7636 6282 

020 7637 7181 (switchboard) 

Case ref. 12010. 

___ _1t~PP..~9.f~. to be part of a multiple case. Other names are r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·code·A-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 
i Code A i -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 
'·-·-·-·-·-·-·-·-·-·-·-·-' 

There's a note on Profcon: file in garage. 

Do you know anything about this matter before 1 continue to dig around? 

Thanks 

~--c~d-~-A--1 
[_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·___! 

Nursing & Midwifery Council 

08/08/2008 
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23 Portland Place 
London 
W1B 1PZ 
www.nmc-uk.org 

Fax 020 7636 6282 

020 7637 7181 (switchboard) 

-·-·-·-·-·-·-·-
H

+i i 

I i Code A! 
i.-·-·-·-·-·-·-·i 

Vivienne Alexander telephoned regarding the above case. She is the employer of the above practitioner 
and would like to know if anything is happening with this case (it has been In the system since 2002) the 
practitioner says she has not received any correspondence about this. 

Could you please telephone Vivenne Alexander on [·-·-·-·-c-o.cfe--A·-·-·-·1 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Thanks 
l~:~~:~~~~J 

08/08/2008 

,, 

' ~ 
I! 

ll 
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NMC INTERNAL MEMORANDUM 

From: Clare Strlckland 
lan Todd !.~--~--~-~~~~-~-~~~--~--~·: 
r··-·-·-·--c-c;Cie·-A·-·-·-·-·-·i 
J~~~~~~~~~~~~~~~~~~--~ 

! CodeA i 
c~~~~§:~~~~~~~~~]-·-·-·-·-! 

Date: 16 May 2008 CC: 

Re: Gosport Ward Memorial Hospital- meeting with GMC 16.5.08 

1. [~.~~-~--?.;~nd I attended a meeting with the GMC today to discuss this case. 
Attending on behalf of the GMC were Sarah Ellson of Field Fisher Waterhouset 
Peter Swain (Head of Case Presentation) and Juliet St Bemard. 

NMC1 00086-0034 

2. We had asked for the meeting in order that we could establish the nature of the 
GMC case against the doctor concerned. This will be relevant to our proceedings, 
as identified in my memo of 20 April 2007. 

3. I summarised the background to the NMC's involvement, and explained why we 
sought further information from the GMC. We were then given the following 
information. 

4. The GMC is focussing on 13 cases: 

• Five cases where complaint has been made to the GMC by members of 
the public; 

• The ten cases that fell into the police's "category 1" (two of these are also 
the subject of direct complaints) 

• One further case on which the GMC has obtained further expert evidence. 

5. The patients are as follows: 

• :·-·-·-·-·c·ocfe-A·-·-·-·-1 
• ;_Bsiiflavendef; 
• Eva Page 
• Alice Wilkie 
• Gladys Richards 
• Ruby Lake 
• Arthur Cunningham 
• Robert Wilson 
• Enid Spurgeon 
• Geoffrey Packman 
• Elsle Devine 
• Jean Stevens 

6. The GMC investigations are advanced. They have identified 30 - 40 witnesses, 
some of whom merely produce their police witness statements, others of whom 



I . 

I· 

1: 

statements and whom theGMC wish to call to give evidence or on whose 
statements the GMC will rely. They are: 

• ·-·-9.~~ql_.~§l!1Jp~9.xi~-~-~ statement to the police but cannot be traced now) 

:i CodeA i 
' ' 

• '-·nria-·ooiigf~is-(iirov1CJed a statement to the police but cannot be traced 
now} 

• Sylvia Giffin (provided a statement to the police, now deceased) 
• Shirley Hallman . [~~~~~~~~~~~~~~] 
• Sheila Joines 
• Anita Tubbritt • r·-·-·-·-·-·-·coCie-A"·-·-·-·-·-·-·: 

··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-= 

• Fiona Walker 

7. Other nurses mentioned by the GMC as possible witnesses are: 

• :-·-·coct'e-)(-·-·-·: 
• 'Ma-rg::lfetWig·fall 
• c.·~.·~.·~.·~~~~~~~.·~.·~ .. ~.'l 
• Ruth Clemow 
• RCN steward Betty Woodland 

8. The GMC was working towards a hearing date of 8 September 2008, with a 
hearing time estimate of eight weeks. 

NMC1 00086-0035 

9. However, there has been a significant development this week. The coroner has 
opened an inquest into the deaths of ten patients, and adjourned it to autumn 
2008. This would clash with the GMC's proposed hearing date. Accordingly, the 
GMC needs to consider whether to delay its hearing until after the inquest, or 
whether to try to press on. The ten patients who will be the subject of the _inquest 
are: 

• r·-·-·-·-c-ode·A-·-·-·-·: 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·.: 

• Elsie Lavender 
• Ruby Lake 
• Robert Wilson 
• Enid Spurgeon 
• Elsie Devine 
• Helena Service 
• Arthur (Brian) Cunning ham 
• Sheila Gregory 
• Geoffrey Packman . 

10. The GMC is anxious that we should not do anything that might discourage the 
nurse witnesses from co-operating with the GMC proceedings. I explained that 
the nurses who have already been referred to the NMC are not necessarily aware 
of the referrals. Under the system in place at the time of the referrals, nurses 
were not informed of the allegation against them prior to consideration by the 
PPC. Accordingly, the NMC has not had direct correspondence with the nurses 
named in the various complaints received (see my memo of 20 April 2007 for full 
details). However, I have seen correspondence between the NMC and the Trust, 
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so it may be that at least some of the n~rses have been made aware of NMC 
interest, albeit indirectly. ' 

11. During the course of its proceedings, the GMC has received comments from 
families to the effect that they do not know what the NMC Is doing with their 
complaints. In particular, Sarah Ellson mentioned that Ms McKenzie, daughter of 
Gladys Richards. appears to be under the impression that her complaint Is still 
under consideration. In fact, the Richards case was dosed by the PPC in 2001, 
and there is no evidence on the NMC files that it was ever reopened. 

12. We explained the NMC approach, namely to wait until the GMC has determined 
whether the doctor's prescribing was inappropriate and should have been 
challenged. Once we have that determination, we will be in a position to decide 
which nurses, if any, we should proceed against for failing to challenge. 

13. N MC action could also follow. a relevant finding by the coroner. 

14. In my memo of 20 April 2007, I identified the two complaints received by the NMC 
where the general issue of poor prescribing, and failure by the nurses to 
challenge, was raised. These cases were Wilkie and Devine. The GMC has now 
confirmed that these two cases will form part of its proceedings. 

15. The GMC is not in a position to share witness evidence with the NMC at this 
stage, but will be able to provide transcripts of its proceedings. 

Next Steps 

16. I remain of the view that our general approach, i.e. to await the outcome of GMC 
proceedings before deciding how to proceed is correct. However, there are some 
specific issues that we must consider, and decide how to deal with: 

• The delay between events and any NMC proceedings; 

• Notification of complaints received to named registrants; 

• Whether the cases should be dealt with under the old rules or the new rules. 

17. My view when I considered then old rules/new rules issue last year was that the 
old rules would be preferable. On balance, I remain of that view for the reasons 
given in my memo of 20 April 2007. However, because of the significance of this 
issue, and the potential sensitivity of the two other issues I have identified, we 
may wish to seek an opinion from leading counsel. 

Attachments 

18. I attach the following to this memo: 

• My memo 20.4.07 
• Police Investigation overview 
• My spread sheets of the case files referred to the NMC by the police 
• BBC news printouts of press coverage of the coroner's inquest (14.5.08) and 

the announcement of further police investigation in 2006, when the NMC was 
mentioned (11. 7 .06) 

I 
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Clare Strickland 

From: L~~~~~~~~~~~~~~i.~i.)~~~~~~~~~~~J 
Sent: 17 April2008 12:03 
To: i-·-·-·-·-·-·c:·aCie·-A··-·-·-·-·-·: 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..: 

Subject: RE: Meeting 

Yes I am. Please can you let me know who else is coming so I can arrange to discuss it with them in advance. 
They will need to read my memo about the case, which is long and will take some time. 

Regards 
i-·-·-·-·-·-·-·-·! 
i Code Ai 
i.·-·-·-·-·-·-·-·_! 

From: r··-·-·-·-·c-ocie_A_·-·-·-·-·: 

Sent: i7"Aiirir2oosTE56 
To: L~:~:~:~:~:~~~~iE:~:~:~:~J 
Subject: FW: Meeting 
Importance: High 
:-·-·-·-·-·-·-·-·· 
/code Ai 
i.-·-·-·-·-·-·-·1 

Before i confirm with Juliet are yopu still ok for 16 May meeting? 

From: Jullet StBernardr··-·-·-·-c;c;·Cie·:ic-·-·-·-~ [mailtor··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~1 
'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·!/ . Code A , Sent: 14 A rll 2008 12:52 '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

c·-·-·-·-·-·-p··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 
To: L~-~-~--·----·::_~e-~·---·--·-·-·-·-· .... -·-·-1 
cc~~=-~·~·~·~·~.:~~~.~.r.~.~.~~~]r··-·-·-·-·-·cc;Cie"A·-·-·-·-·-·-·-·: 
Subject: RE: Meeting ··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 
Importance: High 

Dear [~~~~~~] 
As Sarah and Tamsin will be travelling from Manchester for this meeting, I would be grateful if you would 
acknowledge receipt of the email below. 

With thanks 
Juliet 

From: Juliet StBernard L~.~.~.~C..~~~.~~.~.~.~~J 
Sent: 03 Apr 2008 15:28 
To: r··-·----~---·----~ .. ~---·-·-cOde-A-·-·-·~---·-·-·-·-·-·-·-·-·-i 
cc: :---·-·-·-·-·-·-·caCie·-A-·-·-·-·-·-·-·-·mi"mslifHali ffw former! Tomllnsor·-·-·-·-·-·-·-·-·-·-·-·e:-oCie·-A·-·-·-·-·-·-·-·-·-·-·-·; 

i ' ( y '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' subjectTMeetriig-·-·-·-·-·-·-·-·-·--

Dear ~·~-~~~-~·i 
i ! 
i-·-·-·-·-·-·-·-·_! 

Further to our telephone conversation today thank you for confirming that Claire is able to attend the meeting 
to discuss the Gosport War Memorial Case on the 16th. 

The details of the meeting are: 

Date: 16 May 2008 
Time; 9.30 to 11.30 
Venue: GMC, Room 2.1 B, Second Floor, 350 Euston Road, Regents Place, London NW1 3JN 

15/05/2008 
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Please as~-~~~~·-;J to report to our ground floor reception when she arrives. 
;-·-·-·-·-·-·] j 

I will be attending the meeting as well as our Solicitors, Sarah Ellson and Tasmin Hall. 

I would be grateful if you would let me know if anyone el~e from the N MC will accompany f-c-~d~-·.AJ 
' ·-·-·-·-·-·-·-·-·· 

Please acknowledge receipt of this email. 

With kind regards 
Juliet St Bemard 

This email and any files transmitted with it are confidential and intended solely for the use of the 
individual or entity to whom they are addressed. If you have received this email in error please notify 
gmc@gmc-uk.org 

General Medical Council 

St James Building, 79 Oxford Street Manchester. M1 6FQ 

Regents Place, 350 Euston Road, London. NW1 3JN 

The Tun, 4 Jacksons Entry, Holyrood Road, Edinburgh. EH8 8AE 

Regus House, Falcon Drive, Cardiff Bay. CF10 4RU 

20 Adelaide Street, Belfast. BT2 8GD 

Tel: 0845 357 8001 
Fax: 0845 357 9001 

15/05/2008 
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To: 

NMC Internal Memorandum 
I 

r-·-·-c·c;·cl"e·-A·-·-·\ 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1"'·-·-·· 

i CodeA ! 
L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

From: Clare Strickland 
In-house lawyec 
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Copy to: Date: 20 April 2007 

Re: Gosport War Memorial Hospital 

Summary of events to date 

1. The NMC has received several complaints about nurses .at the Gosport War 
Memorial Hospital ("GWMH"), and a number of agencies have investigated 
concerns about clinical practice there in the late 1990s. Three wards are 
involved: Daedalus; Dryad, and {to a lesser extent) Sultan. 

2. Those investigations began in September 1998. A patient named Mrs Richards 
had died on Daedalus Ward earlier that year, and her relatives made a complaint 
to the police. The police investigated the complaint, but in March 1999 the CPS 
advised that there was insufficient evidence to prosecute any member of staff for 
any offence. · 

3. The investigation was reopened in 2001. The police obtained an expert report 
into Mrs Richards' death from Profess.o.LLivese~c.IbrP..e._mu:~~!:uol/ere named in 
this report -r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·c·ode A i In September 
2001, the Niwc··~;-ppe-·considei"ed-fil"e-"matters-·ralse-ciTn"_t_h~-Li~~-~~y report about 
Mrs Richards, and decided to close the case. · 

4. At about the same time, the CPS again advised the police that there was 
insufficient evidence to prosecute any member of staff. 

5. k3 a result of local media coverage, other families contacted the police with 
concerns about the deaths of their relat{ves. The police referred five cases -
Richards, Cunningham, Wilkie, Wilson and Page - to another expert, Professor 
Ford. Professor Ford reported in December 2001. 

6. The police made the expert ~eports availab.le to a number of bodies, including the 
Commission for Health Improvement ("CHI"), General Medical Council rGMCa) 
and NMC. . 

"r • • 

7. The CHI conducted an .Investigation into the trust's systems since 1998, and 
reported in July 2002. The CHI's key findings were as follows: 

• There -were InsuffiCient~ loeal prescribing guidelines in place covering the 
prescription of powerful pain relieving and sedative medicines; 

• A lack of rigorous routine review of pharmacy data led to high levels of 
prescribing on wards caring for older people going unquestioned; 

·. 
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• The absence of adequate trust-wide supeMston and appraisal systems 
meant that poor prescribing practice went unidentified; 

• There was a lack of thorough multi-disciplinary patient assessment to 
detennine care needs on admission; 

• By the time of the report in 2002, the trust had resolved the problems by 
ensuring that adequate policies and guidelines were in place to govern the 
prescription and administration of pain relieving medicines. 

8. We do not have any fonnal information from the GMC about its proceedings. We 
have been told that they are investigating one doctor, Jane Barton, and that she 
is currently allowed to practise having given undertakings relating to the 
prescription of opiates. 

9. In response to the For9 report, the NMC asked the Trust for comments. The Trust. 
replied on 15 May 2002 with details of its response to the concerns raised. No 
~isciplinary action was taken against any nurse. 

1 0. Also in May 2002, Mr ~ao.e ... ~son._oLMr.s._P.aae~_.ma.Qe a direct complaint to the 

NMC. He named nurses[_·-·-·-·-·-·-·-·---~-~~-~---~---·-·-·-·-·-·-.J 
11.1n June 2002, the NMC received three further complaints: 

• Mrs Jackson complained about nurs~-~~~-~-~lin respect of her deceased 
mother Mrs Wilkie; '-·-·-·-·-·-·-·-! 

• C.~.~-~~~~-~~-~-~] complained -~~-~-~!._~_urses r.~--~--~--~--~--~--~--~--~--~--~--~--~--~--~~1-~--~~--~--~--~--~--~--~--~--~--~--~--~--~--~·.J in 
respect of her deceased!_~~~-~-~-iMrs Devine; · 

• Mrs Bulbeck complained about the general care given to her deceased 
mother Mrs Middleton (she subsequently named l'~.-~.-~.-~§§.~-~}~·~.-~.-~.J as being 
responsible). · 

12.1n AUQ!,JJ~t.2®2 .•. Jh.~--N.M.G._.r~~jy_~g __ !;l.Jurther complaint from Mrs Carby against 
nurse~ Code A ! in respect of her deceased husband Mr Carby :-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·" 

13. In September 2002, the police reopened the case and began a large-scale 
investigation into 90 deaths at the hospital. Further details of this investigation are 
given below, and in the attached police summary of the investigation. 

14. On 24 S~J.!~E:!~.g~~-~Qp2, the PPC considered the following cases: 
; 
; 

• ! allegation from Jackson re: Wilkie 
; 
; 

• ~ -allegations from [~~-~~~-~}e: Devine and Page re: Page 
; 

• Code A~ allegations fromi·-·-·-·-·-·-·-·-·]re: Divine and Page re: Page 
i ! Code Aj 

• !- allegation from i !re: Divine 
~ L·-·-·-·-·-·-·-·-· 
; 

• ~llegations fromi·c~d-~·Ji}e: Divine 
-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J L-·-·-·-·-·-·-·-·-} 
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The Committee was assisted by a detailed summary of the evidence fron1.~-~~=-~l 
[."~~!i~-~~-~.J These cases were adjourned pending the outcome of the police 
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~ investigation. 

• 

· 15. Previously, I had been told that the PPC considered the Bulbeck complaint 
against nurse i-c-~d~-.;;:·:on 22 October 2002 and declined to proceed. However, I 
have not seen-·a"f1y·" papers to this effect, and the agenda for the PPC on 22 
October 2002 does not mention this case. Accordingly, 1 take the "view that we 
must proceed on the basis that this case is open unless contrary information 
comes to light. 

16. There is no evidence to suggest that the PPC has considered. the Carby 
complaint against nurses[~~~~~~~~~~~~~~~~~~~~~~-i)\~~~~~~~~~~~~~~~~J 

17. In October 2004, Detective Chief Inspector Nigel Niven and Detective 
Su erintendent David Williams met with Liz McAnul • r··-·-·-·-·-·-·-coCie_A_·-·-·-·-·-·-·-·: and p . ty ··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 
me to provide the NMC with an update on the police investigation and discuss the 
way forward . 

18. We were informed that the police have looked into 90 deaths. They interviewed 
relatives of patients. They also commissioned a team of clinical experts: lrene 
Waters, a nursing expert (and NMC panel member), Robin Femer, a 
pharmacologist, Peter Lawson, a geriatrician, and Anne Naysmith, an expert in 
palliative care. Matthew Lohn of Field Fisher Waterhouse prepared a summary of 
evidence in most cases for the police. 

19. The experts were instructed to review the medical records and provide an 
analysis of treatment. The doctors rated care given on a scale from 1 to 4, where 
1 is optimal, 2 sub-optimal, 3 is negligent and 4 is intended to cause harm. They 
then assessed the cause of death, with A meaning natural causes, 8 meaning 
cause of death is unclear, and C meaning the cause of death is unexplained by 
illness. Cases were put into one of 3 categories. Cases were put into" Category 1 
where the experts concluded that treatment was acceptable. Category 2 cases 
were those where the treatment was considered to be sub-optimal, but did not 
present evidence of criminal activity. Category 3 cases were considered to 
warrant further investigation with a view to determining whether crimina\ activity 
took place. 

20. The police have contacted all of the families of patients whose cases fell into 
Category 1 to notify them of their findings. We were informed that investigations 
in Category 3 cases were ongoing, and were not given the names of the patients 
whose cases fall into these categories. · 

21. At the meeting with the police, it was agreed that they would provide the NMC 
with all of evidence gathered in Category 2 cases. They had reached a similar 
agreement with the GMC. The police Informed the relatives, who all consented to 
this course of action. 

22. Throughout 2004, 2005 and 2006 we: received files relating to the 80 cases in 
· Category 2. Typically, these contained the following information in respect of 

each case: 

• Police reports of interviews with family members (not in section 9 statement 
format) 
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• Expert summaries 

• Summary comments by Matthew Lohn 

• Medical records 

23. I have carried out the following work on them: 

• Logged each file on a spreadsheet recording salient details (copy attached) 

• Reviewed the police reports of their interviews with family members 

• Reviewed the expert comments on each case 

• Review the summaries by Matthew Lohn 

24. Except where the documents listed above draw attention to particular points, I 
have not reviewed the medical records for each patient as 1 lack the clinical 
expertise to make this a worthwhile exercise. For each of the 80 patients there is 
at least one lever arch file of medical records. 

25. Of the cases ~re relatives have made complaints to the NMC, all but one 
(Devine) fell into the police's Category 2. 
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26. In December 2006, the police invited the NMC to a stakeholder meeting to 
discuss the outcome of its investigation into the 10 Category 3 casesf:~~~:~-~:~~-:~:l 
attended on behalf of the NMC. The police reported that the CPS had concluded 
that no further action should be taken on each of the cases. They. also reported 
that the coroner may decide to hold inquests into the deaths of three patients 
(Mrs Devine, Mrs Lavender, and Mrs Gregory), as they had been buried rather 
than cremated. 

27. The Category 3 cases were investigated In far gr~ater detail. The police had 
obtained section 9 statements from family members and all members of staff 
involved in the patients' care. They had instructed two further experts: Or 
Wilcock, a palliative care expert, and Or Black, a geriatrician. Further experts 
were instructed to advise on individual cases as required. 

28.ln March 2007, the police delivered further files to us. These included a large 
number of generic further statements, full records of police interviews with Or 
Barton and Or Reid (a consultant), expert reports, and witness statements and 
medical records relating to each of the 10 Category 3 patients. Mrs Devine's case 
was in this group. 

29. I have reviewed this material enough to provide a summary of the issues (set out 
below), but I should stress that I have not considered every document. This Is 
partly because I lack the clinical expertise to review medical records, but also 
because to review these files fully would be a full-time job lasting weeks, and I do 
not have that sort of time available at present. 

30. The most recent contact from the police was on 10 April 2007. They informed me 
that: 
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• The GMC (advised by Eversheds) will not be in a position to make ·a decision 
on proceedings until June/July 2007; 

• The Portsmouth coroner has asked the Lord Chancellor to appoint a judge to 
eonduct the inquest 

NMC complaint cases 

31. Having conducted preliminary reviews of the material available, l am able to 
summarise the cases as follows. 

Evidence in the case of Page 

32. On 17 May 2002, Mr Page wrote to the NMC to complain about nurses Hamblin, 
Shaw .and others unnamed. His mother died at GWMH in 1996. He did not 
express specific concerns about nursing care, but referred to the Ford report. lt 
appears that at the time he wrote to complain, Mr Page had not seen a copy of 
the Ford report. 

33. On 12 June 2002, the NMC wrote to ask Mr Page to provide details of his specific 
concerns about the nursing care his mother received. I have not seen any further 
correspondence from Mr Page in the files. The NMC then wrote to him on 12 
August 2002 to tell him that the PPC would consider the case, and on 27 
September 2002 to inform him of the PPC's decision to adjourn the case. 

34. Professor Ford's only significant concern about Mrs Page's treatment is with the 
decision to commence subcutaneous diamorphine and midazolam on the day of 
her death. He considers that there was no indication in the notes tl1at she was in 
pain or distress. In his view, the prescription was poor practice and potentially 
very hazardous. He would have expected very clear reasons for this prescription 
to have been recorded in the medical notes. He considers that, apart from this, 
the medical and nursing records were of adequate quality. He concludes: 
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In my opinion the majority of management and prescribing decisions made by 
medical and nursing staff were appropriate. The exception is the prescripUon 
of diamorphine and midazolam on the day of Mrs Page's death . 

35. Professor Ford does not name any individual nurses. From the medical records, I 
have been unable to identify whether nurse~·-·-·-·-·-·-·co.de-·A-·-·-·-·-·-·rwere on duty on 
the day of Mrs Page's death. '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

36. The police experts' agreed that the case fell into category 1\2.. Robin Ferner notes 
that diamorphine was used for confusion rather than pain, and querjes the rapid 
increase in dose. Peter Lawson concluded: 

Care being graded as sub-optimal is perhaps a liWe picky but relates to the 
changes in opioid and method of administration rather than the doses used. 

Anne Naysmith considers that it was not Ideal palliative care, and particularly 
criticises the dose of Fentanyl. 

37. The police record of interview with Mr Page contains no other significant 
evidence. 
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Page - conclusion 

38. Although Mr Page named nurses r-·-·-·-·-·-·-·-coCie·A·-·-·-·-·-·-·-·lhe does not make any 
particular complaint about them. Profes.soi"ForCf"i:foes-·not refer to either of them. 
lt is not apparent from the medical records whether nurses L~--~--~--~--~--~--~~-~~~.A·.~-~--~--~--~--~·.J 
were in a position to challenge the prescription on the day of Mrs Page's death. 
The police experts concluded that, on balance, treatment was sub-optimal, but 
they do not all agree as to what was wrong with it. 

39. Taking all of this together, it is my view that there is insufficient evidence to 
proceed against nursesr-·-·-·-·-·-C-ode-·A-·-·-·-·-·1 in connection with Mrs Page's death. 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..: 

Evidence in the case of Carby 

40. On 22 August 2002, Mrs Carby wrote to the NMC alleging that tier husband's 
· sudden death in 1999 was caused by the negligence of nurses ~--·c·o-cie-·A·-·1. and 
C~~~-~.7~~-J She did not particularise her complaint, but stated tliaCMr-·carby's 
medical records contained ample evidence of nursing misconduct. 

41. On 5 September 2002, the NMC passed the complaint to the Trust for its internal 
investigation. 

42. The Trust instructed an expert, Professor Jean Hooper, to review Mr Carby's 
medical records. Professor Hooper's report was sent to the NMC on 15 
November 2002. She expressed concern about discrepancies as to dates and 
times in the nursing records, but could find no evidence in the records to indicate 
that the nurses were negligent in their treatment of Mr Carby. 

43. In ·addition to Professor Hooper's report, the Trust provided the NMC with 
excerpts from the ward controlled drugs record book, which showed that a 
syringe driver was set up with 40mgs of diamorphine at 12.15pm. lt was 
discontinued at 1.20pm on the same day, and 9.5 of the original 10mls of fluid 
discarded. 

44. The police experts agreed that this was an A2 case. All criticised the high dose of 
diamorphine and midazolam, but noted that Mr Carby died within 45 minutes of 
the syringe driver being set up, before the drugs had time to take effect. 

45. In interview with the police, Mr Carby's family criticised Nurse Joice, saying that 
they did not like her manner. They also suggest that after Mr Carby's death, when 
one of his daughters became extremely upset, an unnamed nurse suggested 
giving her an injection to calm her down. This has not been raised with the NMC 

Carby- conclusion 

46. lt is possible to prove that Nurse i"~~~~-~-jfailed to record the time of her nursing 
notes entries on 27 April 2004. HoWever, it is my view that this alone would not 
provide sufficient evidence of misconduct 

47. There is no other evidence before the NMC of misconduct by nursesf·-·-·coCie-A·-·-·: 
and[_~-~~-~--~] '·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

Evidence in the case of Middleton 

. I 

l 
j 
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48. In June 2002. Mrs Bulbeck wrote to the NMC to complain about the general level 
of care her mother Mrs Middleton received at the Gosport War Memorial Hospital 
from initial admission on 29 May 2001 to August 2001, when she was transferred 
to another hospital shor"tly before her death. 

49. Mrs Bulbeck gave a number of examples of her concerns: 

• On one visit, she found her mother sitting up with her meal and call bell too 
far away for her to reach and no cutlery; 

• Her mother had a "fluid overloadn despite being on a drip and having a 
catheter, and as a result of this, suffered congestive cardiac failure on 4 July 
2001;. 

• On another visit, she arrived to find her mother sitting in chair wit~ a bowl in 
front of her and another bowl full of vomit by her. Her mother was being sick 
and choking. She was covered in sweat, and was unable to call for help 

· ·· . because bell out of reach. Mrs Bulbeck called a nurse, who in turn called 
doctor. The doctor carried out an x-ray, which showed that Mrs Middleton had 
a blocked bowel; 

........... 

• Mrs Middle ton had to wait 45 minutes for a bedpan; 

• When Mrs Middleton told a nurse that she was worried about smelling 
because of catheter, the nurse said "don't worry all old ladies smell"; 

• Mrs Bulbeck often found her mother sitting up in a chair, with bare feet/legs 
and no blankets; 

• Mrs Bulbeck was worried about the drugs her mother was given because she 
abehaved very strangely some days"; 

• Some of the nurses were uncaring and had an unprofessional attitude to the 
patients; · 

• Some of the nurses failed to carry out doctors' orders. 

50. Mrs Bulbeck was asked if she could provide further detail, but confirmed that she 
was unable to name individual nurses. She could only name r··-c;c;-(t~"J~····-·-~ the 
clinical manager, as having responsibility for her mother's care;-·-·-·-·-·-·-·-·-·-·' 

51. The NMC forwarded a copy of Mrs Bulbeck's letter of complaint to the trust. The 
trust commissioned an investigation and provided the NMC with a copy of the 
investigation report, and its letter to Mrs Bulbeck. Some generic issues were 
identified, but none of these were attributed to named nurses. 

52. The police experts reached the following conclusions lnt this case: 

• lrene Waters (Nurse) 

No opinion expressed about the quality of nursing care {although her notes 
are incomplete). 

• Robin Ferner (pharmacologist) 

NMC1 00086-0045 
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Mrs Middleton received optimal care and die<Urom natural causes. 

• Peter Lawson (geriatrician) 

Mrs Middleton was given appropriate doses of analgesia and died from 
natural causes. 

• Anne Naysmith (palliative care expert) 

Mrs Middleton had abdominal pain and aspiration pneumonia, and was very 
·frail (on continuous oxygen). She was started on oral diamorphine PRN, then 
moved to continuous administration via a syringe driver when the pain 
became more severe. This was very reasonable treatment. Mrs Middleton 
had breakthrough pain, so the dose of diamorphine was increased. She was 
also prescribed midazolam because 'she became agitated and distressed. 

Middleton - conclusions 

53. Given the expert conclusions, it is clear that there is no prospect of establishing a 
case based on failure to challenge inappropriate prescri~ 

54. Mrs Bulbeck has made allegations about specific incidents, but is unable to name 
the nurses involved and has not provided any dates. Accordingly, there is no 
prospect of proving allegations relating to any particular incident against any 
named nurse. 
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55. The only nurse she has named is r-·-Code·-A·-·1 on the basis that he was 
responsible for poor care because he Wi:l!r-tl"Hn;unrdal manager. To establish this, 
we would have to prove poor care, in addition to proving that Mr Beed, as 
manager, was culpable. Given the material we have received to date, and the 
passage of time, the PPC may take the view that there is no realistic prospect of 
proving this. 

Evidence in the case of Wilkie 

56. On 1 June 2002, Mrs Wilkie's daughter Mrs Jackson wrote to the NMC to 
complain about the care given to her mother prior to her mother's death in August 
1998. She made a number of general points, but I have summarised below those 
could perhaps be attributed to individual named nurses. 

57. She noted that her mother was transferred from Queen Alexandra Hospital to 
GWMH for rehabilitation -on admission, she could walk and feed herself with 
assistance. After transfer, her mother appeared increasingly sleepy, weak and 
unwell, and could not stand unaided. After a few days, she received a call telling 
her to go to the hospital and spoke to:-·-·-co-Cie·-A:-·-·1 in the office. He told her that 
her mother was dying and nothing cotifd'-be-·done for her. Mrs Jackson told Mr 
:c·~·d·~·P.lthat she did not want her mother to suffer. 
i..·-·-·-·-·-·-! 

58. On 20.8.98, Mrs Jackson considered that her mother was in pain, and told 
nursing staff, who were dismissive. She had to ask for help twice, and wait one 
hour, untir·-·coCie-A·-·-lattended and said that he would arrange pain relief which 
would make.Mrs-Will<fe sleepy. When Mrs Jackson left the hospital at 13_55, 
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nothing had been done to alleviate her mother's discomfort. When Mm Jackson 
returned to visit at 20.00, her mother was unconscious. 

59. On 21.8.98, Mrs Wilkie's catheter bag contained blood. Late in the afternoon of 
· 21.8.98, the nursing staff persuaded Mrs Jackson to go and take some rest. She 

only agreed when they assured her that they would call her if anything happened . 
. When she returned to the ward at 18.30L~~~~§-~.d~~~~~~~] said that Mrs Wilkie has just 

died, and had heard their voices before she went. From her mother's 
appearance, Mrs Jackson believes that her mother had not only just died. 

60. Having reviewed her mother's records, Mrs Wilkie has the following complaints: 

• On 17.8.98L~~~~~~~~~~~~~~~~J made an entry in the nursing notes "Condition has 
generally deteriorated over the weekend Daughter seen- aware that mums 
condition is worsening, agrees active treatment not appropriate and to use of 

· syringe driver if Mrs Wilkie is in pain". ·Mrs Jackson denies· that her · 
conversation with r··co"Cie·A·-·was as recorded. She states that she did not 
agree that active t~ealffieiirW~s not appropriate, and that there was no 
discussion about a syringe driver. She maintains that she was never told 
about the syringe driver. 

• Nobody carried out a pain assessment a) when Mrs Jackson complained 
about her mother's pain on 17.8.98 or b) before starting the sic diamorpine on 
20.8.98. 

• The drug administration record states that the syringe driver was started at 
13.50. Mrs Jackson maintains that she did not leave the hospital until13.55, 
and the syringe driver had not been started when she left. 

• The nursing records falsely state that Mrs Wilkie's family were with her when 
she died. 

• There are errors in the nursing records. On a nursing care plan there are two 
incorrect entries: 

• 13.8.98, entry scored through, reads "oramorph 10mgs given at 21.00 as 
distressed. Settled and slept. Written in error as outside Gladys Richards 
room la 
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• 21.8.98 "condition remained poorly pronounced dead@ 21.20 hrs by S/N 
Sylvia Roberts ?? ?? relatives (2 daughters) presene. Elsewhere in the 
nursing notes, it is recorded that Mrs Wilkie died at 18.30, which is around 
the time when Mrs Jackson returned to the ward. 

These entries are initialled/signed, but I cannot identify the authors. 

• There is no mention in the notes about the blood in the catheter bag on 
21.8.98. 

• Why was her mother given diamorphine, and why was sne started on such a 
high dose? The prescription chart, written by Or Barton, was undated. She 
prescribed as a regular daily review (not PRN) diamorphine 20-200mg/24hr, 
hyoscine 200-800mgf24hr and midazolam 20-80mg/24hr, all to be 
administered subcutaneously. 



• . .-. 
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61. This case has been reviewed by a number of experts instructed by the police. 
The first of these was Professor Ford, who reported in December 2001. His 
conclusions were: 

• The initial assessment and plan as noted by Or Lord on 10.8.98 was 
reasonable. 

• No diagnosis was made to explain the deterioration Mrs Wilkie is reported to 
have experienced around 15.8.98, and there was no recorded medical 
assessment. 

• There is no clear evidence of pain or explanation of why Mrs Wilkie was 
started on the syringe driver. 

•· Oral analgesics could and should have been tried before starting the· syringe 
driver . 

• The undated prescription was poor practice and potentially very hazardous, 
as Mrs Wilkie was a frail elderly underweight patient with dementia. 

• The medical and nursing records are inadequate. 

• The use of the syringe driver may have hastened death, but Mrs Wilkie was a 
frail dependant lady with dementia who was at high risk of developing 
pneumonia even if she had not been administered sedative and opiate drugs. 

NMC1 00086-0048 

62. As part of the second police investigation, this case was reviewed by the panel of 
experts. Their conclusions were: 

• lrene Waters (nurse) 

No opinion expressed about the quality of nursing care. . . 

• Robin Ferner (pharmacologist) 

Noted that there was a high dose of diamorphine from the outset. Concluded that 
treatment was sub-optimal or negligent, but unclear as to cause of death. 

• Peter Lawson (geriatrician) 

Unable to assess cause of death and standard of care as medical notes and a 
section of the drug chart were not available from the police. 

• Anne Naysmith (palliative care expert) 

Noted that medical notes and a second drug chart appeared to be missing from 
the material provided by the police, but concluded that the cause of death was 
unclear and treatment sub-optimal. This conclusion was based on the 
inadequacy of the medical notes. The patient was in late-stage dementia and 
had become very dependent following a UTI requiring IV antibiotics. She may 
have died of dementia in GWMH whatever management had taken place. 

Wilkie - conclusion 



63. In my view, there ts at least one potential allegation of misconduct that could be 
put t[_·~--~~!i~-~~-~-·~.-~J and it relates to his disputed note on 17.8.98. Mrs Jackson 
accepts that there was a conversation about her mother's pain, but denies that 
she agreed active treatment· was ln~.QPfP.Priate or that a syringe driver should be 
used. Accordingly, she alleges that i Code A i falsified the note of their 
conversation. ~--·-·-·-·-·-·-·-' 

64. There are clear evidential issues with this allegation: 

• lt would appear that the only people present during the conversation were 
Mrs Jackson anL~~~~~~~~!L~~~J 

• Mrs Jackson accepts that she was concerned that her mother should not 
suffer pain; 

• The passage of time will make it difficult to prove to the required standard 
exactly what was said during a conversation almost 10 years ago. 

65. Of the other possible allegations, my views are as follows: 

• The failure to carry out a pain assessment on 17.8.98 is difficult to attribute to 
a named nurse, but could potentially form the basis of an allegation against 

[~~~-~Ci.~~~~~~J as he was the person who eventually dealt with Mrs Jackson's 
concerns; 

• I do not consider that Mrs Jackson's allegation about the start time of the 
syringe driver on 20.8.98 is capable of proof or that, if proved, would be likely 
to lead to the removal of the nurse responsible. The most that could be 
proved would be a 5-10 minutes discrepancy between the time Mrs Jackson 
says she left the ward and the time the syringe driver is recorded as starting; 
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• Whilst it may be possible to prove that the notes incorrectly record the time of 
death, and that the family was present at death, and the PPC may consider 
that this is unlikely to lead to removal; 

• lt would be possible to prove that the notes contain an incorrect entry dated 
13.8.98 that was then scored through and corrected, but the PPC may 
consider that this is unlikely to lead to removal; 

• We could prove that there was no entry in the notes on 21.8.98 that the 
patient's catheter bag contained blood. However, we would then have to 
prove that the catheter bag did contain blood, that an individual named nurse 
did or should have noticed this and recorded it, and that the individual named 
nurse failed to record this in the notes. In my view, this is not possible; · 

66. Finally, there is the wider concern about the alleged poor prescribing, the 
administration of high starting doses, and the failure of the nurse(s) to challenge. 
Potential evidential issues relating to these concerns are as follows: 

• The identity of the nurse who started the syringe driver is not clear, but his/her 
initials appear on the prescription records and so it is possible that he/she 
could be identified. 
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• We could seek an independent expert to review the material we nave and 
give an opinion on the prescription and whether a nurse should have 
chall~nged iUadministered medication on the strength of it as per the 
prescription record. However, I note that two of the experts Instructed by the 
police comment on the apparent absence of a drug chart and the inadequacy 
of the records. This may make it very difficult for us to prove a positive case. 

• We are not in a position to make an allegation of inadequate record keeping 
against any named nurse{s), as we have no information about who was 
responsible for the records, who was on duty, etc. 

67. One possible course would be to liaise with the GMC and establish whether they 
are looking into this patient and proposing to take action in respect of the 
prescription. If they are, we may wish to wait until GMC action is concluded, and 
then follow their findings. However, there has already been a substantial passage 
of time. since the incident. Alternatively, we niay ask the GMC if we can adopt or 
share any evidence they obtain during the course of any investigation . 

Evidence in the case of Devine 

sa,_.ln_J.Yn~.-~QQ~ • .l".~--~-~~~~--~~--~-~--~".l.w.rol~--toJhe._MMC_to.Joooe_.a._.formal_.®.mR.l~lot.~SJ~lo.~t 
! Code A !in 
'·-re.specfofttie-·c:ar-e·-receive"doyL~~~~~~~A~~JJ;fsie·rlev1ne·-arGWMH.oetween-·-·-·-' 

admission in October 1999 and ~--·---~~~~--~·-·-·jdeath on 21 November 1999. 

69.i~~~~~~(j~~~~~~~~~~)eferred to an independent review carried out by the hospital 
following her complaint to the hospital. r·-·-·-·-·-·-·-·-·-·-·-·-cocte-·A-·-·-·-·-·-·-·-·-·-·-·-: gave 
evidence at that review. L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

70.[~§.~~~~~~J complaints may be summarised as follows: 

• Sister Hamblin suggested that Mrs Devine was agitated on the morning of 19 
November 1999, but none of the family had ever seen her agitated. 

!J 
• r·-·-·-·-·co-ct"e-·A-·-·-·-·l applied a tentanyt patch one day, and the next day, another 

L--·nurse-·(LB)"gave 50mg chlorpromazine without removing the fentanyl patch 
first. 
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• i.=~-~~-~~~~=-~~~~~~~~~c~~;-~-~~~~-~=~~~~~~:~:~:~:~:~:~~~;~:~~~~~:~~~~~~~~~~~~~:~~~:~:~:~:~J 
confused. She did not suggest that there was any urgency, but by 1pm, when 
i-·-·-·-·-·-·-·-c-ode-"JC-·-·-·-·-·-·:auended the hospital, Mrs Devine was unconscious and 
Lno"orl"a-·coufd"-speak-fo her again. 

• t~~~~~~~~~~~§i.1~~~~~=-·=-~~-~~~.-~Jfessional comment about[~~~~~~~§~~:.~~~:.~~~~~~] 

• Staff bathed and washed Mrs Devine's hair excessively, apparently because 
she asked for it. 

• There was an incorrect statement in the notes on 3.11.99 that Mrs Devine 
could not climb stairs. 
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• Sister Hamblin sent home dothes that had been provided by the family 
because they were considered "too good" for a hospital stay (they were dry 
dean only). 

• A relative asked to take Mrs Devine to the hospital restaurant and was 
refused without explanation. 

• A kidney infection was diagnosed and antibiotics started, but this was not 
written up in the notes. 

~ WhenL~--~-~~-~~--~~-.Jarrived at the hospital following[~~~~~~~~~~~~A~~Jsudden 
deterioration, SN Shaw did not explain the medication and said she could not 
explain what had happened because she had only just come on duty. 

71. The letter contai~s no specific allegations abo~:~t SN Barker or EN Bell. 

72. In July 2002,the NMC wrote toi~~~~~~9.~~~~~~~~~~Jrequesting a copy of the independent 
review report, and consent to approach the GWMH for documents and evidence 
relating to Mrs Devine's care. The NMC wrote toi-·-·-·co.de·A·-·-·l again in August 
2002 to inform her that her complaint would be ronsldeiecf"by the PPC on 27 
August 2002, and in September to inform her that the PPC had adjourned the 
case pending the outcome of the criminal investigation. 

73. In October 2002, the Fareham and Gosport NHT PCT wrote to the NMC asking 
for details of the allegations against Sister Hamblin, SN Shaw, SN Barker and EN 
Bell, as the PCT had not previously been aware of this referral. There is no 
indication on the file that the NMC responded to this letter. 

74. The police have provided voluminous material relating to this case, as it was one 
of the 1 0 cases investigated in full. From this material, it is possible to establish 
the following: 

75. Mrs Devine.-~-~~--~.9.rD..2.ri~~~~?~~~~~~~:~]After the death of her husband in 1979, 
she lived inl__·-·-·-·-·-·-·-·----~-~-~~-~----·-·-·-·-·-·-·-·-·1 house. From January 1999, her health 
deteriorated. In February 1999, it was suspected that she was suffering from 
myeloma, but following tests, an expert advised in May 1999 that there was 
insufficient evidence to support a myeloma diagnosis. 
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i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 
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77. On 9 October 1999, Mrs Devine saw her GP complaining of pain when urinating. 
A suspected kidney infection was diagnosed and she was admitted to Queen 
Alexandra ~~-~p!t~l_f~.r.~~atment. She was fit to leave by mid-October, but 
because of! Code A !circumstances, arrangements were made for her to be 
transferred 'ra·-GWMH.and she was admitted on 21 October 1999. 

78. On the day of admission, she was seen by Or Barton. The only analgesic 
prescribed was PRN oramorph (10mg/5ml). No reason for this was given in the 
notes. In fact, ora morph was never administered during Mrs Devine's admission. 



79. On 25 October and 1 November 1999, other doctors noted that MI'S Devine was 
physically independent and continent but needed supervision with washing and 
dressing. She was confused and disorientated and wandered during the day. 

80. On 11 November 1999. she was prescribed PRN thioridazine, an anti-psychotic. 
There is no corresponding entry in the notes to explain why. She was also 
prescribed trimethoprim for a presumed urinary tract infection, but an entry in the 
notes on 15 November 1999 showed that the urine specimen had not yielded any 
growth. 

81. The thioridazine was first administered on 15 November 1999, when Mrs Devine 
was reported as being very aggressive and resUess ~t times. lt was also 
administered on 16 November 1999. On that day, Or Reid the consultant asked 
for a referral to be made to Or Luznat, a psychiatrist, as a result of Mrs Oevine's 
worsening confusion, and also noted that renal function was deteriorating. Also, 
Mrs Oevine creatine level had increased from 187 to 360micromoVL between 22 
October and 16 November 1999. 
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· .. : 82. She was seen on 18 November 1999 by OrTaylor, who assessed her mental 

. ' . . ~ . ... . .. .... ~· 

state and agreed that it had deteriorated. Mrs Oevine was placed on the waiting 
list for Mulberry Ward as a result. 

83. On 18 November 1999, a fentanyl patch was applied {25micrograms per hour) 
but there is no explanation for this in the medical or nursing notes. A prescription 
chart continuation sheet shows that it was prescribed by Or Barton and 
administered byi~~~~~3~~~~)~~~~~Jat 9.15am. 

84. On 19 November 1999, there are records of a marked deterioration, and 
statements from nurses who came on duty that morning to the effect that Mrs 
D~Xi!l_~ .. "'!~~.-~.9.!~~~~~-~!1-~.J?.~Y.:~i-~~~-.?.S9f.~~~iy:~.-t~_v,.rards themC.·~.·~.·~.·~g.·~~~Eii~.·~.·~.·~.·~.l 

:··-·- Code A give largely consistent accounts. 
'lfts'ag.ree(HhafC.·~.·~.·~.·~~~~.·~~t\~.·~.·~.·Jga-ve-anTnJectia'il-of 50mg chlorpromazine at Dr 
Barton's direction, but it is not agreed whether Or Barton was present or gave the 
instruction by telephone. The chlorpromazine was given at 8.30am. Mrs Devine 
was then •specialed• by two of the nurses. 

85 .. There is an undated prescription by Dr Barton for 40-80mg diamorphine and 20-
8Dmg midazolam_.JQ._Q~_£19_min,istered sub-cutaneously via syringe driver. On 19 
November 1999,l ..... g~~.~-·~·-·-·jstarted the syringe driver with 40mg diamorphine 
and 40mg midazotam. Or Barton's note reads: 

"Marked deterioration overnight 
Confused aggressive 
Creatinine 360 
Fentanyl patch commenced yesterday 
Today further deterioration in general condition 
Needs SC analgesia with rnidazolam 
Son seen and aware of condition and diagnosis 
Please make comfortable 
I am happy for nursing staff to certify death 

86. Gill Hamblin's nursing note for 19.11.99 reads: 

"Marked deterioration over past 24 hours. Extremely aggressive this am refusing 
all help from staff. Chlorpromazine SOmg given IM at 08.30 - taken 2 staff to 
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special. Syringe driver commenced at 09.25 with diamornhlne 40mg and 
mldazolam 40mg. Fentanyl patch rernov~g-~ r·-·-·-·-·c·o-cie-·A -·-·-·-·iseen by Dr Barton 
at 13.00 and situation explained to him.fcod•Aiwfif"ooiitactr-·-·-·-···-·co-cie-·A-·-·-·-·-·-·-·:and 
inform her of Elsie's poor condition." ~--·-·-' '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

87. Or Barton has been Interviewed by the police and made prepared statements, 
then answered •no commenr to all questions asked. 

88. The material has been examined by a number of experts, whose conclusions are 
as follows: 

• Or Wilcock, palliative medicine expert: 

• Use of the fentanyl patch was not appropriate {too strong for the 
patient, _less flexible than morphine solution in dose titration) 

• There was an inadequate assessment and documentation of Mrs 
Devine's marked deterioration 
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• If midazolam was deemed necessary, it would have been more 
appropriate to give small doses of by intermittent subcutaneous 
injection as required - to go straight to a syringe driver could only be 
justified if it was considered without reasonable doubt that Mrs Devine 
was experiencing agitated confusion as a terminal event and was 
actively dying 

• In the absence of pain, shortness of breath or cough, there is no 
justification for use of diamorphine in a syringe driver 

• Or Black, geriatrician 

• There is no apparent justification for prescription of PRN ora morph on 
admission 

• There is no explanation in the notes for the use of fentanyl patch 

• The fentanyl patch was only removed 3 hrs after sic diamorphine started 

• The starting doses of diamorphone and midazolam were higher than 
conventional guidance 

• However, the patient was terminally ill and the drugs given provided good 
palliation of symptoms 

• Or Dudley, nephrologist 

• Beyond all reasonable doubt, Mrs Devine was dying from amyloidosis, 
progressive renal failure and dementia 

• Simple measures may have improved or stabilised her condition for a few 
days, but further deterioration culminating in death was inevitable 

89. The police files also contain a copy of the independent review panel report dated 
1 0 August 2001, which concluded that there was inadequate communication 
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,.be.twe.en._theJlos.o.itaLstaff_andC~:-·-·-·-·-·-·-·-coCie-·A·-·-·-·-·-·~-~-~-~-~~l~Y~.~yiQ~u~.-th~L ____ , 
. : Code A r·-·ave-rn·structionslfiatl code A : '·::;;·-·-·:::.;::;:::::;.::;;:::::::::::::::::::::::;:::::::::::::::::::::::::::::~~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-L.·.=-.·.=-.·.=-.·.=-.·.=-.·.=-.·.=-.·.=-.·.=-.·.=-.·.=-.·.=-.·.=-.·.=-.·.=-.·.=-.·.=-.·.=-.·.=-.·.=-.-.=-.·.=-.·.=-.·.=-.· ! ·-·-· Code A ! 

i·-·-·-·-·-·-·-·-coae-A·-·-·-·-·-·-·-Tacce-·le"dlnartniS"siloiifd.l1ave"lie.en.Cfocumen.tea-;-an~a·-·-·-·-·-
··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· p .-·-·-·-·-·-·-·-·-·-·-·-·-·· 
that greater care should have been taken to ensure thati _____ ~C?.~-~--~---·Jwas kept 
informed. The panel concluded that Mrs Devine's medical management was 
appropriate. 

90. Dr Reid, the consultant responsible for Mrs Devine's care, has made a police 
statement. Generally, he is supportive of the medical notes and treatment given, 
but has some reservations: 

• In his view, it was not appropriate to prescribe oiamorph PRN on admission, 
as no pain had been noted at that stage. However, oramorph was never 
ad ministered; 

• Small doses of diamorphine injected over 24 hours may have been more 
appropriate than the fentanyl patch, but this would have involved multiple 
injections, which may have increased distress; 

• 40mg diamorphine in the syringe driver was a high starting dose. 20-30mg 
would have been more prudent; 

• 50mg chlorpromazine is at the upper limit of dosage range. He would expect 
to see the effect within 3- 6 hours. Therefore it is of some concern that 
midazolam was started before the chlorpromazine may have reached 
maximum effect. However, the midazolam was being administered slowly 
over 24 hours. 

• lt is undesirable that there is no note explaining the reason for high start 
doses of diamorphine and midazolam 

91. Dr Reid also states that he established a good rapport with [~~~~§~-~~~~~-~~~~-]while she 
was pursuing her complaints with the hospital, and reJ?Qrts that she told him tbag 
had she been able to deal him at the time of:-·-·-·c·ode A-·-·-·lmness and death, she 
would never ~ave made a complaint. '·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

92. lt should be noted that there are no police statements from:-·-·-·-·-·-·-·-·-cacie-A·-·-·-·-·-·-·-·-: 

[~~~~S~~~~~~=~~J~~--~~~-~x._.~~-~~-~-~!~-~--~U~.-~I~c_~.r_t!.9.~L.~.~-~C?.~~7K~.~-~.l~t~tji~~-!iU<?.Jf!~·~--~--~-·: 
r·- Code A \ 
!-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·l 

Devine- conclusions 

93. In my view, there is no realistic prospect of proving that any of the nurses was 
guilty of misconduct in the way in Y{bigbJh~Y.~.rnmunicated with i~~~~~~9.~~~~~~~~~~J 
about what was happening. G!Y.~m.l ___ f_~~~--~·-·-·-idifficult personal circumstances, 
and the nurses' account thatL ____ g~-c!~--~---·J had instructed that she should not be 
troubled, a panel is lj~~!YJQ.P..QD.9..l~_q~Jb~lilwa.s._o.o.tmlsepnduct for them to 
communicate with[~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--~<?.~~-~----·-·-·-·-·-·-·-·-·-·-·-·-·-·JAoY..~t1~m..RUQ_PMrsue 
an allegation of this sort would be bound to fail because i Code A !and 
could not give evidence, and prior to L~.~~"i..d..e).~~-~.J he never'-m~iCie.any-·state-m-ent 
contradicting what the nurses say about his instruction. 



94. I consider that-·-·-·-·-·c-;;·de·A·-·-·-·-·-~ comment at the independent review about 
l~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~-?~~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~~oes not am<5unt to 
misconduct. C~~~~~~~~~?.-~-~~A~~~~~~~~~~pomment was made when she was giving evidence 
(not in patient notes) and was fair and accurate. · 

95. Further, I do not consider tha[~~~~~~~~~~~~~)i~~~~~~~~~~J refusal to accept the clothes 
originally sent for Mrs Devine to be misconduct. They were dry clean only, and in 
my view it was reasonable for Sister Hamblin to ask for more appropriate 
clothing. · 

96. There could be grounds for criticising the nurser-·-·-·-·-co-Cie·A·-·-·-·-·l who gave the 
chlorpromazine without removing the fentanyl p'atch.llfwas-·naf removec;!.!J..~.!il 3 
hours later). However, L~~~~~§~~~e)L]s not the subject of a complaint from i.:~d:.~] 
[:~~~~~:!.~] Further, a panel may conclude that there is no realistic prospect of this 
amounting to misconduct likely to lead to removal. 

. . . 

97. I do not consider thatr-·-·-·c;~~i~-·A·-·-·-r account of Staff Nurse i·-c;~·d"~-A"] comments is 
L--·-·-·-·-·-·-·-·-·-·-·-·-·1 1..·-·-·-·-·-·-·-" 
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capable of supporting a charge of misconduct that is likely to lead to removal. Her 
·.:: account is disputed and in my view there is little prospect of it being proved 

beyond reasonable doubt, and even if it was, a panel is unlikely to find 
misconduct in all the circumstances. 

.. 
.. . 

98. The other complaints made by[~.-~.-~9.~~~--~~~.-~.Jare non-specific and do not amount 
to allegations of misconduct against named nurses that are likely to lead to 
removal. 

99. Therefore, the only potential allegation that could be pursued is the general 
allegation of failure to challenge inappropriate prescribing. Among the experts 
(including Dr Reid, Mrs Devine's consultant), there seems to be general 
agreement that there were defects in Or Barton's prescribing. 

100. Accordingly, this case raises similar issues to those outlined in relation to 
Wilkie (see above). 

The passage of time and delay 

·.-.·· 101. The events in question took place in 1998 (deaths of Mrs Wilkie and Mrs 
Page), 1999 (deaths of Mr Carby and Mrs Devine) and 2001 (death of Mrs 
Middleton). 

102. All of the direct complaints to the NMC were made in 2002. Three of those 
complaints (arising from the deaths of Mrs Wilkie, Mrs Devine and Mrs Page) 
were considered by the PPC in August 2002 and adjourned. They were ir)_P~rtJ. 

;-·-<?.L.~~~--9.9.1?!1_~-~L9..1}.~---t~-~---~~~~9.?.!~?ns were not served on the registrants l.~-0..~~-~j 
! CodeA ! 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

103. The other complaints (arising from the deaths of Mrs Middleton an~_.M.LG~r~YL. 
_b~Y~-.f!~Y..~Lbeen before the PPC, and so the registrants involved~-·-·---~-~~~--~---·-·-·-! 
l_ _____ ~C?.~~-t\. ____ ~ave never been notified these allegations either. 

104. The trust was given the opportunity to comment on the complaints arising 
from the deaths of Middleton and Carby, and on the report of Professor Ford, 
which dealt with the death of Mrs Wilkie. There is nothing on file to suggest that 
the NMC served information on the trust about the complaints arising from the 
deaths of Mrs Devine and Mrs Page. 



. . 
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105. The passage of time could give rise to an abuse of process argument based 

on the delay. However, recent authority (R vs [2006]2 Cr. App. R. 23) makes it 
clear that even where delay Is unjustifiable, a stay should be the exception rather 
than the rule. Where there is no fault on the part of the complainant or 
prosecution, a stay will be very rare. No stay will be granted in the absence of 
serious prejudice to the defendant such as no fair trial can be held. The trial 
process itself can ensure that relevant factual issues arising from the delay are 
considered by the decision-maker(s). 

106. I am satisfied that there has been no fault on the part of the NMC in delaying 
the case until now {although it would perhaps have been desirable to notify 
practitioners of the complaints when they were adjourned in 2002}. Accordingly, I 
am of the view that there is little prospect of an abuse argument on the grounds 
of delay being upheld. 

. . 
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1 07. Everyone is guaranteed the right to a fair trial under the European Convention 
on Human Rights, and this includes the right to trial within a reasonable time. 
This guarantee runs from the point at which the defendant is subject to a charge 
(i.e. from when the defendant is officially notified or substantially affected by 
proceedings taken against him). In my view, none of the registrants complained 
of have yet been charged, because they have not been formally notified of or 
affected by the NMC's proceedings. 

1 08. Although the passage of time is not yet a fatal block to any future NMC 
proceedings, it does interfere with the ability to prove facts to the required 
standard. The more time that passes, the more difficult it becomes to establish 
facts beyond reasonable doubt. 

109. The NMC needs to ensure that any delays from now on are for good reasons 
which are carefully documented. 

Old rules or new rules? 
. . 

110. The complaints from patient relatives were received by the NMC in 2002, and 
as such, fall to be considered under the old rules • 

111. We were first notified provided with material from the police after the meeting 
in October 2004. 

112. 1t seems to me that the patient relative complaints were non-specific enough 
to encompass any concerns arising from the care given to the patients prior to 
their deaths. Accordingly, I take ·the view that any allegations relating to 
misconduct arising from the deaths of Mrs Page, Mr Carby, Mrs Middleton, Mrs 
Wilkie and Mrs Devine should be dealt with under the old rules. 

113. However, there may be issues arising out of the other cases that were 
referred to us by the police. I have reviewed all of them with a view to finding any 
particular criticism of named nurses by patient relatives. I particularly noted the 
case of Cunningham (one of the police's Category 3 cases), where the family 
suggested to the police thac:=:=:=:=:§~~~E:=:=:=:=:=: was part of a conspiracy to practise 
euthanasia. 

114. lt could be argued that, because this material was received after 1 August 
2004, it falls to be considered under the new rules. Although no allegation has 
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been received, the NMC could refer it to the Investigating Committee in 
accordance with Article 22(6), and start proceedings on that basis. 

115. In my view, this would be undesirable for a number of reasons: 

NMC1 00086-0057 

• Although I have not reviewed the evidence in the Cunningham case in 
detail, it seems likely that it will raise similar issues to those in the cases 
of Mrs Wilkie and Mrs Devine. lt would be highly unsatisfactory to have 
two sets of proceedings running parallel about similar issues arising from 
similar times; 

• The new rules are less favourable to registrants (e.g. lower standard for 
referral to CCC). lt would be more appropriate to take the course least 
prejudicial to the nurse in these circumstances. 

116. I consider it could properly be argued that, insofar as the NMC seeks to rely 
on material first made available to it after 1 August 2004, it is merely using that 
material as evidence in support of allegations first made under the old rules. 

117. Accordingly, as there are no issues arising from the police files that are wholly 
different in character from those raised in the patient relatives' complaints, I am of 
the view that it would be proper and fair for all matters to proceed under the old 
rules. 

NMC record keeping 

118. From reviewing the FTP blue files, I have identified the following Profcon case 
numbers: 

• 11978 
• 12010 
• 12011 
• 10212 
• 12013 
• 12053 

119. In respect of each of these I have asked the case officer and case manager to 
retrieve the following Information: 

• Name of registrant 
• Names of complainant 
• Date complaint received 
• Current status of case 

120. I have not yet received this information. 1t should be obtained. · 

121. Once we have this, it will be necessary to ensure that all of the complaints we 
have received are properly recorded on Profcon and case tracker. 

Next steps 

122. In my view, the most helpful next step would be to seek a meeting with the 
GMC and their advisers to get full information about the progress of their 
proceedings. Once the NMC knows which cases (if any) the GMC intends to 
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I 
focus upon, and the tirnescale for the' GMC proceedings, it will be In a better 
position to determine a final strategy. · 

123. N this stage, I do not recommend obtaining formal expert evidence about the 
nurses' duty to challenge inappropriate prescribing. However, it may be helpful to 
obtain informal advice from senior nurses within the NMC. 

124. I am very happy to discuss this further. Please let me know if you have any 
questions, or if you would like to meet to discuss. lt would be helpful to book MR4 
for any meetings, as all of the files relating to this case are stored there. 

125. Finally, I have been the first point of contact for the police in this case since 
October 2004. I consider it would be more appropriate for this role to shift to the 
case officer (and case manager). I will of course continue to provide legal advice 
and assistance on the case, but in my view it should not be managed by me . 
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Clare Strickland 

From: Clare Strickland 
Sent: 05 March 2007 12:24 
To: 
Cc: [~--~~~~~--~A·_~] 
Subject: RE: Re Filing space for case files 

Thanks[~~~~~~~] 
As discussed, if things can be rearranged so that all of the Goport files are in one room, that would be best. 

As you have kindly agreed to arrange collection by courier, here is the information you need: 

• Contact DSC~~~~~~~~~-~~~~~~~~~~~~~~~ Fareham Police Station, on 07880 900921; 
• There are 10·12 boxes of material 
• The address for Fareham Police Station is Quay Street, Fareham, Hants, P016 DNA, and the phone number is 

01329 823904 (open Monday. Saturday 10am. 2pm}. 

I hope this is everything you need - please let me know if you need anything else from me. 

Thanks 

r-·-coCie·A·-·-: 
L·-·-·-·-·-·-·-·-·-·-·~ 

----ortglnal M_~9!t==~---·-·, 
From: :._~_ . .f_'?..d!_~·-·-·-·i 
Sent: OS March 2007 11:56 
To: Care Strlckland 
Cc: [~-~~~~~~S.2~-~yi~~~~~~~~J 
Subject: Re Filing space for case files 
Importance: High 

Hi Clare 

Further to your email re filing space please note thagt we have identified a cabinet for retention of such 
documentation . 

.. -·-·-·-·-·-·-·-·-·-·· 
! Code A! 
i-·-·-·-·-·-·-·-·-·-j 
Cubpard 73 is available in meeting room 3 for above. I have the keys to this cupboard whenever the supporting 
document files are recevied. 

Code A 
This em ail and any files transmitted with it are confidential and intended solely for the use of the 
individual or entity to whom they are addressed. Please do not act upon or disclose the contents if you 
have received it in error. Instead, please inform me at the em ail address above. 
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From: Clare Strickland 
?§..E~.~f.Y.~_ry __ ?.Qg7 15:30 Sent: 

To: 
Cc: : Code A i 

i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
Subject: RE: Gosport 

I've just received a message from os,_·.=.·~.-~.-~.§.?~~~~-~--~--~--~--~--~ to say that he has 10 -12 boxes of material ready for us to 
collect. 

I'm reluctant to arrange collection until the space has been arranged - please could you let me know what the position 
is? 

Thanks 

Clare 

' 

--Original Message---
From: i-·-·-·-cacie-:A·-·-·-i 
Sent: Li-.H'eoruaryzwi 17:10 

aare Strlckland 
RE:Gosport 

To: 
Subject: 

No preoblem i'll speak to !~~~~~-~~-~bout finding a set of cupboards that free 

-Original Message
From: Clare Strickland 
Sent: .J.~-~~~~_a_ry_2..~7.:. 17:08 
To: ! Code A i 
Subject: '·Gospoif-·-·-·-·-·-·-·-· 

I have had a call from i-·-·-·-·c·ode·-A-·-·-·-·:from Hampshire Police in response to my email about outstanding 
disclosure. '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·" 

He is going to arrange for us to receive: 

• in respect of the 1 0 outstanding patient cases: 
• clinical records 
• expert summaries 
• witness statements from family members 
• witness statements from healthcare workers 
• medical/legal summaries from Matthew Lohn (not prepared in every case) 

• the results of their generic investigations into practices at the hospital, including the staff concerns that 
were raised in 1991 

• copies of all expert reports, with the exception of the Baker report, which was commissioned by the Chief 
Medical Officer- although the police have this report, if we want disclosure of it we will have to apply to 
theCMO. 

[·.=·-=·~C!i~~~-~--=~·~·.1aid that the material will be ready in 3-4 weeks. He said it will run to about 30 lever arch files, 
so please can you ask the admin team to make suitable arrangements for its storage. We need to keep all of 
the material in this case in one place (i.e. the material we already have and the new material, when we receive 
it), and it should be readily accessible while we are working on it over the next few months. DS Stephenson 
also suggested that someone would need to come and collect the material, and receive a briefing on what is 
contained - I'm not sure that this is necessary, but I'll speak to him about that once everything is ready for us. 

Please let me know if you have any questions. 

Regards 

r·c;-~d·~-Al 
i·-·-·-·-·-·-·-·-' 



Clare Strickland 
In-house lawyer 
Nursing and Midwifery Council 
23 Portland Place 
London W1B 1PZ 

r·-·-·c-o-cfe·-·A·-·-·1 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·l 

NMC1 00086-0061 
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Clare Strickland 

From: Clare Strickland 
Sent: 13 February 2007 17:08 
To: 
Subject: 

[~--~~~~~~~~~~--~--~--~--~--~_"] 

1 have had a call from!-·-·-·c·ocie-·A-·-·-·, from Hampshire Police in response to my email about outstanding disclosure. 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

He is going to arrange for us to receive: 

• in respect of the 10 outstanding patient cases: 
• clinical records 
• expert summaries 
• witness statements from family members 
• witness statements from healthcare workers 
• medicaVIegal summaries from Matthew Lohn (not prepared in every case) 

• the results of their generic investigations into practices at the hospital, including the staff concerns that were 
raised in 1991 

copies of all expert reports, with the exception of the Baker report, which was commissioned by the Chief Medical 
Officer- although the police have this report, if we want disclosure of it we will have to apply to the CMO. 

OS Stephenson said that the material will be ready in 3-4 weeks. He said it will run to about 30 lever arch files, so 
please can you ask the ad m in team to make suitable arrangements for its storage. We need to keep all of the material 
in this case in one place (i.e. the material we already have and the new material, when we receive it}, and it should be 
readily accessible while we are working on it over the next few months. OS Stephenson also suggested that someone 
would need to come and collect the material, and receive a briefing on what is contained - I'm not sure that this is 
necessary, but I'll speak to him about that once everything is ready for us. 

Please let me know if you have any questions. 

Regards 

Clare 

Clare Strickland 
In-house lawyer 
Nursing and Midwifery Council 

3 Portland Place 
!·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

i Code A! 
i i 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 
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Clare Strickland 

From: Clare Strickland 
Sent: .... 1.3 . .Eeb.ruarv.20D.'Z..06:46 
To: 
Subject: 

! CodeA i 
'··FW:·ojjeralfari·R~hester 

Attached is the 
the outstanding 
of the coroner, 
jurisdiction. 

response I have received from the police. Hopefully we will receive 
cases soon. I do not think that we should be delayed by the decision 
as it is unlikely to have a significant impact on the issues under our 

Regards 

Clare 

-----Original Message----
From: Clare Strickland 
Sent : , ... l..~ ... f.~.PAJJ.9.-.~.Y ... ~.Q.Q?. ... Q.~.;.1.~ ................................................................ , 
To: '! ! Strickland 

~~~i~ C o d e A ............. L .......................................................... , 
dick.i ! CodeA ; 

1bj e'c·t·:····tn-:T··op·eration···Rocne·stefr·······································':.:::::::::::::::::::··························~·······························" 

Many thanks for your help. I look forward to hearing from DS Stephenson. 

Regards 

Clare Strickland 
In-house lawyer 
Nursing and Midwifery Council 
23 Portland Place 
London WlB lPZ 
~--------------------------·, 

1 CodeA I 
i i 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

-----Original Message-----
r~-·-·-·-·-·-·-···-·-·- .... ·-"-·-·-·"""--···-·-·-·-·-·-·-··-·-·-·-·-·-· .. ·-"'-·-·-·-·-·-·-·-·-·-·-·-·-·-.,-·L·-·-·-·-·-·-t-·-·-·-·-·-·-1 

[~ Code A i 
S ent··:···T3···"Feor"l:fary··2UOT"Oc·Pro························································' 

fo: Clare.Strickland@NMC-UK.ORG 
~~·-·-·-·-·-·-·-·-·-·-·-·L·-·-·-·I.·-·-·-·-·-·-·-·.A"....P...-·-·-·-·-·-'-·-··-·-·-·-·-·-·-·-·-·-·-·-·-·':1·-'-·-·-·-·-·-·.J·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

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

Subject: RE: Operation Rochester 

Dear Claire .. 

The Coroner is minded to hold inquests in respect of the ten most 
serious cases following advice from the Shipman coroner and the lord 
Chancellors office but has yet to make the final decision following 
review of the evidence. 

The coroner David HORSLEY {Portsmouth) does not expect to take a final 
decision until some time in March given his current workload .• 

I have copied this E mail to Detective C~~~~~~~~~~~~~~~~~~A~~~~~~~~~~~~~~)N who will 
manage the material you request to be forwarded asap .. I will ask OS 

r.:::·.=.·.·····~~£.::~:::·.:::~".1to let you know when you might expect this .• 

In the interim I have forwarded you a copy of the summary prepared as a 
briefing note to the coroner .. 

Regards .• 

1 



David WILLIAMS 
Detective Superintendent. 

-----Original Message-----
From : Cl are S t r i c kl and !-"·-·-·-···'·-·-·-·--~'--·-·-·-·-·-· .. "·-·-C:aife~A'-·-·-·-··"'·""·--·-·"'·"'-·-"'""""'·'·-·-·1 
sent : 12 February 2 0 0 7 '-rs:-;-s·2-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

To: Williams, David 
Subject: Operation Rochester 

Dear Detective Superintendant Williams 

This message is further to the stakeholder meeting on 19 December 2006, 
which was attended by. my colleague c·.~--~--~--~~~-~~A..·.~--~--~--~·.1 

I understand that at that meeting, it was suggested that the coroner may 
decide to hold an inquest into some of the deaths, and that any such 
decision was expected early in the new year. Please could you let me 
know if there have been any developments on this? 

As you will know, the NMC is anxious to proceed with its enqu1r1es into 
this case now that we have received confirmation that there will be no 
=riminal proceedings. However, before we can do this, we will need to 
~eceive from you copies of the files relating to the remaining 10 cases 
hat were the subject of the police referral to the CPS. I would be very 

grateful if you could let me know when we can expect to receive the 
following in respect of each of those cases: 

* 
* 
* 
* 

Full clinical records 
Expert reports/summaries 
Police memos re: conversations with family members 
Summaries prepared by Matthew Lohn 

Please do not hesitate to contact me if there is anything you wish to 
discuss, or if you need any further information from me. 

Many thanks 

Clare Strickland 
In-house lawyer 
Nursing and Midwifery Council 
23 Portland Place 
;L.QD.d.Q.o ___ W.lJL_l_pz __________________ , 

! CodeA i 
i ! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

************************************************************************ 
*********** 
This email and any files transmitted with it are confidential and 
intended solely'for the use of the individual or entity to whom they are 
addressed. Please do not act upon or disclose the contents if you have 
received it in error. Instead, please inform me at the e-mail address 
above. 

************************************************************************ 
*********** 

NMC1 00086-0064 

********************************************************************************* 
This electronic message contains information from Hampshire Constabulary which may be 
legally privileged and confidential. Any opinions expressed may be those of the 
individual and not necessarily the Hampshire Constabulary. 
The information is intended to be for the use of the individual(s) or entity named 
above. If you are not the intended recipient, be aware that any disclosure, copying, 
distribution or use of the contents of the information is prohibited. If you have 
received this electronic message in error, please notify us by telephone 
+44 (0) 845 045 45 45 or email to postmaster@hampshire.pnn.police.uk immediately. 
Please then delete this email and destroy any copies of it. 

2 



NMC1 00086-0065 

All communications, including telephone calls and electronic messages 
to and from the Hampshire Constabulary may be subject to monitoring. Replies to this 
email may be seen by employees other than the intended recipient. 
********************************************************************************* 
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Clare Strickland 

From: 
Sent: 
To: 
Subject: 

Clare Strickland 
_J_g.f~.~.f.!.I?..IY..?_QQ.?_.15:56 
i CodeA : 
'-Gospon-·-·-·-·-·-·-·-·-·-·-·; 

NMC1 00086-0066 

I have reviewed everything we have and prepared an update memo for you (attached). This follows on from my memo 
dated 13.12.04, which is also attached. 

Gosport memo Gosport memo 
l2.2.07.doc 13.12.04.doc 

Please let me know what you think. 

Regards 

Clare 

Clare Strickland 
... -house lawyer 
._ursing and Midwifery Council 

23 Portland Place 
;J_ondo"'-\At1.Q._1.C_2._. ______ ! 

I Code AI 
i ! 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

, 

1 
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NMC Internal Memorandum 

To: 
r·-·-·-co-<ie-·A-·-·-i 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

From: Clare Strickland, IHL T 

Copy to: Date: 12.2.07 

Re: Gosport 

1. Following our recent conversation, I have now had an opportunity to review all of 
the files in this case. 

2. I attach a copy of my memo dated 13 December 2004. This sets out the position 
at the outset of the case. 

3. Since then, there have been the following developments: 

• In January 2005, the police confirmed that the death of Mrs Devine (one 
of our outstanding complaint cases) was a category 3 case. This means 
that it was the subject of a continuing police investigation and the police 
files were not released to us. 

• On 19 December 20os;·-·-·-cocfe·-A-·-·-·r the IHL T attended a "stakeholder 
meeting" with HampshirePo!fce~·-sne was informed that: 

o the police had referred 10 cases to the CPS for a decision on whether 
there should be any criminal prosecutions; 

o the CPS decided that there should be no further action in respect of 
those 1 0 cases; 

o the coroner may decide to hold inquests into the deaths of Elsie 
Devine, Elsie Lavender and Sheila Gregory, as they were buried {not 
cremated). The coroner was expected to make a decision on this early 
in 2007; 

o Mrs Devine's family is represented by Alexander Harris Solicitors, who 
acted for a number of families in the Shipman case; 

o The police will seek the consent of the families in the 1 0 cases to 
release the material to the NMC.i-·-·c·ode·A-·-·:requested disclosure to 
the NMC of all outstanding materlar:-·-·-·-·-·-·-·-·-· 

• Paul Hylton of the GMC also attended this meeting. He said that the GMC 
is only investigating Or Barton, and that its investigation will continue now 
that the police investigation is complete. The GMC requested disclosure 
from the police of the expert reports in the 1 0 outstanding cases. 

4. I will contact the police today to reiterate our request for disclosure of the 
outstanding 1 0 cases. I will also ask whether there has been any decision from 
the coroner about holding inquests. 
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5. I have not yet been able to establish what cases are outstanding on our system. I 
have asked [~-~~~-~-i~~~~~~~Jto carry out checks on all of the Profcon case numbers 
that appear in the NMC files, and report back to me with the results. Once I have 
that information, I will be in a better position to advise further. 

6. When I wrote my memo dated 13 December 2004, I had been informed that the 
complaint from Mrs Bulbeck agains[~-~~~~~-~~~~Jhas been considered by the PPC 
on 22 October 2002 and closed. I noted this, but also noted that I had seen no 
evidence to support it on the paper files. I have today checked the PPC agenda 
for 22 October 2002, and could not find any reference to Mr Beed on it. 
Accordingly; I advise that we treat this matter as an open complaint unless and 
until we have clear evidence to the contrary. 

7. Accordingly, the outstanding complaints are in respect of the following patients: 

Page 

Complainant: Mr Page 
Date of complaint: May 2002 
Named nurses: r-·-·-·-·-·c·ocie_A_·-·-·-·-! 
Material received from police? '-·-·-·res-·-·-·-·-·-·-·-·-·-·-·-·-·; 

Previously considered by PPC? Yes (24.9.02) -adjourned pending criminal 
investigation 

I have previously conducted an analysis of the evidence in this case, and my 
conclusions are set out in paragraphs 27 and 28 of my memo dated 13.12.04. 

Carby 

Complainant: 
Date of complaint: 
Named nurses: 
Material received from police? 
Previously considered by PPC? 

Mrs Carby 
August 2003 
Joice, Beed, Neville 
Yes 
No 

I have previously conducted an analysis of the evidence in this case, and my 
conclusions are set out in paragraphs 35 and 36 of my memo dated 13.12.04. 

Complainant: 
Date of complaint: 
Named nurses: 
Material received from police? 
Previously considered by PPC? 

Mrs Jackson (Ms Yeats) 
June 2002 
Beed 
Yes 
Yes (24.9.02)- adjourned pending criminal 
investigation 

I have not yet carried out an analysis of the evidence in this case, but will do so 
as soon as possible. 

Devine 

Complainant: 
Date of complaint: 
Named nurses: 

Mrs Reeves 
June 2002 

r-·-·-·-·-·-·-·-·-·-·-·-·-c-ocie·A·-·-·-·-·-·-·-·-·-·-·-·-! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 



.i 

NMC1 00086-0069 

Material received from police? No 
Previously considered by PPC? Yes (24.9.02)- adjourned pending criminal 

investigation 

I am unable to carry out an analysis of the evidence in this case until we have 
received the material from the police, along with an indication of the coroner's 
decision on whether to hold and inquest. As noted above, I have requested this 
information today. 

Middleton 

Complainant: 
Date of complaint: 
Named nurses: 
Material received from police? 
Previously considered by PPC? 

Mrs Bulbeck 
June 2002 

Yes 
No 

I have not yet carried out an analysis of the evidence in this case, having 
previously been informed that it had been considered by the PPC and closed. 
Mowever, as noted above, I can find nothing to support that, so I am intending to 
carry out an analysis as soon as possible. 

8. Finally, there is the issue of what we should do about the remainder of the cases 
that have been investigated by the police, but in respect of which the NMC has 
not received a specific complaint from anyone. We have received files in respect 
of 76 such cases so far, and can expect a further nine. 

9. I remain of the view expressed in my memo dated 13 December 2004 that insofar 
as any of these cases are to give rise to allegations, they should be dealt with 
under the new rules. 

1 0. The more pressing issue is whether any of these cases are to give rise to 
allegations. 

11. I have reviewed the police reports, expert reports, and Matthew Lohn's 
summaries (he was instructed by the police) in each of the 76 cases we have 
received to date. There is no direct criticism of any named nurse in any of the 
expert reports. lt will be remembered that one of the experts was lrene Waters, 
an NMC member and nursing expert. There are some examples of criticisms of 
named nurses being made to the police by family members. 

12. I have not reviewed the files containing the patients' medical records, as I lack 
the clinical expertise to make this a worthwhile exercise. 

13. I have not yet reached a view on what should be done about these cases. lt may 
be that this is a decision that should only be made by the director in any event. I 
suggest that we should discuss this further. 

14. Please do not hesitate to let me know if any questions you have arising from this 
memo. 



. 
Clare Strickland 

From: 
Sent: 
To: 
Cc: 
Subject: 

Clare Strickland 
.J.?._.f._~~-~-~-ry_?9.QI.J~~?.§, 
i CodeA ! r·-·-·-·-·-·c·oae·-A·-·-·-·-T-·-·-·" 
'-Guspun-·-·-·-·-·-·-·-·-·-·-·· 

NMC100086-0070 

I have been going over the files and making some good progress. However, I would welcome your help with a check 
on Profcon (which I cannot access}. I have tracked down the following case numbers: 

• 11978 
• 12010 
• 12011 
• 12012 
• 12013 
• 12053 

Please could you let me have the following info in respect of each of these case numbers: 

• Name of registrant against whom the allegation is made 
Name of complainant 
Date complaint received 

• Current status of case 

Plus anything else that would help me to clarify this case. 

Thanks 

Clare 

Clare Strickland 
In-house lawyer 
Nursing and Midwifery Council 
23 Portland Place 
London W1 B 1 PZ 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-. 
i ! 

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

1 



NMC100086-0071 

..... . , 

Clare Strickland 

From: 
Sent: 
To: 
Cc: 
Subject: 

Clare - Thanks for your help with this. 

All- This matter is in hand. 

In the first instance r-c~d~-·A·}eam will gather the material that is in the Mews garage and join it with the papers already 
in the Chamber. ~--·-·-·-·-·-·-·-·J 

We are assured that there is space at 180 OS for ALL FtP documents, files etc. 

Material such as this may be ideal for storing in the filing cabinets located in the hearing rooms. 

If it transpires that there is not adequate space at 180 we can consider off-site storage. 
I 

:-c-~-d-~-:.;:: at some point soon after we have moved, I think it is necessary for a schedule of all the Gosport material to be 
'·-·-mpried. Can I leave this with you, please? 

Thanks 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-. . . 
~ i . . 
i i 
i i 

1 Code A ~s) 
i i 
. ! . . 
i i 
i i 
1·-·-·-·-·-·--·-·--r·-·---·-·-·-..:;,::ool"'·-·-·-·-·-·-·-·--·-·-·-·-·-·-·-·-·i 

-Original Message-
From: Clare Strickland 
Sent: OS September 2005 14:23 
To: 
Cc: 
Subject: 

L~~:~~~:~~~-~i~~~~~~~~~~~~L~~~~~~~~~~~~~~~§i~-~~A~~~~~~~~~~~~~~~~T~~~~~~~~~~~~~~~~~~~~~A~~~~~~~~~~~~~~~J 
I've just checked in the chamber and there are a further 11 boxes of files containing patient notes there. I have 
marked them all up with an orange sticker. 

---Qrlglnal Message-
From: Oare Strickland 
Sent: OS September 200614:00 

~~~ject: ~~~~~~~~A~~~~~~~~~~~r:~:~:~:~:~:~:g~~~:~~~~:~:~:~:~:~:J L~~~~~~~~~~~~~~~A~~~~~A~~~~~~~~~~~~~~~J 
Further to my last email, L~~~~~§.?~~~~~~~]1as just checked for me and established that all of the boxes tbat were in 
the basement have been moved to the council chamber. I am going to go over there now to identify the 
Gosport boxes. 

Regards 

Clare 

-Qrlglnal Message--
From: Care Stlickland 
Sent: OS 5eptember 2006 13:53 
To: L~~~~~~~~~~i.~~~~~~~J 
~~j~:~--~--~--~--~--~--~--~--~--~;.~;;~·-~--~--~--~--~--~--~--~~~~-~-~~-~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~·.J 

In preparation for our clear-up on Friday, I have gone through all of the material in the Mews House 

1 



NMC1 00086-0072 

garage that relates to this case. lt consists of: 

• 1 box of NMC case files and correspondence 
• 4 files containing the reports of the police experts on each set of patient notes 
• 9 boxes of files containing patient notes 
• my working file 

As I have said before, it is my view that all of this material, together with the other boxes that are on the 
3rd floor/in the basement need to be archived, as they are not going to be required at short notice in the 
foreseeable future. 

Who is responsible for arranging this? 

Regards 

Clare 

-Drlglnal Message--

From: c=:=:=:=:=~~=~~=~:=:=:=:=J 
sent: 14 August 200611:07 
To: .Oar.e.Sttiddand ................................................................ . 
Cc: i Code A ! 
Subject: '"Ri::-Nextluesday"fiamj)Shire·POiice-will"be.deJivering"two more boxes of "stuff" 

its being stored on the floor up here at the moment. 4 boxes behind["_~--~--~~-~~~~-~~--~--~"] desk. I'm not sure 
what the storage space is like in the basement but if there is room we can put the most recent arrivals 
down there until on site storage has been arranged. 

-Original Message-
From: Clare Strickland 

~~~t: :!~~~~~~~~~~~~~~~~~~t~~~~~~~~~~~~~~~~~~~~]l~--~--~--~--~--~--~--~-~-~~-~~--~--~--~--~--~·.:~·.1 
Cc: Maintenance 
Subject: RE: Next tuesday Hampshire Police will be delivering two more boxes of "stuff" 

Please could you let me know if this material arrived, and if so, where it is being stored? 

I have previously emailed everyone in an attempt to track down all material in this case, as it 
seems to me it should all be sent to off-site archiving before we move. There are a number of 
boxes in the Mews House garage, and I understand that maintainance did have a number of 
boxes in the basement. lt is really important that these records are stored properly- perhaps we 
could ask r···cod"e-·A·-·-·-ito sort it out tor:us? 

i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Regards 

Clare 

--Original Message---
From: ~--·-·-·c-oiie_A"_·-·-·i 

Sent: 03-AuguS'r2006·i2:04 
To: C~~~~~~~:.~~~~~,1.~=--~--~--~--~--~-~-~~~~~--~--~::·.~--~--~·.J Oare Sbid<land 
Subject: RE: Next tuesday Hampshire Police will be delivering two more boxes of "stufF 

.-·-·-·-·-·-·-·-·~ 

i Code A! 
lfis""pfobably worth alerting r-~~~-~-~-~ so that she or one of her team can take receipt of the 
information. ; .............. ; 

.P.J.~~-§.~.Jet reception know that we are expecting the delivery and give them a contact in FtP (? 
i Code Ai 
'-·-·-·-·-·-·-· ... J 

-Original Messag.Et= ....................... . 
From: i. ......... _!::_o_d~-~----·-·-·-.! 
Sent: 03.Auausl.200fi..1.1:5fL ... 
To: ~ ................... ~~~ ... ., .... 7 ,.iCiare Slricktand; d·-·-·-·c-oCie·A·-·-·-1 
Subject: Next tuesday Hampshire Police will be detnleiin{j"iWO"Iriore-boxes of "stuff' 

re Operation Rochester. 
I'll be in 180 they're coming mid morning so can someone take receipt of the info please. 
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NMC1 00086-0073 

Clare Strickland 

From: 
Sent: 
To: 
Cc: 
Subject: 

I've just checked in the chamber and there are a further 11 boxes of files containing patient notes there. I have marked 
them all up with an orange sticker. 

----ortglnal Message--
From: Oare Strlckland 
Sent: OS September 2006 14:00 
To: 
Cc: 
Subject: 

Further to my last em ail, ["~--~--~~-~~~~-~~--~-·~.has just checked for me and established that all of the boxes that were in the 
basement have been moved to the council chamber. I am going to go over there now to identify the Gosport 
boxes. 

41!1 Regards 

Clare 

---original Message-
From: Oare Strlckland 
Sent: .. ~.?_.~f!l~~ . .?.QUG 13:53 
To: ! Code A ! 

~~~ject:L.~~~;;~~~~·~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~J 

In preparation for our clear-up on Friday, I have gone through all of the material in the Mews House garage 
that relates to this case. lt consists of: 

• 1 box of NMC case files and correspondence 
• 4 files containing the reports of the police experts on each set of patient notes 
• 9 boxes of files containing patient notes 
• my working file 

As I have said before, it is my view that all of this material, together with the other boxes that are on the 3rd 
floor/in the basement need to be archived, as they are not going to be required at short notice in the 
foreseeable future. 

Who is responsible for arranging this? 

Regards 

Clare 

--original Message--
From: r-·-·-·caCie--A-·-·-·-·i 
Sent: 'r•n:ruyw>~:-zu'l.nn:"l.-;07 
To: aare Strlckland 
ec: r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-c-c.Cie-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

SubjeCF.·-·-·-·-·-·-·-·-·-RE:·N"exHuesoayliampstifre-POIICe.will"be delivering two more boxes of "stuff" 

its being stored on the floor up here at the moment. 4 boxes behind [3~:~~~~:~:~:~1 desk. I'm not sure what 
the storage space is like in the basement but if there is room we can put the most recent arrivals down 
there until on site storage has been arranged. 

-Original Message-
From: 
Sent: 
To: 
Cc: 
Subject: 

Clare Stricldand 
14 August2006 10:04 

L.~~~~~~~~~~~Cle~~-~-~-~-~-~-~-~-~-~-~r~:~:~:~:~:~:~~:~~~~~:~:~:~:~:~:J 
RE: Next tuesday Hampshire Police will be delivering two more boxes of "stuff' 

1 
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NMC100086-0074 

Please could you let me know if this material arrived, and if so, where it is being stored? 

I have previously emailed everyone in an attempt to track down all material in this case, as it seems to 
me it should all be sent to off-site archiving before we move. There are a number of boxes in the 
Mews House garage, and I understand that maintainance did have a number of boxes in the .-·-·-·-·-·-·-·-·-·-. 
basement. tt is really important that these records are stored properly- perhaps we could ask { __ ~~-~~_t\ __ 1 

team to sort it out for us? 

Regards 

Clare 

--original Message--
From: .~-- ..... '-1'1!1.1.nbi--O'!!Iol'lill._. __ l 

Sent: ! Code A ! 
,.Y.;u:.~~~~~~:·g:_Q1 ____________________________ _ 

To: l_ _________________________ g~~-e--~---·-·-·-·-·-·-·-·-·-·-·-·Ji Oare Strlddand 
Subject: RE: Next tuesday Hampshire Police will be delivering two more boxes of "stuff" 

~·-·-·-·-·-·-·-·-·-·-·-) 

' Code A ; 

'-"lt-is·p-ro-bably worth alerting [~~~~~:~:~a that she or one of her team can take receipt of the 
information . 

.PJeaseJet reception know that we are expecting the delivery and give them a contact in FtP (? 
!Code A/ ·-·-·-·-·-·-·-· .. ·-· 
i-·c-a.de·A·: 
'-·-·-·-·-·-·-·----~ 

-Original Messagr-----·-·-·-·-·-·-·---·, 
From: L. _______ ~c:>-~~-~---·-·-1 
Sent: 03 August 2006 11 :56 ··-·-·-·-·-·-·-·-·-·-·-·-·-·· 
To: !·-·-·-·-·-·-·-cod"e·A-·-·-·-·-·-·-·1 Clare Stricktand; i Code A ! 
Subject: 'N"exftueSday}l:impshlre Police will be dei~erin~j"twO-mo_re_boxes of "stuff' 

re Operation Rochester. 
I'll be in 1 80 they're coming mid morning so can someone take receipt of the info please. 

r·-·-·-·-·-·-·-·-·! 

! Code Ai 
i ! 
i-·-·-·-·-·-·-·-·_! 
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NMC100086-0075 

Clare Strickland 

From: Clare Strickland 
,._0.5_.5_eo.te.m.beJ_2po6 14:00 
! Code A i 

Sent: 
To: ··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..: 
Cc: 
Subject: 

r~~;:~~~~~~~.A:~:~:~:~:::~:~:~:~f.~--~--~--~--~--~--~--~--~--~--~-~~~-~~-~--~--~--~--~--~--~--~--~--~--~-.L~~~~~~~~~~~~~~~~~~~~~~}\~~~~~~~~~~~~~~~~J 

Further to my last em ail, i-·-·c·ode·-A-·-·:has just checked for me and established that all of the boxes that were in the 
basement have been movecffolne·-council chamber. I am going to go over there now to identify the Gosport boxes. 

Regards 

Clare 

\ 

' 

--original Message--
From: Oare Strlckland 
Sent: OS September 2006 13:53 

~~~ f:~:~:=~:~~i.~e~-~~:~:~:~:~L·-·-·-·-·-·-·-·-·-·-·-·-·-code_A_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
Subject: LR:e:-GOSPQif·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.; 

In preparation for our clear-up on Friday, I have gone through all of the material in the Mews House garage that 
relates to this case. lt consists of: 

• 1 box of NMC case files and correspondence 
• 4 files containing the reports of the police experts on each set of patient notes 
• 9 boxes of files containing patient notes 
• my working file 

As I have said before, it is my view that all of this material, together with the other boxes that are on the 3rd floor/in 
the basement need to be archived, as they are not going to be required at short notice in the foreseeable future. 

Who is responsible for arranging this? 

Regards 

Clare 

---()rlginal Message-
From: r·-.... -·-c-~d~'"A-·-·-·-·~ 
Sent: '·-·r•nrugusrzoot;-'11:07 
To: Oare Sbickland ec: r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-c:c;c:fe_A"_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·: 

Subject: 'R.E·:·Next-tueSday"-tiampstifre-POik:e-wiil"tie-deiiVertng"iwo more boxes of "stuff' 

its being stored on the floor up here at the momenl 4 boxes behind i-·-·-co-de_A ____ l desk. I'm not sure what the 
storage space is like in the basement but if there is room we can putlne·-rifosfrecent arrivals down there until 
on site storage has been arranged. 

-Original Message-
From: Clare Strickland 
Sent: 14 August 200610:04 

~:~ [~~~~~~~~~~~~~~E~~~~~~~~~~~~~~~~~~~J~:~:~:~:~:~:~:~:~~~~~:~4:~:~:~:~:~:~:~:: 
Subject: RE: Next tuesday Hampshire Police will be delivering two more boxes of "stuff" 

Please could you let me know if this material arrived, and if so, where it is being stored? 

I have previously emailed everyone in an attempt to track down all material in this case, as it seems to me 
it should all be sent to off-site archiving before we move. There are a number of boxes in the Mews House 
garage, and I understand that maintainance did have a number of boxes in the basement. lt is really 
important that these records are stored properly - perhaps we could askf.cod';·~A-~eam to sort it out for 
us? ·-·-·-·-·-·-·-·-·-·" 

Regards 

1 



NMC100086-0076 

Clare 

-Original Message---

~~: b~~~~I~~~iai4·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-
To: L·---·-·--·---·--·r--<?2.~~~-·---·-·-·--·--·-...-! Oare Sbickland 
Subject: RE: Next tuesclay Hampshire Police 'h'ill be delivering two more boxes of "stuff" 

rvrc~---c~~-A-~ 
lbs·PrtJbably worth alerting r·c:-;;d"~·A·~o that she or one of her team can take receipt of the information. 

··-·-·-·-·-·-·-·.: 

Please let reception know that we are expecting the delivery and give them a contact in FtP <13~.-~~~~}\]. 

-Original Message-
From: ~-·-·-·-cacie-A·-·-·1 

Sent: ,J!.~.~u..~:.r:.~u..o..q::r:f~~---- ;-·-·-·-·c;-·d-·-A·-·-·-·, 
To: L.-.-....n~·r.-,.,.~~.!....._ ...... ""' ...... rJ Clare Striddand; i~·r.r·£t;~~r£wr.-·l 
Subject: Next tuesday Hampshire Police 'h'ill be delivering two more boxes of "stuff' 

• 
re Operation Rochester. 
I'll be in 180 they're coming mid morning so can someone take receipt of the info please. 

' 
··-·-·-·-·-·-·-·-·-·· 
! Code A! 
i.·-·-·-·-·-·-·-·-·-j 

I 
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NMC1 00086-0077 

.. 
J. •.• 

Clare Strickland 

From: Clare Strickland 
Sent: .9..~ __ §!;!P.~~-I!I_i:?~L~Q06 13:53 

i Code A i To: 
Cc: 

;-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·c-a·ae-·A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-: 

Subject: 'RE:-·Gasporc·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

In preparation for our clear-up on Friday, I have gone through all of the material in the Mews House garage that relates 
to this case. lt consists of: 

• 1 box of NMC case files and correspondence 
• 4 files containing the reports of the police experts on each set of patient notes 
• 9 boxes of files containing patient notes 
• my working file 

As I have said before, it is my view that all of this material, together with the other boxes that are on the 3rd floor/in the 
basement need to be archived, as they are not going to be required at short notice in the foreseeable future. 

Who is responsible for arranging this? 

gards 

Clare 

---ortglnal Message--
From: 

___ ..._,._ __ ................ _ ...... ________ _ 
! Code A ! 
··-·14AUQusnoo5 11:07 Sent: 

To: Oare Str1ddand 
Cc: r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-c-e>Cie-A"·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 
Subject: kE:-NextlUgaayftampsmre·mtcewnrce·ne~tvenngLVio more boxes of "sb.Jff" 

' 
its being stored on the floor up· here at the moment. 4 boxes behind [·.~--~§.~~~~~~--~·.J!esk. I'm not sure what the 
storage space is like in the basement but if there is room we can put the most recent arrivals down there until on 
site storage has been arranged. 

-Original Message-
From: Clare Strickland 
Sent: .J~t~!JQM~tf9.9.§_1Q.:~---·-·-·-·-·-·-c._. ________________________________________ , 
To: ! Code A ! Code A ; cc: '"Mafnleiiance-·-·-·-·-·-·-·-·-·-·-·-·-·-·-···-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 
Subject: RE: Next tuesday Hampshire Police will be delivering two more boxes of "stuff' 

Please could you let me know if this material arrived, and if so, where it is being stored? 

I have previously emailed everyone in an attempt to track down all material in this case, as it seems to me it 
should all be sent to off-site archiving before we move. There are a number of boxes in the Mews House 
garage, and I understand that maintainance did have a numb~.r.P.tb9.xe~ in the basement. lt is really important 
that these records are stored properly- perhaps we could ask I Code A learn to sort it out for us? 

Regards 

Clare 

--original Message--
From: ~-·-·-·-co-Cie·-A-·-·-·: 
Sent: b:nwgust-zootn:2:04 

L·-·-·-·-·-·-·-·-·-} 

To: r·-·-·-·-·-·-·-·-·-·-·-·-·-·-coCie"A·-·-·-·-·-·-·-·-·-·-·-·-·-·tlare Str1ddand 
Subiea:·-·-·-·-·-·-·-·-·-·RE!"NexffueSdai(fiam-psti'lre Police will be delivering two more boxes of "sb.Jff" 

N:~~~~:A:! ;-·-·-·-·-·-·-·, 
lt is probably worth alerting l~?.~:-~Jso that she or one of her team can take receipt of the information. 

Please let reception know that we are expecting the delivery and give them a contact in FtP (~~~~~~~]. 
··-·-·-·-·-·-·-·-·-: 

!.~.~~:.~J 
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-Original Message--
From: lt.(_~--~--~--~~~-~.A·.~--~--~".1 
Sent: ,.n.'\.lwaust.?.Mfi..t.t:l'\fi.._; ,·-·-·-·-·-·-·-·-·-·-·-·-·-. 
To: i Code A :Clare Strickland; L .... c2.<!i.~~-·-·-J 
Subject: '-NexnueSday·Hariipsfifre Police will be delivering two more boxes of "stuff' 

re Operation Rochester. 
I'll be in 180 they're coming mid morning so can someone take receipt of the info please. 
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Clare Strickland 

From: 
Sent: 
To: 
Cc: 

Clare Strickland 
,.J4_~-~9.~~l?.QQ.It1Q.~Q4-·-·-·-·-·-·-·-·----~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-, 
: CodeA ! 
'-Malntenance-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

NMC1 00086-0079 

Subject: RE: Next tuesday Hampshire Police will be delivering two more boxes of "stuff' 

Please could you let me know if this material arrived, and if so, where it is being stored? 

I have previously emailed everyone in an attempt to track down all material in this case, as it seems to me it should all 
be sent to off-site archiving before we move. There are a number of boxes in the Mews House garage, and I 
understand that maintainance did have a number of boxes in the basement. lt is really important that these records 
are stored properly- perhaps we could ask [~--~~~~-~-~~·]earn to sort it out for us? 

Regards 

Clare 

• 
-Ortglnal!'1~=--·-·-·-, 

From: i Code A ! 
Sent: ~_:l!,f_·~-~J~~-9.1-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 
To: i Code A ~ dare Sbickland 
subject: L.R.E:-Nexftiiesdi'{"flampsnfre·PO!Ice_Wl.Jrbe delivering two more boxes of "stuff' 

rc<>Ci·e-A·: 
L.li.is._probably worth alertingi·c~"d-~-"Al so that she or one of her team can take receipt of the information. 

··-·-·-·-·-·-·-· 

Please let reception know that we are expecting the delivery and give them a contact in FtP (g_~Cj~)~J 

f~~~-~-~l 
i·-·-·-·-·-·-·-i 

re Operation Rochester. 
I'll be in 180 they're coming mid morning so can someone take receipt of the info please. 

··-·-·-·-·-·-·-·-·-·-. 
i Code Ai 
i·-·-·-·-·-·-·-·-·-·j 

1 
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· 6P Rochester .. Go sport War Memorial Investigation. Page 1 of2 

Clare Strickland 

From: Clare Strickland 

Sent: 28 July 200612:29 

To: [=:~:~:~:~:~:~:=~:~:~=:~:~:~:~:~:~~:~~:~~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:J 
Subject: FW: OP Rochester .. Gosport War Memorial Investigation. 

Attached is an update on the Gosport Hospital case. 

I will be away from the office for the next two weeks, but I will let you know of any further developments when 
I return. 

Regards 

Clare 
-----Original Message----- ;-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·" 
From: david.wlllfams@hampshire.pnn.police.uk ~ Code A i 
Sent: 28 July 2006 12:11 '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

To: PHylton@gmc-uk.org 
Cc: r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--·-·-·-·-·-·-·-·-·-·-·-·-·coaeA·--·-···--·-·-·--···-·-·-·-·-·-···-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-···-·-·-1 

jenrf~r~·smitll@so.uihcentrai:ilil-5-~u-i<;-i··-·-·-·-·-·-·-·-·-·-·-·-··c;d~-A-·-·-·-·-·-·-·-·-·-·-·-·-·l·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·" 

~hristopher.mckeown@hampshire.p.nn-~poiice~iJ"i<;·-aa:ve~g-rocottc¥fia"iripshire.pnn.police.uk; 
l.David. Horsley@portsmouthcc.gov .u k;"7rof,sreprrensoil@'iiam!Thllife;priii:-ponce:uk 
Subject: OP Rochester .. Gosport War Memorial Investigation. 

Dear Paul Hylton(GMC)/ Clare Strickland(NMC) /Jenifer Smith(SHA) David HORSLEY 
(H.M.Coroner) 

Please find attached a family group update letter that I am sending today to relatives of the 
1 0 remaining cases under investigation. 

«Operation ROCHESTER Family Group Update 28n/2006.>> 

All files have now been forwarded to the CPS and I am meeting with Treasury Counsel next 
week Wednesday the 2nd August to discuss the outcome. 

We have also been interviewing (under caution)a consultant Geriatrician Dr Richard lan 
RE ID in respect of 2 cases (of the 10 above) the deaths of Edith SPURGIN and Geoffrey 
PACKMAN. The final interview with Or REID is being held on 8th August 2006 .. The police 
investigation into these matters is then essentially complete. 

Once the decision in respect of any prosecution is made ( in my view not all of these cases 
meet the standard of evidence required to prosecute criminally and the public interest 
hurdle remains to be addressed) then we will need to get together to discuss further 
disclosure to the GMC and NMC. 

I spoke with Dr BARTON's legal rep I an BARKER last week, he confirmed that Or BARTON 
was still adhering to the voluntary agreement not to prescribe Opiates and 
Benzodiazepines .. She has however now taken a senior practice partner position at her 
surgery .. 

I will be in touch post 2nd August to discuss the way forward .. lt may be appropriate to pull 
all stakeholders together to talk this through including the local Portsmouth Coroner Mr 
David HORSLEY. 

28/07/2006 
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dP Rochester .. Gosport War Memorial InvestigatiorL 

i 
Regards .. 

Dave WILLIAMS Det Supt.. 

[.·~--~--~-~~~~-~-~--~~--~--~-·] 
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NMC1 00086-0081 

Page 2 of2 

This electronic message contains Information from Hampshire Constabulary which may be legally privileged and confidential. Any 
opinions expressed may be those of the individual and not necessarily the Hampshire Constabulary. 

The Information Is Intended to be for the use of the lndivldual(s) or entity named above. If you are not the intended recipient, be aware 
that any disclosure, copying, distribution or use of the contents of the Information is prohibited. If you have received this electronic 
message In error, please notify us by telephone 

+44 (O) 845 045 45 45 or email to postmaster@hampshire.pnn.potice.uk Immediately. Please then delete this email and destroy any 
copies ofil 

All communications, including telephone calls and electronic messages 

to and from the Hampshire Constabulary may be subject to monitoring. Replies to this email may be seen by employees other than the 
intended recipient. 

28/07/2006 



Clare Strickland 

From: 
Sent: 
To: 
Subject: 

Clare Strickland 
29 September 2005 09:02 

r-·-·-·-·-·c-e>cie_A_·-·-·-·-·: 
'·R"e:·Kale_R_cififri~ion - Gosport Memorial Hospital 

NMC1 00086-0082 

I've just had a reply to my enquiry from the officer in charge, which tells us nothing - I will forward it on to you. 

I suggest that we put the three new boxes in storage with all the other material we received on this case (it's in the 
basement at 23), as there is nothing we can do with it at this stage. 

I'll forward on the emaill received to you, and I'll give you a copy of his leHer when it arrives, and we can discuss the 
position then. 

Regards 

Clare 

--Original Message---
From: 11-·-·-·-·--cc;·Cie-·p:·-·-·-·-·: 
Sent: 2b-;xpo::m=r·~VIT.:n:z:! 14 
To: Care Strickland 
Subject: Kate Robinson - Gosport Memorial Hospltal 

Clare 

The above nemaed is a police officer who has been investigating gosport. She is coming tomorrow around 1 0.30-
11.00 to "drop off' another three boxes of patient records relating to their investigation. I'll receive the stuff. God 
knows what we do with it then. 

r·c;-~d·~-Al 
i·-·-·-·-·-·-·-·-' 

1 



Clare Strickland 

From: 
Sent: 
To: 
Subject: 

Clare Strickland 
i--~§._§~~;~~r_~Q~S 16:11 

·-·GasiJOrf-·-·-·-·-·-·-·-·-·· 

I've now had a look through all my papers and reminded myself of where these cases have got to. 

NMC1 00086-0083 

Attached is a copy of my last memo on the case (dated 13.12.04)- this contains a full summary of the history of the 
case, and considers our options in the cases we have open. To my knowledge, no action has been taken since then. 

~ 
Gosport memo 
13.12.04.doc 

I have not heard anything from the police since January 2005 - at that stage, they informed us that they were starting 
to refer their category 3 (potential criminal proceedings) cases to the CPS for a decision on prosecution, and that they 
hoped to have all cases with the CPS during 2005. I have sent an email to the police asking for an update. 

I have also spoken to Paul Hylton at the GMC, who is the case officer with conduct of the case against the doctors. He 
o has been told nothing by the police. The GMC has recently started receiving calls from relatives saying that they 

.• ave been have been told that the police are not prosecuting in their cases, but that the GMC are now dealing with 
matters. However, the police have still not disclosed any further material to the GMC, and the police position has 
always been that they will not disclose any material that may potentially prejudice a criminal trial. Accordingly, the GMC 
can do nothing yet either. 

I will let you know what sort of response I get from the police. Would you like me to keep the files here, or would you 
like to have them at 23? Please let me know if there's anything else 1 can do. 

Regards 

Clare 

1 



Clare Strickland 

From: 
Sent: 
To: 
Subject: 

Clare Strickland 
11 January 2005 16:37 
Liz McAnulty 
Gosport Nurses 

NMC1 00086-0084 

I have just spoken to Paul Hylton at the GMC. 

They are very keen to get on as the doctor involved, Or Barton, was referred to their Conduct Committee in 2002. They 
have considered the category 2 cases, but their Committee did not consider that the evidence would justify an interim 
suspension. 

Accordingly, they need details of the Category 3 cases, and are getting frustrated that the police timetable· appears to 
keep slipping. They are meeting the police on Thursday 13 January to try to resolve this problem. If they are unable to 
do so, they will (reluctantly) consider seeking a court order to force the police to disclose the category 3 material. 

I explained our position, and Paul confirmed that the GMC had not come across any issues relating to the nursing 
care, other than the overarching issue of whether they failed to challenge inappropriate prescribing. 

Paul will contact me after the meeting with the police to give me an update. 

-#ttached is my draft text for your reply to DC Niven. I will leave his letter with [~~~~:~lt hope that this is alright. 

Regards 

Clare 

Gosport draft letter 
text 11.1 ... 

I 

Ptwl 1-I~L~- 31·1· OS 
6P fc h ~AI ;nO ;c. pt'' ;b ,,. el t'iQe~ 

~-{$.a i:J&s pr}r ~ ~::;-~ d-, 

~tC ~ ~ pk f.Lj ~~ 
~ u- ~for t:MA~tue 

61'-'t c. ~ ~ (}kj ~ (_j J.e, lvla~ 

fl'ff1.u I w. ~ ~ "-o..<.<tL. 
k> ~ appiA.cec.h_.~,t\ b ~~'t!UAIL Df1-
pt.1ktJcd uJt.etA ~tVl u-... f<NIUNL _ 

Hctlkr ~ (.{)JL ~ ~ . 
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NMC1 00086-0085 

NMC Internal Memorandum 

To: Date: 13 December 2004 

.-·-·-·-·-·-·-·· 
Copy to: Ref: l.9~~-~-~J 

From: Clare Strickland File: Gosport 

History 

1. A number of agencies have investigated or are investigating concerns about 
clinical practice at the Gosport War Memorial Hospital in the late 1990s. Three 
wards are involved: Daedalus, Dryad, and (to a lesser extent) Sultan. 

2. Investigations began in September 1998, when the relatives ofMrs Richards, who 
had died on Daedulus ward earlier that year, made a complaint to the police. The 
police investigated the complaint, but in March 1999 the CPS advised that there 
was insufficient evidence to prosecute any member of staff for any offence. 

3. The investigation was reopened in 2001. The police obtained an expert report into 
Mrs Richards' death from Professor Livesey. Three nurses were named in this 
report - r-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·cocfe·-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-f In September 

2001, the NMC"'s·-ppc-c:·onsfderecrtlie-·matters-·raisecrm·-tlie-·nvesey report about 
Mrs Richards, and decided to close the case. 

4. At about the same time, the CPS again advised the police that there was 
insufficient evidence to prosecute any member of staff. 

5. As a result of local media coverage, other families contacted the police with 
concerns about the deaths of their relatives. The police referred five cases -
Richards, Cunningham, Wilkie, Wilson and Page - to another expert, Professor 
Ford. Professor Ford reported in December 2001. 

6. The police made the expert reports available to a number of bodies, including the 
CHI, GMC and NMC. The CHI conducted an investigation into the Trust's 
systems since 1998, and reported in July 2002. We understand that the GMC is 
still investigating. We do not know if it has commenced proceedings against any 
individual doctors. 

7. In response to the Ford report, the NMC asked the Trust for comments. The Trust 
replied on I 5 May 2002 with details of its response to the concerns raised. No 
disciplinary action was taken against any nurse. 

Page 1 of6 



NMC1 00086-0086 

8. Also in May 2002, Mr Page, son of Mrs Page, made a direct complaint to the 
NMC. He named nurses !-·--·-·-·-·-·-·-·-·--c·o(ie-·A-·--·-·-·-·-·-·-·-·-·-! 

i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

9. In June 2002, the NMC received three further complaints: 

• Mrs Jackson complained about nurse i--~~~~-~-n respect of her deceased 
mother Mrs Wilkie· L-·-·-·-·-·-·-·i 

' • Mrs Reeves corn lained about nurseoi·---·-·-·-···---·-·-·--·-co.Cie"A·-·--·-·-·-·-·-·-·-·-·-·-·: in 
p ~--------------------------------------

respect of her deceased mother, Mrs Divine; 
• Mrs Bulbeck complained about the general care given to her deceased 

mother Mrs Mjddleton (she subsequently named r--code~:tc-~ as being 
responsible). '-·-·-·-·-·-·-·-·-·-·-·-·" 

I 0. In August 2002, the NMC received a further complaint from Mrs Carby against 
nurses r·-·-·-·-·-·-·-·-·--·--·-·-·-c·CiCie-.A.-·-·-·-·-·-·---·-·-·-··-·-1 in res ect of her deceased husband Mr 

'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· p 
Car by. 

11. In September 2002, the police reopened the case and began a large-scale 
investigation into 88 deaths at the hospital. Further details of this investigation are 
given below. 

12. On 24 September 2002, the PPC considered the following cases: 

• -~~---·-·-·-·---·-·-·""-·-·-·-]llegation from Jackson re: Wilkie 

• ~- allegations from Reeves re: Divine and Page re: Page 
• Code A ~legations from Reeves re: Divine and page re: Page 
• r allegation from Reeves re: Divine 
• legations from Reeves re: Divine 

-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

The Committee was assisted by a detailed summary of the evidence from rc·~d-~·A] 
L~--~--~~~~-~~~--~".1 These cases were adjourned pending the outcome of the poHce ___ , 

investigation. 

13. I have been told that the PPC considered the Bulbeck complaint against nurse 
Beed on 22 October 2002 and declined to proceed (although I have not seen any 
papers). The Trust had provided the NMC with its response to the Bulbeck 
complaint, which raised general issues but did not name any individual nurses. 

14. It appears that the PPC has not yet considered the Carby complaint against nurses 
.-D..·-·-·-'-·-·Y ..... :.~~--~-·-·.J.-~.Y .... - . ..!1.1. ......... _._ 

i CodeA ! 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

15. In October 2004, Detective Chief Inspector Nigel Niven and Detective 
Superintendent David Williams met with Liz McAnulty, Jennifer Drummond and 
me to provide the NMC with an update on the police investigation and discuss the 
way forward. 

16. As noted above, the police have looked into 88 deaths. They interviewed relatives 
of patients. They also commissioned a team of clinical experts: Irene Waters, a 
nursing expert (and NMC panel member), Robin Femer, a pharmacologist, Peter 
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I 
Lawson, a geriatrician, Anne Naysmith, an expert in palliative care. A summary of 
evidence was prepared for the police by Matthew Lohn of Field Fisher 
Water house. 

17. The experts were instructed to review the medical records and provide an analysis 
of treatment. The doctors rated care given on a scale from 1 to 4, where 1 is 
optimal, 2 sub-optimal, 3 is negligent and 4 is intended to cause harm. They then 
assessed the cause of death, with A meaning natural causes, B meaning cause of 
death is unclear, and C meaning the cause of death is unexplained by illness. 
Cases were put into one of 3 categories. Cases were put into Category 1 where the 
experts concluded that treatment was acceptable. Category 2 cases were those 
where the treatment was considered to be sub-optimal, but did not present 
evidence of criminal activity. Category 3 cases were considered to warrant further 
investigation with a view to determining whether criminal activity took place. 

18. The police have contacted all of the families of patients whose cases fell into 
Category 1 to notify them of their findings. Investigations in Category 3 cases are 
ongoing. We have not yet been given the names of the patients whose cases fall 
into these categories. 

19. At the meeting with the police, it was agreed that they would provide the NMC 
with all of evidence gathered in Category 2 cases. They have reached a similar 
agreement with the GMC. The police have informed the relatives, who have 
consented to this course of action. 

20. To date, we have received files in respect of 19 patients, including Page and 
Carby. 

Evidence in the case of Page 

21. On 17 May 2002, Mr Page wrote to the NMC to complain about nurses Hamblin, 
Shaw and others unnamed. He did not express specific concerns about nursing 
care, but referred to the Ford report. It appears that at the time he wrote to 
complain, Mr Page had not seen a copy of the Ford report. 

22. On 12 June 2003, the NMC wrote to ask Mr Page to provide details ofhis specific 
concerns about the nursing care his mother received. I have not seen any further 
correspondence from Mr Page in the files. The NMC then wrote to him on 12 
August 2002 to tell him that the PPC would consider the case, and on 27 
September 2002 to inform him of the PPC's decision to adjourn the case. 

23. Professor Ford's only significant concern about Mrs Page's treatment is with the 
decision to commence subcutaneous diamorphine and midazolam on the day of 
her death. He considers that there was no indication in the notes that she was in 
pain or distress. In his view, the prescription was poor practice and potentially 
very hazardous. He would have expected very clear reasons for this prescription to 
have been recorded in the medical notes. He considers that, apart from this, the 
medical and nursing records were of adequate quality. He concludes: 
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In my opinion the majority of management and prescribing decisions made by 
medical and nursing staff were appropriate. The exception is the prescription 
of diamorphine and midazolam on the day of Mrs Page's death. 

24. Professor Ford does not name any individual nurses. From the medical records, I 
have been unable to identify whether nurses r-·-·-·-c·oci(i_A_·-·-·-·-·]were on duty on 
the day ofMrs Page's death. '"·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·; 

25. The police experts' agreed that the case fell into category A2. Robin Femer notes 
that diamorphine was used for confusion rather than pain, and queries the rapid 
increase in dose.Peter Lawson concluded: 

Care being graded as sub-optimal is perhaps a little picky but relates to the 
changes in opioid and method of administration rather than the doses used. 

Anne Naysmith considers that it was not ideal palliative care, and particularly 
criticises the dose of Fentanyl. 

26. The police record of interview with Mr Page contains no other significant 
evidence. 

Page- conclusion 

27. Although Mr Page named nurses !-·-·-·-·-·-·-co(fe-·A-·-·-·-·-·-·-~ he does not make any 
particular complaint about them. Professor.ForcfoO"es-·nat refer to either of them. It 
is not apparent from the medical records whether nursesf·-·-·-·-·-·co(ie--A-·-·-·-·-·-t were in 
a position to challenge the prescription on the day ofMrn-Page's-"deafli:·The police 
experts concluded that, on balance, treatment was sub-optimal, but they do not all 
agree as to what was wrong with it. 

28. Taking all of this together, it is my view that there is insufficient evidence to 
proceed against nurses{:~~:~:~:~~=~~~~~~=:==:~:~:~:: in connection with Mrs Page's death . 

Evidence in the case of Carby 

29. On 22 August 2003, Mrs Carby wrote to the NMC alleging that her husband's 
sudden death was caused by the negligence of nurses Joice, Beed, and Neville. 
She did not particularise her complaint, but stated that Mr Carby's medical records 
contained ample evidence of nursing misconduct. 

30. On 5 September 2002, the NMC passed the complaint to the Trust for its internal 
investigation. 

31. The Trust instructed an expert, Professor Jean Hooper, to review Mr Carby's 
medical records. Professor Hooper's report was sent to the NMC on 15 November 
2002. She expressed concern about discrepancies as to dates and times in the 
nursing records, but could find no evidence in the records to indicate that the 
nurses were negligent in their treatment ofMr Carby. 
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32. In addition to Professor Hooper's report, the Trust provided the NMC with a 
excerpts from the ward controlled drugs record book, which showed that a syringe 
driver was set up with 40mgs of diarnorphine at 12.15pm. It was discontinued at 
1.20pm on the same day, and 9.5 of the originallOmls of fluid discarded. 

33. The police experts agreed that this was an A2 case. All criticised the high dose of 
diamorphine and midazolam, but noted that Mr Carby died within 45 minutes of 
the syringe driver being set up, before the drugs had time to take effect. 

34. In interview with the police, Mr Carby's family criticised Nurse Joice, saying that 
they did not like her manner. They also suggest that after Mr Carby's death, when 
one of his daughters became extremely upset, an unnamed nurse suggested giving 
her an injection to calm her down. This has not been raised with the NMC 

Carby- conclusion 

35. It is possible to prove that Nurse [~~~~~~~ failed to record the time of her nursing 
notes entries on 27 April 2004. However, it is my view that this alone would not 
provide sufficient evidence of misconduct. 

36. There is no other evidence before the NMC of misconduct by nurses 1".~--~--~--~~-~-~~~~--~·.J 
and 1~q:~~~~:t.\J It may be possible to obtain further evidence by interviewing the 
family, but I would query whether this would be appropriate. 

Future conduct of the case 

37. We now need to decide whether refer the cases against nurses f.~--~--~--~--~--~--~~-~-~~J..\~--~--~--~--~--~".1 
L~~~~~~~~~~~~§i~-~~~~~-~~~~~~~~~~) in connection with patients Page and Carby to the PPC with a 
view to closure, or whether to keep them open. 

38. Closure would enable us to give the complainants a final decision. I see no 
procedural difficulty in this course for nurses Joice and Neville, as there are no 
other outstanding complaints against them before the NMC. However, nurses 
L~~~~~~~~~~~~~~~~~~~~~~lf.~~~)~~~~~~~~~~~~~~~~~~~~~~~J are the subject of other allegations. I do not know 
whether it is possible to refer them to the PPC with a view to closing part of the 
case against them, whilst allowing the other allegations to remain outstanding. I 
would welcome your views on this. 

39. We are expecting to receive another batch of Category 2 cases from the police. If 
this batch includes evidence relating to patients Wilkie and Divine, we will be in a 
position to determine whether there is enough evidence to proceed against nurses 

[~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~?.~~}S~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~Jn connection with their treatment of those 
patients. 

40. If the cases relating to patients Wilkie and Divine do not fall into the police's 
Category 2, I consider that we should contact the police and ask them to confirm 
which category they do fall into. If it is Category 1, this would mean that the 
police have no evidence of sub-optimal treatment, and we will have to make a 
decision on the evidence we have. If it is Category 3, the cases will have to remain 
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on hold until the police investigation, and any resulting criminal proceedings, have 
concluded. 

41. We also need to make a decision about how to deal with the other Category 2 files 
sent to us by the police (i.e. those cases where there has been no direct complaint 
to the NMC from another source). It seems to me that we will have to make a 
decision about whether the cases should be dealt with under the old or new rules. 
To the extent that they involve nurses who are the subject of complaints received 
by the NMC prior to 1 August 2004 and still outstanding at that date, it could be 
argued that they are merely further material, and should be considered under the 
old rules. 

42. However, my understanding is that we were not alerted to the material, and 
certainly did not receive it, until October 2004. Given this, it could also be argued 
that all of these cases, even those involving nurses who are also the subject of 
allegations being considered under the old rules, should be dealt with under the 
new rules. This is another issue that I seek your view on. 

43. I have reviewed the police experts' comments on the other 17 Category 2 cases we 
have received. None of them makes any specific criticism of any named nurse. 
Given this, we may need some assistance in identifying any potential matters for 
concern in the medical records. As I have previously suggested, it may be helpful 
to seek advice from Irene Waters, who was the nursing expert used by the police. 

44. Apart from those mentioned above, police reports of their dealings with family 
members do not contain any direct criticism of individual nurses, but a number 
make generalised complaints about the standard of care on the ward. 
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Clare Strickland 

From: 
Sent: 
To: 
Cc: 

Clare Strickland 
09 November 2004 08:56 
Liz McAnulty; r·-·-·-·c;"O-Cie·A.-·-·-·-: 
r·-·-·-·-·-·-·-·-·-·-·-·-·--~~~~~~~~~-·-·-·-·-·J 

! Code A ! 

Subject: 'Gosporfni.l"rses-=·progress report 

We have now received papers in the first 19 cases from the police. i-Eoiie-Aland I have had a look at what we have 
been given. Our preliminary report is as follows: '-·-·-·-·-·-·-·-·-· 

1 The papers consist of a number of files. The first is a summary file containing the following documents in 
respect of each of the 19 patients: 

the 

# 
sub-

a) 

b) 
c) 
d) 
e) 

Nursing expert report from lrene Waters - this amounts to a summary of the significant information in 
patient records; 
Extract from report of Or Robin Ferner, medic and expert in pharmacology; 
Extract from report of Or Peter Lawson, geriatician; 
Extract from report of Or Anne Naysmith, expert in palliative care; 
Case review by Matthew Lohn - this amounts to a summary of the conclusions of the experts. 

Each of the doctors was asked to assess 2 things: 

(i) The standard of care received by the patient - this was graded from 1 - 4, where 1 was optimal, 2 was 
optimal, 3 was negligent and 4 was intentionally harmful; and 

(ii) The cause of death -this was graded from A - C, where A was natural, B was unclear and C was 
unexplained by illness. 

Accordingly, in respect of each patient, each doctor has given a grading, such as 82, together with a short 
statement of their reasons for the grading. 

I attach a table I have prepared summarising the information that can be gleaned from this summary file. 

Gosport review of 
police cases ... 

2 
In a 
at 

~re 
4 

we 
she 

does 

5 

The remainder of the files consist of the medical records for each patient that were considered by the expert. 
couple of cases, these are very brief, but in others they run to two lever arch files. r-coiie-Al and I have looked 
some of these files, but without further assistance, we lack the medical/practical e)(peitliie-to be able to identify 
any evidence of misconduct. 

Two of the cases about which the NMC has already received complaints are included in this batch of 19 - they 
Carby and Page. r'c.oii~·A-:and I are going to review the medical records in these cases with a view to obtaining 
evidence In relatian·lcrme'specific complaints made. 

When I met lrene Waters at the new legislation conference, she suggested that she would be very happy to 
discuss this case with us. Given my second point above, I am of the view that we will need expert assistance if 
are to take this case forward. Given that lrene Waters is already familiar with the case {and I understand that 
still has all of her papers), you may take the view that this would be a sensible way to proceed. I am aware that 
she is a panel member, but I do not consider that this prevents us from using her expertise, provided that she 
not participate in the NMC's proceedings as a panel member, and provided that there can be no suggestion of 
contamination of the panel members that do consider the complaints. 

Similarly, if any aspect of this case needs to be sent to solicitors, it would probably be sensible to use FFW/ 
Matthew Lohn, as he will be very familiar with the case. However, we will have to be alert to any suggestion of 
prejudice or unfairness. 

6 Obviously, the 2 cases in which we have already received complaints must be dealt with under the old rules. 
Our preliminary view is that if we find any evidence of misconduct in relation to any other patient, it should be dealt 
with as a new allegation under the new rules, even if it involves one or more of the nurses about whom we have 
already received a complaint. 

We will continue with the work indicated above; however, we would welcome your views on how else to proceed, 
particularly with regard to involving lrene Waters. 

1 



Regards 

Clare 

Clare Strickland 
Lawyer- FTP 
7 Portland Place 

L~.~-~-~-~-~-~-~~~~~-~4.~.~-~-~-~-~-~.J 

, 

' 
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Thanksr·c-~·d~·p:·: -I will forvvard it on to r·c·ode_A.iand[~~~~~~] 
i..·-·-·-·-·-·-·-·-·i ·-·-·-·-·-·-·-·-·-·~ 

Regards 

Clare 

Clare Strickland 
Senior lawyer (hearings) 
l,n.~.!1Q.Y.§~J~.9f!JJ.!;!J~m 
C Code A ! 
··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·.: 

From: r·-·-·-·-·-·-·-·-·-·-coCie_A_·-·-·-·-·-·-·-·-·-·-: 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·.: 

Sent: 26 May 2009 15:00 
To: Clare Strickland 
Subject: RE: Gosport War Memorial Hospital Freedom Of Information requests. 

Hi Clare: 

Apologies, for not have replied before to your e mail as I was on holidays. 

NMC1 00086-0093 

Page 1 of3 

r-·-Code-·A·-·-;,r c·-·-·-·-C-ode-".lc·-·-·-·-·~re the ones dealing with the first stage process of the Freedom of 
rnrormam:rn-req u'esls:-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Regards, .. 

r--c~d;-A-1 
l _________________________ j 

From: Clare Strickland 
Se~.t!.JJ!.1'L&'l._4QQ~U1_;?_Q _____________ , 
To:! Code A i 
Sutiject:--Fw:·GOspoit-War-M"emorial Hospital Freedom Of Information requests. 

Hi fco.cie--A"·: 
i·-·-·-·-·-·-·-·-·-·-j 

Do you deal with FOIIDPA requests? If so, please could I give you this for your information. If not, please could 
you let me know who I should be sending it to? 

Many thanks 

Clare 

Clare Strickland 
Senior lawyer (hearings) 

f-·-"-·-· ... ·-·-·-·-·-·-·'-·-·-·-· .. ·""'-·-·-·-·-·-·-·-·-i 

i CodeA ! 
! i 
'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--~ 

From: Clare Strickland 
Sent: 18 May 2009 14:17 
To: ·r~.~--~=··==~::~~~--~~~-~~~~~~:·.~~=-~-~·.:.-.:'.~::·.~·-~':~·.J 
Subject: RE: Gosport War Memorial Hospital Freedom Of Information requests. 

Dear Dllnsp Grocott 

03/06/2009 



NMC1 00086-0094 

Page 2 of3 ., 

Thank you very much for informing us of your position. I will forward this to the relevant person at the NMC. 

Regards 

Clare Strickland 
Senior lawyer (hearings) 
In-house legal team 

[~~~~~~~~-~~~~~~~~~] 

From: tJave.grocottf"""-·--·--l.J.----·--·--"'·---·-... -"--· ........ --.-'-c"Oi:Te A __ ..... = ... ~-----'-•---~-·--·'-'---·-··-,-·-·-·-·-·-·1 
Sent: 07 M ay 2009 ~:!):-r'f-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

To: Clare Strickland 
Cc: roy.stephenson@hampshire.pnn.police.uk 
Subject: Gosport War Memorial Hospital Freedom Of Information requests. 

Clare, 

Operation Rochester: Gosport War Memorial Hospital 

You will be aware that HM Coroner Andrew Bradley has recently concluded 10 inquests 
relating to patients from GWMH. The verdicts in those inquests were death due to natural 
causes, all be it that in some cases the administration of opiate medications was considered 
to have contributed more than minimally or negligibly to the death. 

I have just received the first of what I imagine to be a number of formal requests for 
information under the terms of the Freedom of Information act. I wanted to communicate 
with you my position as the SIO regarding information requests. 

The police investigation has concluded and in due course we will have to consider what we 
are prepared to publish. At present I am aware that there are further hearings to take place, 
Fitness to Practice hearings, possible further inquests etc. To that end my decision which 
has been ratified by the Chief Constable is as follows. 

I intend to publish such material as is requested and appropriaff!J in line with the Freedom of 
Information Act once all hearings connected with the investigation have been concluded. To 
inform this process I will create a publishing strategy which should address the immediate 
needs and concerns of family members connected with the investigation. I reasonably 
expect the publication of material to occur no sooner than January 2010 once all hearings 
have concluded. 

This being our position, any requests for information will be passed to our FOI office at 
police headquarters. An exemption to release material will be sought and probably applied 
under Section 22 of the FOI act. 

As the NMC holds similar if not identical information to the police I would be obliged if you 
could pass my email to the relevant department. I would like to think that there might be a 
similar response from yourselves? 

Once everything has finished we can and will respond to requests but in the meantime I 
don't want anything to adversely affect any other agency hearings. I shall be passing similar 
information to the GMC. 

Please feel free to contact me if you wish to discuss or clarify anything further. 

03/06/2009 



Regards 

Dave 
D/lnsp Dave Grocott 
Serious Crime Review Team 
Hampshire Constabulary 

f------------------------------------------------------

1 Code A 
; 
; 
; 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

NMC1 00086-0095 

Page 3 of3 

This electronic message contains information from Hampshire Constabulary which may be legally privileged 
and confidential. Any opinions expressed may be those of the individual and not necessarily the Hampshire 
Constabulary. 

The information is intended to be for the use of the individual(s) or entity named above. If you are not the 
intended recipient, be aware that any disclosure, copying, distribution or use of the contents of the information 
is prohibited. If you have received this electronic message in error, please notify us by telephone +44 (0) 845 
045 45 45 or email to ggstmaster@hamgshire.P.nn.(2olice.uk immediately. Please then delete this email and 
destroy any copies of it. 

All communications, including telephone calls and electronic messages to and from the Hampshire 
Constabulary may be subject to monitoring. Replies to this email may be seen by employees other than the 
intended recipient. 
* ................ ******** ... *************•************* ... ****************•••***• 
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Clare Strickland 

From: 
Sent: 
To: 
Cc: 
Subject: 

Dear Clare .. 

I am catching up with Operation ROCHESTER matters today •• 

A brief update .. 

1. I am told that the GMC/Eversheds will not be in a position to make 
any decision regarding professional conduct hearing until June/ July 
this year. 

2. Have you now received all material that you require to finalise NMC 
matters and are you able to let us know of the likely 
~utcome/timescales?. 

~· I am meeting with HM Coroner David HORSLEY (Portsmouth) tomorrow to 
Jiscuss inquest issues .. The latest is that he has invited the Lord 
Chancellor to appoint a judge to hold the inquest .. 

Regards .. 

David WILLIAMS Det Supt. 

-----Or i g i na 1 Message-- 7_::-_-::·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·, 
From: Clare Strickland i Code A ! 
Sent : 12 February 2 0 0 7 i:;·:·!:.-2·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

To: Williams, David 
Subject: Operation Rochester 

Dear Detective Superintendant Williams 

This message is further to the stakeholder meeting on 19 December 2006, 
which was attended by my colleague :·-·-·-·-co.Cie-A·-·-·-·1 

i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--~ 

understand that at that meeting, it was suggested that the coroner may 
~ iecide to hold an inquest into some of the deaths, and that any such 
~decision was expected early in the new year. Please could you let me 

know if there have been any developments on this? 

As you will know, the NMC is anxious to proceed with its enquiries into 
this case now that we have received confirmation that there will be no 
criminal proceedings. However, before we can do this, we will need to 
r~ceive from you copies of the files relating to the remaining 10 cases 
that were the subject of the police referral to the CPS. I would be very 
grateful if you could let me know when we can expect to receive the 
following in respect of each of those cases: 

Full clinical records 
Expert reports/summaries 

* 
* 
* 
* 

Police memos re: conversations with family members 
Summaries prepared by Matthew Lohn 

Please do not hesitate to contact me if there is anything you wish to 
discuss, or if you need any further information from me. 

Many thanks 

Clare Strickland 

1 
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In-house lawyer 
Nursing and Midwifery Council 
23 Portland Place 
London WlB lPZ 

[-_~-------~~~-~~~~-~~-_-_] 

************************************************************************ 
*********** 
This email and any files transmitted with it are confidential and 
intended solely for the use of the individual or entity to whom they are 
addressed. Please do not act upon or disclose the contents if you have 
received it in error. Instead, please inform me at the e-mail address 
above. 

************************************************************************ 
*********** 

NMC1 00086-0097 

********************************************************************************* 
This electronic message contains information from Hampshire Constabulary which may be 
legally privileged and confidential. Any opinions expressed may be those of the 
individual and not necessarily the Hampshire Constabulary. 

1' 

~he information is intended to be for the use of the individual(s) or entity named 
)OVe. If you are not the intended recipient, be aware that any disclosure, copying, 

yistribution or use of the contents of the information is prohibited. If you have 
~eceived this electronic message in error, please notify us by telephone 

+44 (0) 845 045 45 45 or email to postmaster@hampshire.pnn.police.uk immediately. 
Please then delete this email and destroy any copies of it. 
All communications, including telephone calls and electronic messages 
to and from the Hampshire Constabulary may be subject to monitoring. Replies to this 
email may be seen by employees other than the intended recipient. 
********************************************************************************* 
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NMC File Note 

Subject: Gosport 

Date: 28.2.07 

Reference: 

Telephone conversation with C~~~~~~~~~~~~~~~~~~~~~:~~~~~==~~~~~d!~fi~~::~:~:~=~~=~:~=::~~~;~]Fareham Police 
Station. He has 10-12 boxes of material ready for collection. 

I asked him if he could hold the material until I have sorted out storage - agreed I 
would call him back late this week/early next week. 

NMC1 00086-0098 

I said I would not be able to collect the files in person, but would have to send a 
courier. He had previously offered to talk me through the material, but I have had to 
decline as it is not practical. I can call him if I need any help once I have the material 
though. 

I have emailedi"-·-·-·c·oCie·A-·-·-·lto ask about storage- r·-·-cocte_A_·-·-·ls on leave until 
2.3.07.[~~~~ji_~~~~-~=:-~~~~ug-g"ested that[~~~~~~jcould also ask·r~~~~~~~~~~~-~]about storage. 



I 

'f 

Clare Strickland 

From: 
Sent: 
To: 
Cc: 

Subject: 

NMC1 00086-0099 

Clare Strickland 
13 February 2007 08:45 
'david.williams("'-···-···-·--·-·~~--~--·-·-·····"~~-·-·J.-'1 Clare Strickland 
roy.stephenso~ Code A i; ....................................................... . 

h · t h 'k···········r.e.,_"f:i,,,i;.-ru;;.E;:;;ri:;n~~.aat.e..,..uJ...,_o~· k 1 w1i ! c ns op er.mc eown~~... ......... , ............ ..;.'-·-·······················:uiC • a ~ Code A ! 
dave.grocottr--·-·····-·-·~-~coCie"J\·-·-~---·-·····-··: ; ...................................................... J 

RE: Operatio'rn'<ocnester······························ 

Many thanks for your help. I look forward to hearing from DS Stephenson. 

Regards 

Clare Strickland 
In-house lawyer 
Nursing and Midwifery Council 
23 Portland Place 

r--·c·c;a·~~-A·-·-·---~ 
~--·-················································i 

41'!----0riginal Message-----
~~~~l t~~ ~!~i~~~~~~~=~·-·-·-·-·-·-·-·-·-·-·-cocie-·-A··-·-·-·-·-·-·-·-·-·-~ 

~~~t~~~~~~~~~~~~~~~~~~~~~~~~~~=~~~~=:=~~~~:~:~:~:~:j··········································! 
Cc ~-·-·-·-·-·-·-·-·-·.J·-·-·-·.3·-·-·-·-·-·-·-·-o.~.-..... .-...:-·-·-·-· ... ·-·L·-·-·-·-·-·-·-·-·-·-·-·-·-"'-·"·-·-·-·-·-·-'-·-·-·-·-·-·~ 

1 Code A i Code A i .. <:.~1 ________________________ ..;:::::::J;::::::.:-::.-:::::.:.~-::.:--~----·----·---·-···· 
l.---····--··~---.--_:~A---L"··-····.,.--·--·-·--·-·-~ dave. grocott@hampshire. pnn. police. uk 
Subject: RE: Operation Rochester 

Dear Claire .. 

The Coroner is minded to hold inquests in respect of the ten most 
serious cases following advice from the Shipman coroner and the lord 
Chancellors office but has yet to make the final decision following 
review of the evidence. 

The coroner David HORSLEY (Portsmouth) does not expect to take a final 

l
ecision until some time in March given his current workload .. 

have copied this E mail to Detective Sergeant STEPHENSON who will 
anage the material you request to be forwarded asap .. I will ask OS 

STEPHENSON to let you know when you might expect this .. 

In the interim I have forwarded you a copy of the summary prepared as a 
briefing note to the coroner .. 

Regards .. 

David WILLIAMS 
Detective Superintendent. 

-----0 rig in a 1 Message----- :················································································: 
From: Clare Strickland [mail to~ Code A i 
Sent: 12 February 2007 15: 52 '·-·············································································J 

To: Williams, David 
Subject: Operation Rochester 

Dear Detective Superintendant Williams 

This message is further to the stakeholder meeting on 19 December 2006, 
which was attended by my colleague C~~~~~~~~g~~~~JL~~~~J 

1 



I understand that at that meeting, it was suggested that the coroner may 
decide to hold an inquest into some of the deaths, and that any such 
decision was expected early in the new year. Please could you let me 
know if there have been any developments on this? 

As you will know, the NMC is anxious to proceed with its enquiries into 
this case now that we have received confirmation that there will be no 
criminal proceedings. However, before we can do this, we will need to 
receive from you copies of the files relating to the remaining 10 cases 
that were the subject of the police referral to the CPS. I would be very 
grateful if you could let me know when we can expect to receive the 
following in respect of each of those cases: 

* 
* 
* 
* 

Full clinical records 
Expert reports/summaries 
Police memos re: conversations with family members 
Summaries prepared by Matthew Lohn 

Please do not hesitate to contact me if there is anything you wish to 
discuss, or if you need any further information from me. 

Many thanks 

-

are Strickland 
-house lawyer 
rsing and Midwifery Council 

23 Portland Place 
London WlB lPZ 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-~·-·-·-·-·-·~ 

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

************************************************************************ 
*********** 
This email and any files transmitted with it are confidential and 
intended solely for the use of the individual or entity to whom they are 
addressed. Please do not act upon or disclose the contents if you have 
received it in error. Instead, please inform me at the e-mail address 
above. 

************************************************************************ 
*********** 

NMC1 00086-0100 

'

******************************************************************************** 
his electronic message contains information from Hampshire Constabulary which may be 
egally privileged and confidential. Any opinions expressed may be those of the 
~ndividual and not necessarily the Hampshire Constabulary. 
The information is intended to be for the use of the individual(s) or entity named 
above. If you are not the intended recipient, be aware that any disclosure, copying, 
distribution or use of the contents of the information is prohibited. If you have 
received this electronic message in error, please notify us by telephone 
+44 (0) 845 045 45 45 or email to postmaster@hampshire.pnn.police.uk immediately. 
Please then delete this email and destroy any copies of it. 
All communications, including telephone calls and electronic messages 
to and from the Hampshire Constabulary may be subject to monitoring. Replies to this 
email may be seen by employees other than the intended recipient. 
********************************************************************************* 
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From: 
Sent: 
To: 
Subject: 

r·-·-·-·-·-·-c-CiCie_A_·-·-·-·-·-·: 
·:r2.-F.eb-ruaiY·2oo7 15:52 
'david.witliams~~~:~~;~~:~:~~~:~:;.:~~::~:~;:~~~~~~J 
Operation Rochester 

Dear Detective Superintendent Williams 

NMC100086-0101 

This message is further to the stakeholder meeting on 19 December 2006, which was attended by my colleague [~~d~~~l 
[~~~-~~~.1 
I understand that at that meeting, it was suggested that the coroner may decide to hold an inquest into some of the 
deaths, and that any such decision was expected early in the new year. Please could you let me know if there have 
been any developme~ts on this? 

As you will know, the NMC is anxious to proceed with its enquiries into this case now that we have received 
confirmation that there will be no criminal proceedings. However, before we can do this, we will need to receive from 
you copies of the files relating to the remaining 10 cases that were the subject of the police referral to the CPS. I would 
be very grateful if you could let me know when we can expect to receive the following in respect of each of those 
cases: 

Full clinical records 
• Expert reports/summaries 
• Police memos re: conversations with family members 
• Summaries prepared by Matthew Lohn 

Please do not hesitate to contact me if there is anything you wish to discuss, or if you need any further information 
from me. 

Many thanks 

Clare Strickland 
ln·house lawyer 
Nursing and Midwifery Council 
23 Portland Place 
London W1 B 1 PZ 

r·---~~...._ .... --....--.-L ... .--·----···-·-·-·-·-·-·"1 

: CodeA : 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 
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- . 

Subject: 

Date: 

Reference: 

NMC File Note 

Stakeholders meeting re investigation at Gosport WMH 

19th December 2006 

Gosport War Memorial Hospital 

NMC1 00086-0102 

i-c~d'~'Alattending a stakeholders meeting at Fareham police station, regarding the CPS 
'-crecTsion re investigation into deaths at Gosport War Memorial Hospital. 

Attendees - See attached sheet. 

ACCSO Steve Watts: 

Allegations were originally made to police by family members in 1998. 92 separate 
cases have been investigated since that date. Of these, 1 0 cases were passed to 
the CPS. These have been reviewed by Paul Close of the CPS and Mr Perry of 
counsel. 

The CPS was satisfied that the police investigation was thorough and properly 
structured. 

The CPS has concluded that no further action should be taken in relation to this 
matter. 

Since receipt of this decision, S Watts has attempted to engage with Mr Close to 
discuss the reasons for this decision and to discuss any areas of dispute, but has 
been unable to speak to him to date. As this conversation has not happened, there 
is a very small possibility that there may be evidence which Close has highlighted is 
not available, which the police could still investigate. However, this is very remote 
possibility. 

The CPS provided letters to the families today, and the decision was communicated 
to all families in person. lt is likely that some family members will be dissatisfied with 
the decision and media interest is anticipated. 

DS David Williams: 

The clinical team appointed by the police looked at all 92 cases and found 10 which 
gave cause for concern. 

Two further experts - one palliative care expert and one geriatrician - reviewed these 
10 cases ( including all medical notes; responses from Dr Barton and Dr Re id when 
interviewed under caution; all witness statements). 6 or 7 experts were also 
instructed to assist with this task. 

The opinions of the two experts regarding whether the patients were in the final 
stages of life, and therefore whether the care provided was palliative, were 

J; 
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diametrically opposed to each other. This was probably the reason for the CPS's 
decision. 

NMC1 00086-0103 

The coroner may hold an inquest into the deaths of Elsie Divine, Elsie Lavender and 
Sheila Gregory as they were buried. The other patients were cremated and he is 
therefore not obliged to conduct an inquest into their deaths. The coroner will make 
this decision in the new year. 

Elsie Divine's family is represented by Alexander, the lawyer who acted for some 
families in the Shipman case. 

The CPS letter to the families offers them the opportunity to meet with a 
representative of the CPS and counsel. Early indications are that at least one or two 
families wish to take up this offer. 

The police have also offered to meet with the families. 

The police will request the consent of the families to release all relevant information 
to the GMC/NMC. Early indications from some families are that they are happy to 
sign the release consent. 

The CPS advice from Mr Close was released on a strictly confidential basis. The 
letters to the families refers to the case of R v Adomoko, which sets out the 
requirements to prove gross negligence, which the CPS decided were not met in this 
case. Causation and negligence to a criminal standard were not made out regarding 
the administration of diamorphine. 

ACCSO Steve Watts: 

Mr Close chose not to attend today. There has been some conflict between S Watts 
and Mr Close. Mr Close asked specifically that his advice be kept confidential. 

DS David Williams: 

Interested parties may wish to contact Mr Close directly to request reasons for the 
CPS advice. 

ACCSO Steve Watts: 

The CPS has provided a press release saying that there is insufficient evidence to 
prosecute. Whilst there is some evidence of errors, there is insufficient evidence for 
a realistic conviction of gross negligence manslaughter. 

Paul Hyton, GMC: 

The GMC is currently only investigating Dr Barton. 

5 cases were referred to the GMC 3 or 4 years ago. These have been on hold 
pending the results of the police investigation. 

GMC would like to see the expert reports for the final 10 cases, although these would 
n9t be in a format which the GMC could use. 

CPS decision is not binding on the GMC but PH could not say at present whether 
any additional cases will be pursued. Those referred already will go to hearing. 
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NMC100086-0104 

Delay will no doubt be raised by doctor's representatives at that hearing, even though 
it was out of the hands of the GMC. 

ACCSO Steve Watts: 

The police will release all papers they can to the GMC. 

Paul Hyton, GMC: 

The GMC does have methods to request papers from the CPS. They would like to 
see the experts' advice as they don't know at present where the experts disagree. 

lt is impossible for the GMC to predict a timescale for this matter as it will depend on 
how quickly information is released to them and whether they will need to instruct 
new experts. 

i-·-·-code_A _____ i NMC: 
L--·-·-·-·-·-·-·-·-·-·-·-·1 

NMC did receive number of complaints from families which related mostly to general 
care. Possible issue of whether nurses should have challenged prescriptions_ 

Similar position to GMC in that everything has been on hold pending outcome of 
police investigation. 

Richard Samuel, Primary Case Trust and Strategic Health Authority: 

They have no concerns regarding the care currently being provided to patients at 
Gosport WMH. They are loathe to commence their own investigation at this stage. 

Dr Barton is now practising as a GP with restrictions on prescribing certain drugs. 

He will contact CPS to find out if they have any information which suggests that the 
PCT needs to take any further action. 

The CPS press release refers to "errors". 

D Williams: 

Both experts recognised significant levels of negligence in care provided to patients. 

R Samuel: 

RS was concerned that we have not been told details of the "errors" referred to in 
CPS press release or "negligence" referred to in letters to families. The only 
information he will be able to give if approached about this is that the PCT and SHA 
have only seen the press release. This is clearly unsatisfactory. 

The PCT and SHA will pick up on the results of the coroners inquests/GMC/NMC 
decisions at a later date, but have no intention to undertake their own investigation at 
present. 

Police: 

IPCC will be making similar disclosure requests to CPS. 
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PCA and IPCC spent 4 years investigating complaints about the police investigation, 
but no officers were disciplined. Any further complaints will have to be investigated 
separately from these historical complaints. 

Hawkins, Hampshire CPS: 

Hampshire CPS will take a blanket line that any queries will be redirected to CPS 
headquarters, London, where decision was taken. Hawkins does not want to appear 
deliberately unhelpful, but has been told that he can't disclose anything. 

ACCSO S Watts: 

S Watts is satisfied that the police investigation was thorough and effective. The 
health authorities have been very supportive of the police investigation. The police 
have also worked closely with the GMC and NMC and will look to disclose to them 
any information required. 

Of the 82 cases which did not proceed from the police investigation, only one family 
has complained about the decision not to pursue- Mackenzie. (Paul Hyton advised 
that they have already contacted the GMC today). 

8 ot the 1 0 remaining families have indicated that they were satisfied with the police 
investigation and with the CPS decision. The other two have been the principal and 
most vociferous complainants throughout. 

Dibden, Police Media 

Read police press release. Some suggestions for minor amendments made. 

R Samuel: 

The PCT and HAS will need to work closely with the GMC and NMC regarding the 
issue of "negligence" as identified by the CPS. 

Requested that Lucy Dibden ask CPS to remove reference to "errors" from their 
press release. LD will do so immediately after this meeting . 

DS Gooda/1: 

There is some prospect of civil action by the families, which means that the evidence 
will then be aired in the public arena. 

Paul Hyton: 

GMC does not intend to make pro-active press release on this ubject. 

I have not been advised that there is intention to make press release. 

S Watts: 

Confirmed that Dr Bartons' representative was told of the decision this morning. 

Page 4of5 
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Hawkins: 

Contact details for Paul Close, CPS are as follows: 

Paul Close 
Special Crime Division 
50 Ludgate Hill 
London 
EC4M7EX 

c~~-~~~~~=~~§~~-~~~K~~-~~~~~J 

Meeting concluded. 

i-c~d-~-.AJspoke to David Williams, who confirmed that he will look into release of case 
'summaries of final1 o cases to NMC tomorrow. 
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Operation ROCHESTER. 

Stakeholder meeting. 

Fareham Police Station Hampshire. 

1530hrs Tuesday 19th December 2006. 

Attendees. 

ACCSO Steve WATTS. 
Chief Supt PEACOCK. 
Chief Supt GOODALL. 
Det Supt David WILLIAMS. 
Det lnsp GROCOTT. 

Paul HYL TON (General Medical Council) 
Louisa MORRIS (Solicitor for GMC) 
Richard Samuel (Primary Care Trust, Strategic Health Authority) 
$.~r~h.I!.IJ.~L{M_~_g_i~.fQt_$HAl 
L-·-·-·-·-·-·-·-·-·-·-~g-~-~~--~·-·-·-·-·-·-·-·-·-·-·-·-·:."1 
Nick Hawkins (CPS) 

NMC100086-0107 

Lucy Dibdin (Media Police) 

Meeting objective. 
To achieve multi- agency understanding in terms of organisational objectives 
following the NFA decision by CPS in respect of the criminalfnvestigation into 
deaths at Gosport War Memorial Hospital. 

Agenda. 

1. Introduction/case overview. ACCSO WATTS DeVSupt WILLIAMS. 
2. General Medical Council situation report and future objectives. 
3. Primary Care TrusVStrategic Health Authority situation report and future 
objectives. 
4. Nursing and Midwifery Council situation report and objectives. 
5. Hampshire CPS. 
6. Media issues/approach. 
7.A.O.B. 
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No charges over ho ital deaths 
No one will face 
prosecution over the 
deaths of 10 elderly 
patients at a Hampshire 
hospital. 

The deaths at Gosport War 
Memorial Hospital between the 
late 1990s and 2002 were the 
subject of a lengthy The deaths In question happened 
investigation by Hampshire between the late 90s and 2002 

police. 

Some families claimed that patients had died after sedatives 
like diamorphine were over-prescribed by staff. 

But the Crown Prosecution Service (CPS) said there was 
insufficient evidence to prosecute any person over the 
deaths. 

Hampshire Police conducted 
two investigations into the 
deaths, the first of which is 
the subject of complaints to 

'' Errors alone do not, of 
themselves, amount to gross 
negligence 

'' the Independent Police Paul Close, CPS 
Complaints Commission (IPCC). 

The second investigation, which looked into the deaths of 90 
patients, resulted in 10 files being passed to the CPS. 

Paul Close, of the CPS, said: "I considered whether the 
evidence gathered by the police showed that a criminal 
offence had been committed, and particularly the offence of 
gross negligence manslaughter. 

"After looking at all the evidence - including that of experts -
and seeking the advice of counsel, I decided there was 
insufficient evidence for a realistic prospect of conviction. 

"Errors alone, no matter how catastrophic the consequences 
may be, do not, of themselves, amount to gross negligence. 

"I have written to the families explaining my decision and 
offering my deepest sympathy for their bereavement. 

"I have offered to meet them to discuss how I reached my 
decision." 
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Operation Rochester 

~--·-·c-c;-a-e-·p:·-·-·i 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..: 

From: 

Sent: 

To: 

Cc: 

Clare Strickland 

18 December 2006 12:22 

'dave.grocottC~~~~~~~~~~?.~_e:.l\:.~~~~~~~~~J 
r·-coCie--A-·l 
L·-·-·-·-·-·-·-·-·-·-·-! 

Subject: RE: Operation Rochester 

NMC100086-0110 
; -

Page 1 of2 

Thank you for your call and em ail. Unfortunately, I am not able to attend, but have arranged for another 
member of the NMC's in-house legal team,i-·-·-coCie·-A-·-·lo attend on behalf of the NMC. She is one of our 
.--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-................................................................... _. ____________ _ 

:_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--~?..~«:.~.---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

We look forward to receiving your update at the meeting tomorrow. 

Regards 

Clare Strickland 
In-house lawyer 
Nursing and Midwifery Council 
23 Portland Place 

!.Lo.nd.on_W.1.B.JP.Z. ________ 
1 

l CodeAi 
!.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·! 

-----Original Message-----
From: dave.grocott@hampshire.pnn.police.uk [mailto:dave.grocottC-·-·-·-·-·-·-·-·code·A-·-·-·-·-·-·-·-·-·-! 
Sent: 18 December 2006 11:49 L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

To: Clare.StricklandC:=·.~--~--~--~·§.~~-~--~~--~--~--~--~J 
Subject: Operation Rochester 

Clare, 

As per our conversation, 

ACC Watts is holding a Stakeholder conference in respect of Operation Rochester at 
1530hrs tomorrow afternoon here at Fareham Police Station. You or your 
representative are invited. 

The address is 
Fareham Police Station 
Quay st 
Fareham 
P016 ONA 

lt is only a short taxi ride from the train station. 

If you could let me know who is attending I'd be very grateful 

Dove Grocott 
Detective Inspector 
Review Team r-code--A-1 
i ! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

18/12/2006 
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Clare Strickland 

From: Clare Strickland 

Sent: 28 July 2006 12:37 

To: 'david.williams@:~:~:~:~:~:~:~:~:~:~:~!>~d~~~~~:~:~:~:~:~:~:~:~:~:J 
Subject: RE: OP Rochester .. Gosport War Memorial Investigation. 

Thank you very much for the update. I will be out of the office for the next two weeks_~_:?.Q_P!~.~$~_.9Qyld you 
copy in any further updates to r-~---~-c;)CI~'"Jc-·-·-·1he case manager, as well as to me.[ ....... ~.<?.~-~-~----·_jemail 

dd . ,·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-···-·-·-·-·-·-·-·-·-·-·-·'·-·-·-·-·' 
a ress IS! Code A i 

··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

Many thanks 

Clare Strickland 
In-house lawyer 
Nursing and Midwifery Council 
23 Portland Place 
London W1 B 1 PZ 
r·-·-·-·-·coCie--A··-·-·-·-·-! 
~--~~·--·--·-~-·--·~~-·-·-; 

-----Original Message-----
From: david.willlams~-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-coCfe-·A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
Sent: 28 July 2006 12::·.u.··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.; 

To: PHylton@gmc-uk.org 
c:c: c~:=:~~~::::::::::~:::::::;:~:::~;::::::::~:~~~~::~::::::~~:::=::~~::::::::::~:::~:::::J 
jenifer.smith@southcentral.nhs.uk; r··-·-·-·-·-·-·-·-·-·-·-·-·-c·oCie-·.4·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

L~~:~-~~~~:~~~~~~~:~~~~~~~-~!:"~~-;:~;~-.:~-;.-~;·:~:::::·~~-Jaave-~!;,-rocottr-·-·-·-·-·-·.J·-·-code-A·-·-·-·-·-·-·-·-·-1 
David.Horsley@portsmouthcc.gov.uk; roy.stephenson(f"·'·-·-·-·-·-·2·""~"~c~'d~~".IC~·'"~"~"~"~""""~"~"~"T"-·-·-·-·' 
Subject: OP Rochester •• Gosport War Memorial Invesllgatran·:·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Dear Paul Hylton(GMC)/ Clare Strickland(NMC) /Jenifer Smith(SHA) David 
HORSLEY(H.M. Coroner) 

Please find attached a family group update letter that I am sending today to relatives 
of the 10 remaining cases under investigation. 

«Operation ROCHESTER Family Group Update 28/7/2006.>> 

All files have now been forwarded to the CPS and I am meeting with Treasury 
Counsel next week Wednesday the 2nd August to discuss the outcome. 

We have also been interviewing (under caution)a consultant Geriatrician Dr Richard 
lan REID in respect of 2 cases (of the 10 above) the deaths of Edith SPURGIN and 
Geoffrey PACKMAN. The final interview with Or REID is being held on 8th August 
2006 .. The police investigation into these matters is then essentially complete. 

Once the decision in respect of any prosecution is made ( in my view not all of these 
cases meet the standard of evidence required to prosecute criminally and the public 
interest hurdle remains to be addressed) then we will need to get together to discuss 
further disclosure to the GMC and NMC. 

I spoke with Dr BARTON's legal rep I an BARKER last week, he confirmed that Dr 
BAR TON was still adhering to the voluntary agreement not to prescribe Opiates and 
Benzodiazepines .. She has however now taken a senior practice partner position at 

28/07/2006 
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OP Rochester .. Gosport War Memorial Investigation. Page 2 of2 

her surgery .. 

I will be in touch post 2nd August to discuss the way forward .. lt may be appropriate 
to pull all stakeholders together to talk this through including the local Portsmouth 
Coroner Mr David HORSLEY. 

Regards .. 

................................................................................. 
This electronic message contains information from Hampshire Constabulary which may be legally privileged and confidential. 
Any opinions expressed may be those of the individual and not necessarily the Hampshire Constabulary. 

The information is intended to be for the use of the individual(s) or entity named above. If you are not the Intended recipient, be 
aware that any disclosure, copying, distribution or use of the contents of the information is prohibited. If you have received this 
electronic message in error, please notify us by telephone 

+44 (O) 845 045 45 45 or emall to postmaster@hampshire.pnn.police.uk immediately. Please then delete this email and destroy 
any copies ofil 

All communications, including telephone calls and electronic messages 

to and from the Hampshire Constabulary may be subject to monitoring. Replies to this email may be seen by employees other 
than the intended recipienl 
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Clare Strickland 

From: david.williams@[~~~~~~~~:.~~~:.~~~~~~~~J 
Sent: 28 July 2006 12:11 

To: PHylton[~~~~?.-~~-~t\~~J 
Cc: 

lt~~~~~~~~~~~~if~~~~~~~~~~~~~~~~~~~§i~~~~~;~~:::;~:~~~j~:::::J 
D avid. H orsl ey@ po rtsm o uth cc. g ov. u k; [~~~~~~~~~~~~~~~-~~~~~~~~~~~~~~~-~-~~~~~~~~~~-~~~~~~~~~~~~~~~~~~~~-~~~~~~~~~~~~~~~~~~~J 

Subject: OP Rochester .. Gosport War Memorial Investigation. 

Dear Paul Hylton(GMC)/ Clare Strickland(NMC) /Jenifer Smith(SHA) David HORSLEY 
(H. M. Coroner) 

Please find attached a family group update letter that I am sending today to relatives of the 
1 0 remaining cases under investigation. 

<<Operation ROCHESTER Family Group Update 28/7/2006.>> 

All files have now been forwarded to the CPS and I am meeting with Treasury Counsel next 
week Wednesday the 2nd August to discuss the outcome. 

We have also been interviewing (under caution)a consultant Geriatrician Or Richard I an 
REIO in respect of 2 cases (of the 10 above) the deaths of Edith SPURGIN and Geoffrey 
PACKMAN. The final interview with Or REID is being held on 8th August 2006 .. The police 
investigation into these matters is then essentially complete. 

Once the decision in respect of any prosecution is made { in my view not all of these cases 
meet the standard of evidence required to prosecute criminally and the public interest 
hurdle remains to be addressed) then we will need to get together to discuss further 
disclosure to the GMC and NMC. 

I spoke with Dr BARTON's legal rep lan BARKER last week, he confirmed that Or BARTON 
was still adhering to the voluntary agreement not to prescribe Opiates and 
Benzodiazepines .. She has however now taken a senior practice partner position at her 
surgery .. 

I will be in touch post 2nd August to discuss the way fqrward .. It may be appropriate to pull 
all stakeholders together to talk this through including the local Portsmouth Coroner Mr 
Oavid HORSLEY. 

Regards .. 

__ .DavE._Wll.LIAM.S Oet Supt.. 
i CodeA i 
i.·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

This electronic message contains Information from Hampshire Constabulary which may be legally privileged and confidential. Any 
opinions expressed may be those ofthe individual and not necessarily the Hampshire Constabulary. 

The Information Is Intended to be for the use of the individual(s) or entity named above. If you are not the intended recipient, be aware 
that any disclosure, copying, distribution or use of the contents of the Information is prohibited. If you have received this electronic 

28/07/2006 
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message In error, please notify us by telephone 

+44 (0) 845 045 45 45 or email to postmaster@hampshire.pnn.polk:e.uk immediately. Please then delete this email and destroy any 
copies of it 

All communications, including telephone calls and electronic messages 

to and from the Hampshire Constabulary may be subject to monitoring. Replies to this email may be seen by employees other than the 
Intended recipient. 

Ailtlltl ili11'611ji111i.,.lll*iltill*illili. ill ili AA A ill ill .... "' *li*&jf; ''' & & ....... & A I •a a& 888 A AS 88 I 8 I&&&& 888 A A 
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D _H_A_M_P_S_H_I_R_E __ C_o_n_s_t_a_b_u_l_a_r_y_ 
Chief Constable Paul R. Kernaghan CBE QPM LL.B MA 

PRIVATE 
Our Ref. 
Your Ref. 

r· :·-
1 
I 

Dear Mr. LAVENDER 

Fareham Police Station 
Quay Street 

Fareham 
Hampshire 
P0160NA 

Tel: 0845 045 45 45 

Direct Dial: c~~~~~~~~~~~~-~~A~~~~~~~J 
Fax: 023 92891663 

Email: 

28 July 2006 

I write at this time to inform you that the police investigation into deaths at Gosport 
War Memorial hospital during the 1990's is essentially complete. I confirm that all 
remaining cases classified by the team of clinical experts as of 'most concern' in 
terms of the care afforded and cause of death have been submitted to the CPS. 

In addition a significant amount of supporting material and documentary exhibits 
continue to be reviewed by the Crown Prosecution Service who I meet with Treasury 
counsel next week Wednesday 2nd August 2006 

To date in excess of 800 witness statements have been taken principally from family 
members, healthcare staff and expert witnesses. 

Approaching 4,000 documents have been evidenced, reviewed and considered by 
the investigation team and 1700 nominal records created, a 'nominal' containing 
information in respect of people connected to the investigation. 

Our Geriatric and Palliative care experts alone have spent the best part of two years 
reviewing the mountain of documentation to produce their incredibly detailed 
evidential expert reports and subsequent findings. 

Operation ROCHESTER presents as an investigation into some of the most complex 
and challenging problems in geriatric medicine. Importantly all significant 
representations previously made by family members have been included for 
consideration by the CPS. 

In support of case papers prepared by the Operation ROCHESTER team I have 
compiled individual case comprehensive summaries distilling the key issues to assist 
in providing focus for examining counsel. This has entailed my reading in detail each 
and every witness statement pertaining to every case. 

PRIVATE 
Website- www.harnpshire.police.uk 
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HAMPSHIRE Constabulary 

Operation ROCHESTER has been one of the most demanding highly resourced 
investigations ever undertaken by the Constabulary. I am entirely content that this 
fulsome investigation has led to the position that the CPS have all available material 
to properly consider whether or not there is a sufficiency of evidence to launch 
criminal proceedings. 

The ongoing continued interests of the General Medical Council and Nursing and 
Midwifery Council and remain, a significant proportion of the original body of 
complaints having been passed to them for their attention. I have also continued to 
update the Chief Medical Officer, the Coroner and the Strategic Health Authority. 

Whilst I appreciate the frustrations that this investigation has been lengthy I am afraid 
that this situation has been inevitable given the volume of work, the complexity of 
issues to be considered by our experts and the detailed investigation processes put 
in place to ensure that no stone has been left untumed. I am confident that the 
investigation has been both expeditious and diligent when reviewed against all the 
circumstances. 

I am satisfied that the Primary Care Trust and staff have and continue to co-operate 
fully with the police investigation despite considerable disruption to their day to day 
routine, this has been a substantial piece of work requiring many thousands of hours 
of police and healthcare staff time. 

I would like to take this opportunity to reassure you that I have not disbanded the 
investigation team, I will consider ongoing resource requirements in the light of the 
CPS decision which I will ensure is communicated to you on an individual family 
basis as soon as we are able. 

Once the decision as to criminal prosecution or otherwise has been made, then 
further 'interests' in terms of GMC, NMC and Coroner involvement may be resolved, 
again I will keep you updated as to these matters. 

Finally may I thank you for your continued patience under difficult circumstances. 

Yours Sincerely 

David WILLIAMS 
Detective Superintendent 
Senior Investigating Officer. 

Website- www.hampshire.police.uk 

PRIVATE 



Private and confidential 
Deputy SIO Nigel Niven 
Hampshire Constabulary 
Fareham Police Station 
Quay Street 
Fareham 
Hampshire P016 ONA 

Dear Mr Niven 

Operation Rochester 

Thank you for your letter of 22 November 2005. 

NMC100086-0117 
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I Code A I 
i i 
i i 
i i 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 
Email: clare.stricklandi~-·-·-·-·cocfe·-A-·-·-·-·-·-·: 

'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--~ 

29 November 2005 

We are grateful for the indication that your criminal investigation is ongoing. Please 
could you keep us informed of any future developments. 

Yours sincerely 

Clare Strickland 
Lawyer 



HAMPSHIRE CONSTABULARY 

Paul R. Kernaghan QPM LL.B MA DPM MCIPD Fareham Police Station 
Quay Street ChiefConstable f. 

Our Ref. Op Rochester 

Your Ref. 

. . . ~ . ... . . .. 
Ms Clare Strickland 
In-House Lawyer 
Nursing and Midwifery Council 
23 Portland Place 

[.·~--~--~--~--~-~-~-~--~--~~-~--~--~--~--~-·J 

Dear Clare 

Re: Operation Rochester 

Fareham 
•• 4.1 • Hampshire 

2 
'/ l.e{)qf ~ P016 ONA 

3No 'eq,lh V 2!Jos '1 I Tel. 0845 0454545 
Fax. 023 92891663 

22nd November 2005 

NMC100086-0118 

Thank you for your email of the 21st November 2005 and please accept my apologies for 
not providing you with a written update sooner. 

As you are aware, we have been conducting an investigation into a number of deaths at the 
Gosport War Memorial Hospital (GWMH). During the course of the investigation the 
number of deaths has risen to allow for cases being belatedly brought to our attention. So 
fare we have reviewed in excess of 90 deaths. 

From our previous discussions, you are aware that each of the cases is reviewed by a team 
of experts in order to consider that treatment and identify the appropriateness or otherwise 
of that treatment. This has allowed our investigation to focus on those cases that provoked 
the most concern to our team of experts. The cases that have provoked the more serious 
concerns have then been subjected to an evidential examination by alternative experts. 
"Whilst we have been undertaking that process we have also been interviewing, on a case by 
case basis, a Doctor from the GWMH. 

We have submitted a number of these specific cases to the Crown Prosecution Service for 
their consideration. We anticipate that we will have submitted all of the cases that provoke 
the more serious concern to the CPS by the end of this year. 

In the meantime, we have set about providing both your body and the General Medical 
Council with copies of all the cases reviewed by our experts, where the treatment received 
by the various patients was considered to be optimal or sub-optimal. To date, I understand 
that we have delivered the notes of 80 patients to your offices. 



.. 

NMC100086-0119 

-2-

Our criminal investigation is very much ongoing and is likely to continue into the early part 
of next year. 

I hope the above information is sufficient by way of an update. I will, of course, seek to 
answer any specific question you may have. In addition, either David Williams or I will be 
only too happy to meet with you to discuss thls matter further, should you thlnk that is 
desirable. 

Ifi can assist you any further, please do not hesitate to contact me again. 

Yours sincerely 
,--·-·-·-·-.a .. L-·-·-·-·-·1 
i Code A i 

IL·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Nigel Niven 
DeputySIO 



,, 

Clare Strickland 

From: 
Sent: 
To: 
Cc: 
Subject: 

DCI Niven 

Clare Strickland 
21 November 2005 11 :51 
'nigel.niven@r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·: 
david.williams Code A : 
RE: Operation·-Roclii:ister-anCflfie-NMC-·-·-·' 

NMC100086-0120 

We have today received a further 5 boxes of files from your officers, in addition to 
the 3 boxes we received on 29.9.05, but have not yet received your update of your 
current position. 

I would be very grateful if you could provide this as a matter of urgency, as we are 
receiving queries from members of the public, and are unable to answer them without 
knowing what is happening with the criminal investigation. 

Many thanks 

Clare Strickland 

'

-House Lawyer 
rsing and Midwifery 
Portland Place 

~-~-~-~-~-~-~-~~~~~-~~-~-~-~-~-~-~] 

Council 

-----Original Message----- -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 
From: nigel.niven@hampshire.~ Code A i 
[mail to: nigel. ni ven@hampshirt_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.1 
Sent: 28 September 2005 11:39 
To: Clare. StricklancC~~~~~~~~j~~~~E~~~~~~~~~J 
Cc: da vid. williams r··-·-·-·-·-·-··--·~·-·-·-·-·c;c:;Cie-A·-·-·-·-···-·-·-·-·-·-'-·-·-·! 
Subject: RE: Operatian·-·Rocll"est:·e-z•·-·aiia··-ch·e·-·NMc 

Clare, 
Thanks for your email. We are still on course. I will be out of the 
office for a day or 2 but I will write to you soon with an update of our 
position. 
With best wishes 
Nigel 

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

,~~ li !~:~:~~;~~~l~~g s L~~;~~::::::::::::::<:_~'!~E::::::::::::::::::::J 
Subject: Operation Rochester and the NMC 

Dear DCI Niven 

We last heard from you in January 2005, when you indicated that you were 
continuing to investigate your category 3 papers and had started to 
submit papers to the CPS. At that stage, you indicated that you were 
aiming to have all category 3 cases with the CPS during the course of 
2005. 

I would be very grateful if you could provide the NMC with an update of 
the current position regarding your criminal investigation. 

Please do not hesitate to telephone me on [~~~~~~~~~~~~~~~~~~~~~~~~~~!if there is 
anything you wish to discuss in person. 

Regards 

Clare 

Clare Strickland 
In-House Lawyer 

1 



Nursing and Midwifery Council 
23 Portland Place 
London WlB lPZ 

************************************************************************ 
*********** 
This email and any files transmitted with it are confidential and 
intended solely for the use of the individual or entity to whom they are 
addressed. Please do not act upon or disclose the contents if you have 
received it in error. Instead, please inform me at the e-mail address 
above. 
************************************************************************ 
*********** 

NMC100086-0121 

*********************************************************************************** 
This electronic message contains information from Hampshire Constabulary which may be 
legally privileged and confidential. Any opinions expressed may be those of the 
individual and not necessarily the Hampshire Constabulary. 
The information is intended to be for the use of the individual(s) or entity named 

'

ove. If you are not the intended recipient, be aware that any disclosure, copying, 
stribution or use of the contents of the information is prohibited. If you have 

eceived this electronic message in error, please notify us by telephone 
+44 (0) 845 045 45 45 or email to postmaster@hampshire.pnn.police.uk immediately. 
Please then delete this email and destroy any copies of it. 
All communications, including telephone calls and electronic messages 
to and from the Hampshire Constabulary may be subject to monitoring. Replies to this 
email may be seen by employees other than the intended recipient. 
*********************************************************************************** 

' 

2 



i • ~ ..... 

Clare Strickland 

From: 
Sent: 
To: 
Cc: 
Subject: 

Clare, 
Thanks for your email. We are still on course. I will be out of the 
office for a day or 2 but I will write to you soon with an update of our 
position. 
With best wishes 
Nigel 

-----or i g i na 1 Message----- ,-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 
From: Clare Strickland [mailto:Clare .! Code A 
Sent: 26 September 2005 15:51 i , 
To: Ni ven, Nigel '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 
Subject: Operation Rochester and the NMC 

Dear DCI Ni ven 

Jllle last heard from you in January 2005, when you indicated that you were 
~ontinuing to investigate your category 3 papers and had started to 

submit papers to the CPS. At that stage, you indicated that you were 
aiming to have all category 3 cases with the CPS during the course of 
2005. 

I would be very grateful if you could provide the NMC with an update of 
the current position regarding your criminal investigation. 

Please do not hesitate to telephone me on r·-·-·-·-·-Code·-A-·-·-·-·-·: if there is 
anything you wish to discuss in person. ··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Regards 

Clare 

Clare Strickland 
In-House Lawyer 
Nursing and Midwifery Council 
23 Portland Place 

~London WlB lPZ 

************************************************************************ 
*********** 
This email and any files transmitted with it are confidential and 
intended solely for the use of the individual or entity to whom they are 
addressed. Please do not act upon or disclose the contents if you have 
received it in error. Instead, please inform me at the e-mail address 
above. 
************************************************************************ 
*********** 

NMC100086-0122 

*********************************************************************************** 
This electronic message contains information from Hampshire Constabulary which may be 
legally privileged and confidential. Any opinions expressed may be those of the 
individual and not necessarily the Hampshire Constabulary. 
The information is intended to be for the use of the individual(s) or entity named 
above. If you are not the intended recipient, be aware that any disclosure, copying, 
distribution or use of the contents of the information is prohibited. If you have 
received this electronic message in error, please notify us by telephone 

1 



NMC100086-0123 

• 
+44 (0) 845 045 45 45 or email to postmaster@hampshire.pnn.police.uk immediately. 
Please then delete this email and destroy any copies of it. 
All communications, including telephone calls and electronic messages 
to and from the Hampshire Constabulary may be subject to monitoring. Replies to this 
email may be seen by employees other than the intended recipient. 
*********************************************************************************** 

, 

2 



Clare Strickland 

From: 
Sent: 
To: 
Subject: 

Dear DCI Niven 

Clare Strickland 
26 September 2005 15:51 
'nigel.nivert:;=·.~--~--~--~-~--~--~--~--~-.£~~--~--~--~--~--~:~--~--~--~--~--~--~--~1 
Operation Rochester and the NMC 

NMC100086-0124 

We last heard from you in January 2005, when you indicated that you were continuing to investigate your category 3 
papers and had started to submit papers to the CPS. At that stage, you indicated that you were aiming to have all 
category 3 cases with the CPS during the course of 2005. 

I would be very grateful if you could provide the NMC with an update of the current position regarding your criminal 
investigation. 

Please do not hesitate to telephone me on i-·-·-c·od_e_A _____ !if there is anything you wish to discuss in person. 

Regards 

Clare 

.lare Strickland 
... ~-House Lawyer 

Nursing and Midwifery Council 
23 Portland Place 
London W1 B 1 PZ 

' 

'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·; 

1 



NURSING[?· 
MIDWIFERY 

NMC100086-0125 

COUNCIL Protecting the public through professional standards 

Detective Chief Inspector N Niven 
Operation Rochester 
Hampshire Constabulary 
Fareham Police Station 
Quay Street 
Fareham 
Hampshire P016 ONA 

25 January 2005 
Ni~~~;:~'Letters/Operation Rochester.4 

L--·-·-·-·-1 

Direct line: i-·-·-·-·-·-c·a-de-A-·-·-·-·-·1 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Fax No: 020 7031 0459 
E "I ··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

mal : ! Code A ! 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

, DearNigel 

, 

Operation Rochester 

Thank you for your response to my letter dated 12 January 2005. 

I have passed the correspondence on to Clare Strickland, our Lawyer dealing with 
the case. 

She will be in contact with you, should the need arise. 

Yours sincerely 

r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-• 

1 Code AI 
i ! 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

Liz McAnulty 
Director of Fitness to Practise 

23 Portland Place, London WlB lPZ 

Telephone 020 7637 7181 Fax 020 7436 2924 www.nmc-uk.org () _., 

llqlmred cbarll}' own bet I 0914 34 INVESTOR IN PEOPLI! 
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HAMPSHIRE CONSTABULARY 

Paul R. Kcrnaghnn QPM LL.B MA DPM M n Of 
Chief Constable OWEC1"0Pft.p..CTlSE 

Our Ref. Op Rochester 

Your Ref. 

Elizabeth McAnulty 

F\1NESS ''bN· 
RECE.NED . 

2 4 l~l\ [.005 

Nursing & Midwifery Council 
23 Portland Place 
London 
WlB lPZ 

Dear Liz, 

Re: Operation Rochester 

Fare ham Police Station 
Quay Street 
Farchnm 
Hampshire 
POI6 ONA 

th January 2005 

Thank you for your letter of the 12th January 2005, the content of which I have 
noted. 

NMC100086-0126 

You raised in this letter two questions, one regarding the current time table 
regarding criminal proceedings and the second regarding the death of Mrs Devine. 

As far as the time table for any proceedings is concerned, I am able to tell you 
that we are currently continuing to investigate the category 3 cases and have 
started to submit papers to the CPS. Our initial view is that the CPS will need to 
consider all of the category 3 cases holistically in order to determine whether 
criminal proceedings are warranted. As you will appreciate, this is an involved 
process which is demanding both of police and, more importantly, our expert's 
time. We regard it a realistic prospect to have all the category cases with the CPS 
during the course of 2005. 

I am able to confirm that the death of Mrs Devine is being investigated as a 
category 3 case. 

If I can assist you any further, please do not hesitate to contact at the above 
address. 

Y 9.urs.sin.~.-.L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-; 
J CodeA I 
oeteeti.vif·rnspe·crar·-·-·-·-·-·-·-·-·-·-·-1 
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NURSING& 
MIDWIFERY 
COUNCIL Protecting the public through professional standards 

NMC100086-0127 

Detective Chief Inspector N Niven 
Operation Rochester 

12 January 2005 
NJ;:~;~~!/Letters/Operation Rochester.2 

Hampshire Constabulary 
Fareham Police Station 
Quay Street 
Fare ham 
Hampshire P016 ONA 

Dear Nigel 

Operation Rochester 

Thank you for your letter dated 6 January 2005. 

Direct line: 020 7333 6548 
Fax No: 020 7031 0459 
Email: ;·-·-·-·-·-·-·-·-·-·-·-c-ode·A-·-·-·-·-·-·-·-·-·-·-·: 

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

Having considered the material provided to us, it is our current view that we are 
unlikely to be taking any further action at the moment. In the circumstances, it 
appears to us that any NMC action must follow any criminal proceedings. 

Accordingly, we will not be doing anything that may have any affect on your 
proceedings or generate publicity in the near future. 

We would welcome an update from you on the current timetable for any criminal 
proceedings. I would be more than happy to meet with you to discuss this, or to deal 
with this in correspondence if that would be more convenient to you. 

We are seeking a similar indication from the GMC. 

There is one specific matter that you could assist with. As we discussed, the NMC 
has received complaints from a number of families, most of which have either been 
closed, or related to patients who fell within your category 2. However, we have one 
outstanding complaint relating to the death of Mrs Divine. I would be grateful if you 
could confirm whether this is one of the cases you have investigated and, if so, which 
of your categories it falls into. This would be for our information only, and would not 
be disdosed to anyone. 

I look forward to hearing from you. 

Yours sincerely 

23 Portland Place, London WlB lPZ 
Telephone 020 7637 7181 Fax 020 7436 2924 www.nmc-uk.org 

Rq!sten:d charily number 1091 ~ 14 I.' "YES TOR IN P EOPI£ 



Clare Strickland 

From: 
Sent: 
To: 
Subject: 

Clare Strickland 
11 January 2005 16:37 
Liz McAnulty 
Gosport Nurses 

I have just spoken to Paul Hylton at the GMC. 

NMC100086-0128 

They are very keen to get on as the doctor involved, Or Barton, was referred to their Conduct Committee in 2002. They 
have considered the category 2 cases, but their Committee did not consider that the evidence would justify an interim 
suspension. 

Accordingly, they need details of the Category 3 cases, and are getting frustrated that the police timetable appears to 
keep slipping. They are meeting the police on Thursday 13 January to try to resolve this problem. If they are unable to 
do so, they will (reluctantly) consider seeking a court order to force the police to disclose the category 3 material. 

I explained our position, and Paul confirmed that the GMC had not come across any issues relating to the nursing 
care, other than the overarching issue of whether they failed to challenge inappropriate prescribing. 

Paul will contact me after the meeting with the police to give me an update . 

. ttached is my draft text for your reply to DC Niven. I will leave his letter with [~~~;~~.]I hope that this is alright 

Regards 

Clare 

Gosport draft letter 
text 11.1 ... 

} 

1 



GOSPORT 

DRAFT TEXT FOR LETTER FROM LIZ MCANUL TY 
TO DETECTIVE INSPECTOR NIGEL NIVEN 

Dear Detective Inspector Niven 

Re: Operation Rochester 

Thank you for your letter dated 6 January 2005. 

NMC100086-0129 

Having considered the material provided to us, it is our current view that we are 
unlikely to be taking any further action at the moment. In the circumstances, it 
appears to us that any NMC action must follow any criminal and GMC proceedings. 

Accordingly, we will not be doing anything that may have any effect on your 
proceedings or generate publicity in the near future. 

We would welcome an update from you on the current timetable for any criminal 
proceedings. I would be more than happy to meet with you to discuss this or to deal 
with this in correspondence if that would be more convenient to you. 

We are seeking a similar indication from the GMC. 

There is one specific matter that you could assist with. As we discussed, the NMC 
has received complaints from a number of families, most of which have either been 
closed, or related to patients who fell within your category 2. However, we have one 
outstanding complaint relating to the death of Mrs Divine. I would be grateful if you 
could confirm whether this is one of the cases you have investigated, and if so, which 
of your categories it falls into. This would be for our information only, and would not 
be disclosed to anyone. 

I look forward to hearing from you. 



HAMPSHIRE CONSTABULARY 

Paul R. Kem.agbam QPM LL.B MA DPM MCIPD 
Cblef Constable . 

Fareham PoUce Station 
Quay Strut 

.~ . ..• "'"'' Fareham . . .. . .. 

Our Ref. Op Rochester 

Your Ref. 

Hampshire 
P0160NA 

Tel. 0845 0454545 
Fax. 023 92891663 

i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-•-: 

!-·-·-·--·-·-·-·-·-·-·-~~~.~./:\ .... -·-·-·-·-·-·-·-·-,]6th January 2005 
Elizabeth McAnulty ~ 
Nursing & Midwifery Council , CD-~ 
23 Portland Place · ~ fU~ 
London · ~ 
WlB lPZ ·_ .. - .. . . . - . -D ~ . ~.,. '" . # .l 

Dear Uz, 

Re: Ooeratlon Rochester 

NMC1 00086-0130 

I write regarding the above matter. As you are aware, following our meeting of 
the 6th October 2004, we agreed through subsequent correspondence, the basis of 
our referral of category 2 cases to your organisation. Since that time we have 
delivered a total. of 47 such cases to your office in Portland Place. 

The purpose of this letter is to seek to establish the current situation in respect of n ~ 
your assessment of these cases. It would clearly be of use to us to have some 11 
understanding of your eariy thoughts and to discuss, to the extent that it is 
appropriate, any action you are considering. 

We are due to meet with GMC to discuss issues fn relation to Operation Rochester { 
In the near future. Should you wish, we would be only to happy meet with you I .>~-
and your team to discuss this matter further. 

I Very m eh took forw- ·-r-' ._0 .... __ _. __ J:..--. • ·-·• w~'"a·~:ng ..... e 300"0 -:> ... ~ if T ,.~n U dUI. llt::CUIII~IIVIIIYUUI~ lUll Ul n .. ua•v• ... ......,,, 

assist you in any way, please do not hesitate to contact me. 
f . 

~Q~~-·~i!!~~-~tY._,_./_,_,_,_,_,_,_,_,_,_,_,_,_,_,_,_,, 

I Code AI 
! i 
! i 

krgernwen·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

Detec::tive Inspector 



._ . . •i 

Clare Strickland 

From: 
Sent: 
To: 
Subject: 

Clare Strickland 
15 December 2004 14:28 
'nigel.niven@·-·-·-·-·-·-·-·-·co.cie_A_·-·-·-·-·-·-·-·: 
RE: Gosport;·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-; 

NMC100086-0131 

Thank you for your enquiry. I have spoken to Chris McKeown, who is going to deliver 
the next set of files tomorrow. 

As you will appreciate, we have not been able to reach any firm decisions about the 
material we have reviewed to date without having seen the remainder of the material 
that is coming to us. However, I have found all of the material I have considered to 
be clearly presented and likely to be useful to us. 

I will let you know as and when any developments are about to occur at our end. 

May I take this opportunity to wish you a very happy Christmas and New Year. 

Regards 

Clare 

----Original Message-----
l?rom: nigel. ni ven®t.~·-~--~--~--~--~-~--~--~--~--~--~--~--~--~c_:.;~·e_:~·-~--~~--~--~--~--~--~--~--~--~--~--~--~--~·.J 
!mai 1 to : nigel • ni vezr=~~:~:~:~:~:~:~~~:~:~:~:~:~:~:~c~:~·E~:~:~:~:~·~:~:~:~:~:~:~:~~:~:~.l 

1Sent: 15 December 2004 14:19 
To: . c1are. stricklanr··-·-·co.de-·A-·-·-·-·1 
Sub] ect : RE: Gosportk·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

Clare, 
You are probably now aware that we intend to deliver the next 
consignment of category 2 cases to you tomorrow. Are you able to give me 
an early indication of how you assessment of the 1st batch of cat 2 
cases went? 
Very best wishes 
Nigel Niven 

-----Original Message----- !-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

From: Clare strickland [mailto:Clare.strickland, Code A i 
Sent: 13 December 2004 14:09 : i 
To: Ni ven, Nigel ;-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 
Subject: RE: Gosport 

~hanks for your quick reply. We do not shut down over the Christmas 
period, so if it would be convenient for one of your officers to deliver 
the files at that time, there will be someone here to receive them. 
However, I will be on leave from 23 December to 3 January, so if the new 
year would be easier for you, that would also be fine. 

Regards 

Clare 

-----Original Message-----
From: nigel. ni ven®hamr-·--···-·-·-·-·-·-·-·-·-·-·-·-·---~---·-·-·-·-···-·-·-·-·-·i 
[mailto:nigel.niven®h; Code A ! 
Sent: 13 December 2 0 0~-·-~:r·:·J-6·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·" 

To: Clare. Stricklandc·.~=-~-=--~~~~~A..·.~-=·::-.~·-~·1 
Cc : cr·-···-·-·-·-·-·--·-·-·-·-·-·-·-·--·-·-·-·-·-·-·--·-·-coiie_A_·-·-·-·-·-·-·-·-·-·-·-·-·---·-·-·-·-·-·--·-·-·-·-·-·-: 
Subj ect·:·-·"RE":-·-·GO·sp:orE·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·" 

Clare, 

Thank you for your email. At the present time we have a number of 
competing priorities which demand the attention of my team. Depending on 

1 



events, we may be able to get a further batch to you before Christmas. 
Is your organisation closing for a particular period over the Christmas 
recess? 

Regards 

Nigel 

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

~~~~~ iia~:c~:!~k;~~~ ~~~~:~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~!7~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~J 
To: Niven, Nigel 
Subject: Gosport 

Good afternoon 

As you will recall, we have been given files relating to 19 patients in 
your Category 2. Please could you let me know when we may receive the 
remaining files - as far as we are concerned, the sooner the better. 

Regards 

Clare 

Clare Strickland 
1.wyer 
itness to Practise Directorate 

Nursing and Midwifery Council 
23 Portland Place 
T....andn:r.L..W.'l.R.-.l~7.-·-·-·-·-·-·-·-·-· 

l Code A ! 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

************************************************************************ 
*********** 
This email and any files transmitted with it are confidential and 
intended solely for the use of the individual or entity to whom they are 
addressed. Please do not act upon or disclose the contents if you have 
received it in error. Instead, please inform me at the e-mail address 
above. 
************************************************************************ 
*********** 

~•********************************************************************** 

**** 
******* 
This electronic message contains information from Hampshire Constabulary 
which may be legally privileged and confidential. Any opinions expressed 
may be those of the individual and not necessarily the Hampshire 
Constabulary. 
The information is intended to be for the use of the individual(s) or 
entity named above. If you are not the intended recipient, be aware that 
any disclosure, copying, distribution or use of the contents of the 
information is prohibited. If you have received this electronic message 
in error, please notify us by telephone 
+44 (O) 845 045 45 45 or email to postmaster@hampshire.pnn.police.uk 
immediately. Please then delete this email and destroy any copies of it. 

All communications, including telephone calls and electronic messages to 
and from the Hampshire Constabulary may be subject to monitoring. 
Replies to this email may be seen by employees other than the intended 
recipient. 
************************************************************************ 
**** 
******* 
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*********************************************************************************** 
This electronic message con~ains information from Hampshire Constabulary which may be 
legally privileged and confidential. Any opinions expressed may be those of the 
individual and not necessarily the Hampshire Constabulary. 
The information is intended to be for the use of the individual(s) or entity named 
above. If you are not the intended recipient, be aware that any disclosure, copying, 
distribution or use of the contents of the information is prohibited. If you have 
received this electronic message in error, please notify us by telephone 
+44 (0) 845 045 45 45 or email to postmaster@hampshire.pnn.police.uk immediately. 
Please then delete this email and destroy any copies of it. 
All communications, including telephone calls and electronic messages • 
to and from the Hampshire Constabulary may be subject to monitoring. Replies to this 
email may be seen by employees other than the intended recipient. 
*********************************************************************************** 
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NMC File Note 

Subject: Go sport 

Subject Index Ref: 

Date: 15.12.04 

Reference: 

Tel call from C~~~~~~~~~~~~~~~~~~1 Fareham Police Station (contact number 0845 
.~---~-·---~-----·~·····------·-· h . . t dr ff 6 b t t 7PP t I Id him L-·-·-·-·-·-·-·--g~~~-~---·-·-·-·-·-~·-·:- e IS gomg o op o axes o us a omorrow. to 
that I would not be in tomorrow, but that he should ask at reception for:·-C-ode-·JiJ 

!-·co.de-·A-lnows that the delivery is due, and will arrange for the boxes t~fg<nrmnhe 
'-·m:e-el.llfg-ioom for storage. 



NURSING& 
MIDWIFERY 
COUNCIL Protecting the public through professional standards 

NMC1 00086-0135 

Detective Chief Inspector N Niven 
Operation Rochester 

19 November2004 
N/F~~~~i.fLetters/Operation Rochester.1 

Hampshire Constabulary 
Fareham Police Station Direct line: L~~~~~~~~~~~~~§~~~e~~~~~~~~~~~~~~J 

Fax No: 020 7031 0459 Quay Street 
Fareham Email: l.~.~-~-~-~-~-~-~-~-~-~-~-~.§~~e)\~-~-~-~-~-~-~-~-~-~-~-~-~-~.J 
Hampshire P016 ONA 

DearNigel 

Operation Rochester 

Thank you for letter dated 12 November 2004. 

I am happy to confirm that we will notify you in advance of any stage where it 
appears that material may have to enter the public domain, and give you an 
opportunity to discuss your position with us. 

We look forward to receiving the next batch of cases from you. 

Yours sincerely 

~·-cc;·cie·-·A·T 
!-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-y-·-·-·-·-·J 

Liz McAnulty 
Director of Fitness to Practise 

23 Portland Place. London WlB lPZ 

Telephone 020 7637 7181 Fax 020 7436 2924 www.nmc-uk.org () 
C."\'ESTOR IN PEOPLil 
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HAMPSHIRE CONSTABULARY 

Paul R. Kernaghan QPM LL.B MA DPM MCIPD 
Chief Constable 

Our Ref. 

Your Ref. 

Elizabeth McAnulty 
Nursing & Midwifery Council 
23 Portland Place 
London, WlN 4JT 

Dear Liz, 

Re: Operation Rochester 

Fareham Police Station 
Quay Street 
Fareham 
Hampshire 
P0160NA 

Tel. 0845 0454545 
Fax. 023 92891663 

1 
I 

i ·- . 
Thank you for your letter of the 20th October 2004. I have recent! \returned fro_rrtaoperiod 6f leave 
and would like to apologise for not responding sooner. ~---

In your letter you kindly explain your procedures in respect of the various stages of proceedings 
and highlight the areas of the process where material may be at risk of entering the public domain. 
We accept that you must follow these procedures but respectfully request that we have an 
opportunity to discuss with you our position, when such stages are being approached. 

I am confident that with our ongoing communication and by displaying lnteragency consideration, 
we will be able to successfully address the concerns that may arise from our shared Investigations. 

You will be aware that, in advance of this letter, we have served 19 cases upon your staff. We are 
currently finalizing some review work in respect of the next batch of cases. Once this has been 
done will again deliver further cases to your office. 

Please do not hesitate to contact me if you think I can assist any further. I very much look forward 
to cooperating with you and your Council in the future. 

,_._Yo.LU:S..sio.cerelvA_._.l_._,_,_._·-·-·-·-·-·-·-
! i 

I Code AI 
! i 
! i 

L.l'llllg-ernrven-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Detective Chief Inspector 
Operation Rochester 
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NMC1 00086-0138 

COUNCIL Protecting the public through professional standards 

Detective Clrieflnspector N Niven 
Operation Rochester 
Hampshire Constabulary 
Fareham Police Station 
Quay Street 
Fareham 
Hampshire P016 ONA 

Operation Rochester 

20 October 2004 
N~;/Letters/Operation Rochester 

Direct line: L:~:~:~:~:~~~~:~~~:~:~:~:J 
Fax No: 020 7031 0459 

2 2 OCT 2004 

Thank you for letter dated I2 October 2004, which helpfully summarises our discussions 
on 6 October 2004. We welcome your proposal to provide us with your records relating 
to category 2 cases. 

With regard to your criteria for disclosure, it is necessary for me to set out our position on 
criteria I and 2 in a little detail. 

As you are aware, our Preliminary Proceedings Committee (PP C) has already considered 
allegations against some nurses. These allegations fall to be dealt with Wlder our old rules. 
Any material provided by you relating to these allegations will be considered by the PPC, 
which sits in private. However, in the course of the PPC proceedings it may be necessary 
to disclose material to others such as the nurse in question, his or her representatives, 
expert witnesses, complainants and witnesses. 

Any new allegations received after I August 2004 must be dealt with under our new rules. 
They will be considered in the first instance by an Investigating Committee (I C). When 
considering allegations, the IC's position is similar to the PPC in that it sits in private, but 
its procedures may require the disclosure of material to third parties. 

As I mentioned during our meeting, our old rules contain provisions allowing the PPC to 
order that a practitioner's registration be suspended on an interim basis pending resolution 
of the allegations. Again, the PPC's deliberations take place in private. However, any 
interim suspension order must be made public. 

Under the new rules, the IC has the power to make an interim suspension order or an 
interim conditions of practice order. The new rules require that interim orders hearings 
take place in public unless, having considered representations from the parties and any 
third parties, the re considers that it is in the interests of any party or third party, or the 

23 Portland Place, London WlB IPZ Page 1 of2 
Telephone 020 7637 7181 Fax 020 7436 2924 www.nmc-uk.org () -......... 
Rtglsund charity numb:<' 10914H ~'VESTOR IN PEOPLI! 



NMC1 00086-0139 

Page 2 of2 

public interest, to hold the hearing in private. Even if an IC interim order hearing has 
taken place in private, the fact that an interim order has been made must be made public. 

From this, you will appreciate that I am unable to give a categorical assurance that there 
will be no publicity of the NMC's proceedings prior to any criminal trial. In cases where 
there is no interim order, matters will be private. However, it is up to the PPC (or IC, under 
the new rules) to decide whether an interim order is necessary. 

In cases where the IC decides to consider making an interim order, we would represent to 
the IC that the hearing should be held in private in light of the public interest in avoiding 
potentially prejudicial publicity, and it would be open to the police to submit their own 
representations in support of this. However, the final decision is the Committee's. 

Our powers and procedures in this respect are very similar to those of the GMC. It may 
be that you have already discussed these issues with the GMC and found a way forward. 
If that it the case, perhaps we could agree to proceed on a similar basis. 

With regard to your criteria 3, 4 and 5, I do not see any difficulty. 

Finally, with regard to criteria 6, I confinn that our normal practice is to wait until the 
conclusion of any relevant criminal investigation and trial before holding a substantive 
hearing into the allegation made to the NMC. 

Please do not hesitate to contact us if you require any further information about our 
procedures. No doubt you will wish to revert to me once you have considered the matters I 
have raised relating to interim orders. 

Please be assured of our continued desire to co-operate with you to achieve a satisfactory 
arrangement for the early disclosure of the material. 

Yours sincerely 

r---c-o-ae--A! 
i ! 
;·-·"'C7·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-,-·-·-·-·-·-·-·J 

Liz McAnulty 
Director of Fitness to Practise 
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HAMPSHIRE CONSTABULARY 

Paul R. Kernaghan QPM LL.B MA DPM MCIPD 
Chief Constable 

Our Ref. Op Rochester 

Your Ref. 
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=- l.k ::· ·,,". · .. 
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\ 
Elizabeth McAnulty \ 
Nursing & Midwifery Counci\ 
23 Portland Place . 
London, W1N 4JT ~ 

\ . ~4~-
Dear Liz, 

Fareham Police Station 
Quay Street 
Fare ham 
Hampshire 
P0160NA 

Tel. 0845 0454545 
Fax. 023 92891663 

12th October 2004 

Re: Operation Rochester- Investigation into deaths at Gosport War 
Memorial Hospital (GWMHl 

NMC100086-0140 

I write further to our useful meeting of the 6th October 2004. You will recall that 
during this meeting I provided you with an update as to the present stage of our 
investigation. I explained that we were investigating the deaths of 88 patients at 
the GWMH. To assist us in this investigation we commissioned a team of clinical 
experts to review the medical records of these patients and provide us with an 
analysis and categorisation of treatment. 

The categorisation fell into 3 sections. The treatment of patients that fell Into 
category 1 was considered to be acceptable. The treatment of patients that fell 
into category 2 was considered to be sub optimal but did not present evidence of 
unlawful criminal activity. category 3 cases were considered to warrant further 
detailed investigation to determine whether unlawful criminal activity could be 
identified. 

I was able to tell you that we had written to all those patient families who fell into 
category 1 and notified them of the findings. The category 3 cases are, as I 
described, subject to continued investigation. 

The particular purpose of this letter is to allow us to discuss the issue of the 
category 2 cases, of which there are in excess of 50 cases. To date we have been 
able to provide records in respect 19 cases to your colleagues in the GMC. It is our 
proposal to provide your Council with the same documentation. However, before 
we can do that we would need to agree, in writing, the terms of reference in 
respect of this disclosure. 



NMC100086-0141 

At our meeting I verbally outlined the broad conditions of the agreement we 
reached with the GMC. In general terms you considered such conditions as being 
reasonable but, quite rightly, we all felt that such should be put into writing to 
allow for further deliberation. 

The below constitutes our criteria which has been agreed in conjunction with the 
Crown Prosecution Service (CPS). 

1. That the information supplied is towards a private Preliminary Proceedings 
Committee 

2. That there is no adverse publicity prior to or during any criminal proceedings. 

3. Statements taken by the NMC from witnesses, who are subsequently 
witnesses in criminal proceedings, will be subject to disclosure. 

4. The NMC should liaise with the police Informing them of the identity of 
proposed witnesses before taking statements from those Individuals. 

5. Permission will be sought from category 2 case witnesses to reveal their 
statements etc to the NMC. 

6. The NMC should not institute further disciplinary proceedings until any criminal 
investigation and criminal trial have been concluded. 

I would very much appreciate you reviewing the above and letting me know your 
thoughts. We will, of course, consider any alterations or additional points you may 
wish to raise. 

Once we have reached an agreement in writing, I will undertake to deliver the 
material in respect of these 19 cases. For your information, we will provide In 
respect of each of the 19 cases a full copy of the patient notes, the precis notes of 
each of our clinical team, a summary prepared by our expert advisor and the 
concerns raised by the patient's families. 

In due course, we will supply your Council with the remaining category case 
papers and I would anticipate you will have all such papers in respect of all of the 
category 2 cases by the end of this year. 
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I very much look forward to hearing from you in the near future. If, however, I 
can be of any assistance to you in the mean time, please do not hesitate to 
contact me. 

Yours sincerely I 
-·-·-·-·-·-·-·-·-·-/.1. ___ .1 ______________________ _ 

~Code A I 
N•·gern·•ven-·-·-·-·-·-·-·-·-·-·-·-·-·-·-.! 
Detective Chief Inspector 
Operation Rochester 
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GO SPORT WAR MEMORIAL HOSPITAL 
i-·-·-·-·-·! 

!cod•AiNOTES 30.10.04 
i-·-·-·-·-! 

Nurses (including Jfcod-e-·A-·\raise concerns with RCN {MURRA Y), 
Community Tutor (WfiTINEYj and Patient Care Manager (EV ANS) 

LIVE_~_~! __ report on d. RICHARDS -names r-·-·-·-·-·-·-·-·Co-cfe-·A·-·-·-·-·-·-·-·-1 
and Jt~-?..~-~-~1 i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

PPC decides no action againsr·-·-·-·-·-·-·-·-·-·-·-·-·-C-ode·-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-lre: d. 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

RI CHARDS 

FORD report on d. RICHARDS, d. CUNNINGHAM, d. WILKIE 
(criticises drug regime but does not single out individual nurses), d. 
WILSON, d. PAGE (concludes nursing care appropriate and adequate 

NMC asks NHS for further info re: d. CUNNINGHAM, d. WILKIE 
and d. WILSON in light of FORD's conclusions 

NHS provides further info - queries factual accuracy of info in FORD 
and LIVESEY reports - provides details of NHS investigation - no 
disciplinary action against individual nurses 

Complaint against[~~~~~~~~~~~~~C?.~~~A~~~~~~~~~~J and unnamed others by PAGE 
re: PAGE (d. Nov 1999) 

Complaint againsti!··-·-·-·-·-·-·-·-·-·-·-·-·c-·-·-·0-·-·-d·-·-·e-·-·-·-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1. and BELL r-·--r 
\CodeA\ 

REEVES re: DIVll'l.--,~-,.. .• .,...,-. .,.-_..'"",...,..-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-; '·-·-·' 

Complaint by BULBECK re: MIDDLETON (d. Aug 2001)- general 
at firstr"""""d· ~A subsequently named 

1Co e ! 
'·-·-·-·-·-·-·-' 

CHI report 

fcoiie-iiJreport on case to PPC 
L·-·-·-·-·-·-·-·-' 

Complaint against ["-·-·-·-·-·-·-·-·-·-·-c·()"(ie--A-·-·-·-·-·-·-·-·-·-·-lre: CARBY (d. April 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 1999) 

PPC consider complaints: 

• r-·-·-·-·-·-·-·-·-·-·-·Jegation from JACKSON re: WILKIE 
• l Code A~- allegation from REEVES re: DIVINE 
• i llegation from REEVES re: DIVINE 

(NtEr~~~~~~~~~--~--~--~--~--~--~~-?~~~--~--~--~--~--~--~--~--~--~--~--~Jwere also named m a general 
!"_ . ..co.=n.lrun.t-.£...~m PAGE re: PAGE) 

• \ Code A ~egation from REEVES re: DIVINE 
i i 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

C:\TEMP\Gosport 30.9.04.doc 
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Sep02 

3.10.02 

5.11.02 

15.11.02 

26.1.04 

NMC100086-0144 

r·-·-·-·-·-·-·-·-·-·-·-·1 

~ Code A! a1legation from REEVES re: DIVINE 
!·-·-·-·-·-·-·-·-·-·-·--~ 

? Case adjourned pending outcome of police referral to CPS? 

Complainants notified 

NHS report on BULBECK complaint re: MIDDLETON - general 
issues raised - no individual nurses named 

BBC report re: DoH investigation 

NHS report on CARBY complaint re: CARBY- no evidence of nurse 
negligence 

BULBECK notifies NMC of further patient death - open verdict 
recorded by coroner 

FURTHER ACTION 

1 In August 2002, PPC adjourned consideration of JACKSON (d. WILKIE), 
REEVES (d. DIVINE), and PAGE (d. PAGE), apparently pending outcome of 
police referral to CPS. 

ACfiON: Obtain PPC minutes to confirm purpose of adjournment 

Contact police for current status/outcome of referral to CPS 

2 There is nothing ___ in ___ _the._..fjJes_.J.o._.sho.w __ _thaL.the.._.EPC_._bas.._c.onsidf".xeJL.thf;: 

complaints fro~ Code A ! 

ACfiON: 
~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Consider whether it is necessary to refer these complaints to 
PPC 

3. In January 2004, BULB ECK notified NMC of a further death 

A cri ON: Check whether any complaints received in respect of this death 

C:\TEMP\Gosport 30.9.04.doc 
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Gosport War Memorial Hospital 

Pre-Inquest Hearing Report Received by LeaP'~-,~ 
19th January 2009 lOam · 
Portsmouth Guild Hall 2 3 JAN 2009 

Those.Attcnding: 

Ms Hill of Blake Lapthorn 
John White Blake Lapthom 
Alan Jenkins MDU for Dr Barton 
Stuart Knowles Mills & Reeve 
Ms Bhoghl The PCC 
Michael Tyrer for Charles Farthing 
Elaine Williams for Hampshire PCT 
Deborah Watts from Mills & Reeve 
Dennis Blake BBC 
Pauline Gregory 
Ian Wilson 
Alan Lavender 
Betty Packman 
Vicky Packman 
Peter Melior 

!.Properly Interested Persons 

DrBarton 
The families of the deceased 
The Health Trust 
ThePCT 

2.Witness Schedule: 
see attached. 

3. Document Bundle 

This will be prepared by the Coroners Office and circulated prior to the Inquest. 

4. Hospital Notes 

have now been annotated and copies were made available to the properly interested 
persons. 

5. The Drug Register 
will be annotated by Mills & Reeve and copies made available. 

6. Jury Proforma. 

This was prepared by The Coroner but will be expanded to include background 
information of each deceased giving an outline of dates, condition etc and that will be 
circulated as soon as it is prepared. 



7. A working bundle of documents in addition to the advanced disclosure will be 
prepared and an Index circulated. 
a. The Wessex guidelines are to be sent to the Coroners Office from the PCT and 

copies of those are to go to the Experts. 
b. It was fully accepted that Professor Black is an appropriate expert but doubt was 

expressed about the suitability of Dr Wilcock. The Coroners Office will contact Dr 
Wilcock to express those concerns and will await his comments. 
c. The Ford & Munday Reports are to be disclosed by the police. 
d. This is not an Article 2 Inquest. 
e. Concern was expressed about any possible Rule 43 Reports. This is not a case 

where it would be appropriate on the basis of the previous care to request a report 
under Rule 43. 

NMC100086-0146 



Witness Schedule 

March 181h 

Opening Jury and Submissions 
19. Lavender 
[~~~~~_q<i.~-~~A~~~J 

23. Service 
24. Professor Black 
25. Professor Black 
26. Lake 
27. Cunningham . 

30. Wilson 
31. Wilson & Hamblin 

April 
1. Spurgeon 
2. Packman 
3. Devine 

6. Dr Wilcock 
7. Dr Wilcock 
8. Devine 
9. Gregory 

14. Dr Barton 
And onwards 

NMC100086-0147 



· David C. Horsley LLB 
Her Majesty's Coroner 
for Portsmouth and 
South East Hampshire 

61
h January 2009 

NMC100086-0148 

Coronees Office 
RoomT20 
The Guildhall 
Guildhall Square 
Portsmouth 
POl 2AJ 

Fax:·· 023 9268 8331 

Received by f.e,~' T"'"'~. 
0 8 JAN 200!f 

GOSPORT PRE-INQUEST HEARING 

19th January 200910.00am 

Portsmouth Guildhall 

1. Representation of Properly Interested Parties. 

2. Witness schedule - see attached. 

· 3. Document Bundle 

4. Hospital Notes 

5. Drug Register 

6. Jury Pro- F onna 

7.Aob 

~Hampshire 
~ County Council lil Portsmouth 

~ CITY COUNCIL 



· · David C. Horsley LLB 
Her Majesqls Coroner 
for Portsmouth and 
South East Haln.pshire 

61
h January 2009 

i Hampshire 
County Council 

GOSPORT LIVE WITNESS LIST 

r-c~-d-;--A--1 
j ___ Shiiiiiiijiii-JOINES ___ j 

Alexander TUFFEY 
Anita TUBBRITT 

Charles Stuart FARTHING ____ " 

[_-_-_-_-_;~~~-~s~o~·-·-·-·:·-·-·-·-·-·-·i 
NeiiWILSON 
CarlJEWELL 

Victoria PACKMAN 
AnneREEVES 
Richard REID 

Pauline GREGORY 
ProfBLACK 

DrWILCOCK 
DrBARTON 

NMC100086-0149 

· Coroner's Office 
Room T20 
The Guildhall 
Guildhall Square 
Portsmouth 
POI2AJ 

Fax: 023 9268 8331 

M Portsmouth 
~ CITY COUNCIL 
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NMC File Note 

Subject: Gosport 

Date: 9.9.08 

Author: Clare Strickland 

Telephone call to HM Coroner, Portsmouth and South East Hampshire (02392 
688326). I explained that I was seeking information about the forthcoming GWMH 
inquest, and that I had been given the name Mr Bradley as a possible contact. The 
lady I spoke to said that Mr Bradley is dealing with the inquest. She said she would 
ask him to call me. 

Telephone call from Mr Bradley (01256 4 78119). He said that: 

• The inquest is scheduled to start in March 2009 and is to be listed for 6 
weeks. 

• Mr Bradley will conduct the inquest with a jury. 

• lt will be held at Portsmouth Combined Court Centre. 

• Mr Bradley has just prepared bundles and the witness list, which he is 
forwarding to the police. He will arrange for me to be sent a copy of the 
witness list by post as soon as possible. 

• The witness list has been prepared by deceased patient, so there will be 
some repetition of witnesses. 

• None of the nurses are represented at present. 

NMC100086-0150 

Mr Bradley was extremely friendly and helpful, and should be willing to help with any 
requests we have in the future. He has my contact details. 
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Page 1 of2 

Clare Strickland 

From: Ellson, Sarah r·-·-·-·-·-c·o(ie-·A-·-·-·-·-·-·-i 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Sent: OB June 2009 06:51 

To: Clare Strickland 

Subject: Re: Last day of Gosport Inquests/First day of GMC hearing 

Dear Clare 

My apologies in replying to this email. 

I do not know if you are planning to attend the GMC today or tomorrow - if not I am sure you will be able to 
read our opening to Or Barton's case in due course. 

The GMC have confirmed I should share the inquest transcripts with you. The delay was while I waited for the 
transcription fees which are still outstanding. The cost will have been several thousand pounds and as you 
may recall we were unable to co-ordinate this amongst the various interested parties. The GMC would be 
grateful if you made a contribution to the costs they have incurred. 

In the meantime - I can email the transcripts to you - I believe these will fill up your in box so we may want to 
co-ordinate when I do this - perhaps some time tomorrow when I am back in the office. 
Sarah Ellson 1 Partner 

for Field Fisher Waterhouse LLP 
dd: +44 (0)161 200 17731 m: +44 (0)7879 842535 

From: Clare Strickland 
To: Ellson, Sarah 
Sent: Thu May 07 09:19:06 2009 
Subject: RE: Last day of Gosport Inquests 

Thank you very much for this Sarah. 

We would like to have a copy of the full transcript, and we will be happy to reimburse your administrative 
costs. 

Regards 

_, Clare 

Clare Strickland 
Senior lawyer (hearings) 
.J!l_~D_Q~.~~.!~.9P..IJ~~m 
i CodeA i 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--~ 

From: Ellson, Sarah [mailto:Sarah.EIIson@ffw.com] 
Sent: 29 April 2009 17:39 
To: Clare Strlckland 
Subject: Last day of Gosport Inquests 

Dear Clare 

lt is not the easiest to read but here is the transcript of the last day of the Inquests which contains 
the verdicts. 

If you think you might like the whole transcript can you let me know - I may be asked to make a 

12/06/2009 
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small charge for this - the GMC would appreciate it if we could at least cover our administrative 
costs on this. 

Sarah Ellson 1 Partner 
for Field Fisher Waterhouse LLP 
dd: +44 (0)161 200 1773 I m: 1·-~-·--·~'-c;;d"e'A .... _.,_.,. .. ____ : 

1-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 
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E-mall jnfo@ffw.cqm Web W'MY.ffw.com CDE823 
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Clare Strickland 

From: 

Sent: 

Ellson, Sarah r-·-·-·-·-·c·o-de-·A-·-·-·-·-·1 
os June 2009 'oo:sr-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

To: Clare Strickland 

Subject: Re: Last day of Gosport Inquests/First day of GMC hearing 

Dear Clare 

My apologies in replying to this email. 

I do not know if you are planning to attend the GMC today or tomorrow - if not I am sure you will be able to 
read our opening to Or Barton's case in due course. 

The GMC have confirmed I should share the inquest transcripts with you. The delay was while 1 waited for the 
transcription fees which are still outstanding. The cost will have been several thousand pounds and as you 
may recall we were unable to co-ordinate this amongst the various interested parties. The GMC would be 
grateful if you made a contribution to the costs they have incurred. 

In the meantime - I can email the transcripts to you - I believe these will fill up your inbox so we may want to 
co-ordinate when I do this - perhaps some time tomorrow when I am back in the office. 
Sarah Ellson 1 Partner 

for Field Fisher Waterhouse LLP 
dd: +44 (0)161 200 1773 I m: +44·-·-·-·c·ode-·A·-·-·-·i 

From: Clare Strickland 
To: Ellson, Sarah 

i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

Sent: Thu May 07 09:19:06 2009 
Subject: RE: Last day of Gosport Inquests 

Thank you very much for this Sarah. 

We would like to have a copy of the full transcript, and we will be happy to reimburse your administrative 
costs. 

Regards 

Clare 

Clare Strickland 
Senior lawyer (hearings) 
In-house legal team 
r.~·-~--~--~--~--~~~~--~~=--~-~--~"j 

From: Ellson, Sarah [mallto:Sarah.f""..,._·-·-·-c~-d~e-.A-"·-·-·-·: 
Sent: 29 April 2009 17:39 '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

To: L~~~~~~~~~~~~-~~-~~~-~~~~~~~~~~J 
Subject: Last day of Gosport Inquests 

Dear Clare 

lt is not the easiest to read but here is the transcript of the last day of the Inquests which contains 
the verdicts. 

If you think you might like the whole transcript can you let me know - I may be asked to make a 

12/06/2009 



small charge for this -the GMC would appreciate it if we could at least cover our administrative 
costs on this. 

Sarah Ellson 1 Partner 
for Field Fisher Waterhouse LLP 
dd: +44 (0)161 200 1773 I m: +4r···-·-·-·-·co"Cie-·A··-·-·-·-·-·i 
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Clare Strickland 

From: 

Sent: 

To: 

e11son, sarah [Sarahr-·-·-C-ode-·A-·-·-·i 

28 April 2009 08:39 :_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Clare Strickland 

Cc: Cooper, Rachel 

Subject: RE: Gosport 

Many thanks for this Clare - I wait for a copy of McNicholas although Mary Timms and I have been 
highlighting in our recent induction training that as a result Committees are likely to be pressed 
harder on reasons even if it is just for adjourning for investigation. 

On Gosport although it is not officially in the public domain I can confirm the GMC hearing is due to 
start on 8 June and run for 10 weeks -this is intended to be sufficient time to deal with the case 
which will focus on 12 patients. 

We have arranged for a transcript of the whole inquest to be prepared this is coming through daily. 
I will check with the GMC but I am sure that they will have no difficulty with me passing this on to 
the NMC. We expedited the transcript of the final day although I am not sure if we have it yet- I 
will ask a colleague to follow up. 

If you need anything further for your case please let me know. You should know that Gill Hamblin 
who is a nurse is extremely ill (with a terminal condition). She was not well enough to attend the 
inquest and we are looking at whether to try and video interview her if she has a few better days as 
we do not expect her to be able to attend the GMC. 

Sarah Ellson I Partner 
for Field Fisher Waterhouse LLP 
dd: +44 (0)161 2oo 1773 li-·-·-·-·-·-·-·-·-·caCie·-A-·-·-·-·-·-·-·-·-1 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Consider the environment, think before you printl 

Field Fisher Waterhouse LLP 27th Floor City Tower Piccadl!!y Plaza Manchester M 1 4BD 
Tel+44 0161 200 1770 Fax+44 0161 200 1777 
E-malllnfo@ffw.com Web www.ffw.com CDE823 
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or take any action in reliance upon it. You should ensure this e-m ail and any attachments are virus free. E-m all is not a 100% virus-free or 
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From: Clare Strickland [~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~~~~-~~-~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~·.] 
Sent: Friday, April 24, 2009 9:39 AM 
To: Eltson, Sarah 
Subject: Gosport 

03/06/2009 



Dear Sarah 

I hope you are well. 

NMC100086-0156 

Page 2 of2 

Following the conclusion of the Gosport inquest last week, we are preparing to put our live complaints back to 
the PPC so that they can decide whether any should be closed or adjourned further pending the outcome of 
the GCM procedure/further investigation. We will be writing to all of the registrants involved to explain the 
position to them. 

lt would be very helpful if you could let me know if you have any idea of the GMC's current timescale for its 
final hearing. 

Also, do you have a copy of the narrative verdict of the inquest that you could let me have? Please don't worry 
if thars not possible, I will go direct to the coroner otherwise. 

If you would like any further information from the NMC please do not hesitate to ask. I will keep you informed 
of developments. 

Finally, on a different point, we are still waiting for the final judgement in the McNicholas case. As soon as we 
receive it I will forward it to you. 

' Regards 

, 

Clare 

Clare Strickland 
Senior lawyer (hearings) 
In-house legal team 

~---·-·c-oiie·-·A·-·-·1 
··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·.: 

First Floor 
Centrium 
61 Aldwych 
London 
WC2B4AE 

This emall and any files transmitted with it are confidential and Intended solely for the use of the Individual or enUty to whom they are addressed. 

Please do not act upon or disclose the contents If you have received it in error. 

Instead, please lnfonn the sender at the e-mall address above or notify the Nursing & Mk1wtrery Council at itsupport®nmc-uk.org 

The Nursing & Midwifery Coundlls a registered charity In England and wales with its registered offtee at 23 Portland Place, London W1 B 1 PZ and registered 
charity number 1091434. 

The Nu!$1ng & Mk1wifery Council is a registered charity In Scotland, charity number 5C03B3B2 

www.nmc-uk.org 
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Clare Strickland 

From: 

Sent: 

To: 

Subject: 

TRIM Dataset: 

Clare Strickland 

07 May 2009 09: 19 

'EIIson, Sarah' 

TRIM: RE: Last day of Gosport Inquests 

Tl 
TRIM Record Number: 368799 

TRIM Record URI: 383897 

Thank you very much for this Sarah. 

NMC100086-0157 

Page 1 of2 

We would like to have a copy of the full transcript, and we will be happy to reimburse your administrative 
costs. 

Regards 

' Clare 

Clare Strickland 
Senior lawyer (hearings) 
In-house legal team 
020 7462 5861 

From: Ellson, Sarah [mailto:sarahr·····co(ie-·A········: 
Sent: 29 April 2009 17:39 •....................................... J 

To: Clare Strickland 
Subject: Last day of Gosport Inquests 

Dear Clare 

lt is not the easiest to read but here is the transcript of the last day of the Inquests which contains 
the verdicts. 

If you think you might like the whole transcript can you let me know - I may be asked to make a 
small charge for this - the GMC would appreciate it if we could at least cover our administrative 
costs on this. 

Sarah Ellson 1 Partner 
for Field Fisher Waterhouse LLP 
dd: +44 (0)161 200 1773 1 m: +44 {0)7879 842 535 

Consider the environment, think before you print! 

Field Fisher Waterhouse LLP 27th Floor City Tower PK:cadllly Plaza Manchesler M1 490 
Tel+44 0161 200 1770 Fax+44 0161 200 1777 
E-mall if!lo@ffw c;om Web '/{'NW ffw~Q.Ill CDE823 

FFW does nol accept serv1ce of documents bye-mail for Court or other purposes unless expressly agreed in writing beforehand. For 
service to be effective, the sender must receive an express acknowledgement of receipt from the person intended to be served. 

This e-mafl may contain pnvlleged and confidential information. If you rece1ve 1t in error please tell the sender and do not copy, distribule 
or take any actiOn •n reliance upon tt. You should ensure this e-ma1l and any attachments are virus free E-mail is not a 100% virus-free or 
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secure medium 1t is your responsibility to ensure that v1ruses do not adversely affect your system and that your messages to us meet 
your own security requirements. We reserve the right to read any e-mait or attachment entering or leaving our systems without notice. 

Field Fisher Walerhouse LLP is a limited liability partnership registered in England and Wales (registered number OC318472) and is 
regulated by the Solicitors RegulatiOn Authority. A list of its members and the1r professional qualifications is available at its registered 
office. 35 Vme Street, London, EC3N 2AA. 
We use the term partner to refer to a member of Fteld Fisher Waterhouse LLP. or an employee or consultant with equivalent standing and 

qualifications, 
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Clare Strickland 

From: Clare Strickland 

Sent: 24 April 2009 09:39 
··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

To: i Code A i 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

Subject: TRIM: Gosport 

TRIM Dataset: TL 

TRIM Record Number: 360140 

TRIM Record URI: 375079 

Dear Sarah 

I hope you are well. 

NMC100086-0159 

Page I of I 

Following the conclusion of the Gosport inquest last week, we are preparing to put our live complaints back to 
the PPC so that they can decide whether any should be closed or adjourned further pending the outcome of · . 
the GCM procedure/further investigation. We will be writing to all of the registrants involved to explain the 
position to them. 

lt would be very helpful if you could let me know if you have any idea of the GMC's current timescale for its 
final hearing. 

Also, do you have a copy of the narrative verdict of the inquest that you could let me have? Please don't worry 
if that's not possible, I will go direct to the coroner otherwise. 

If you would like any further information from the NMC please do not hesitate to ask. I will keep you informed 
of developments. 

Finally, on a different point, we are still waiting for the final judgement in the McNicholas case. As soon as we 
receive it I will forward it to you. 

Regards 

Clare 

Clare Strickland 
Senior lawyer (hearings) 
In-house legal team 

[:~:~:~~~~:~~:~] 
First Floor 
Centrium 
61 Aldwych 
London 
WC2B4AE 

24/04/2009 



NMC File Note 

Subject: Gosport 

Date: 17.2.09 

Author: Clare Strickland 

Telephone call from Sarah Ellson, FFW r-·-·-·-·-co-de·A-·-·-·-·-·]1 confirmed that the 
coroner has kept us fully informed abouf"w"fiafiiil1ap.penlng with the inquest. 

NMC1 00086-0160 

The GMC is sending a paralegal to day 1 of the inquest, but they are not proposing to 
stay beyond that. They will be happy to answer any questions we have arising from 
day 1. 

The GMC has written to the coroner enquiring about transcripts - they do not yet 
know who will have to bear the costs. I did not make any offer to share costs at this 
stage, but it may be something we will consider in due course. 

The BBC and AvMA will be attending the inquest, so there will be publicity. Also, 
more material is being put into the public domain, so there may be further questions. 

I thanked her for keeping me informed. 



NMC File Note 

Subject: Gosport 

Date: 9.9.08 

Author: Clare Strickland 

Telephone call to Juliet St Bemard at the GMC. 

She was away for the coroner's pre-meeting and so does not know what happened 
at it. The coroner contact is Mr A M Bradley, Assistant Deputy Coroner, Guildhall, 
Portsmouth. 

The case against Dr Barton is under the old rules. She does not know if criminal or 
civil standard will apply. 

She confirmed that the case against Dr Barton was initiated by five complaints from 
patient relatives. In addition to these, they will be looking at the 10 cases in police 
category 3 (only two of which overlap with the relative complaint cases). 

I asked if she was aware of any cases whe~e the GMC's decision to proceed under 
old or new rules had been challenged - she was not. 

NMC100086-0161 

I explained that we have to deal with these issues because we may have to consider 
more than one registrant. 
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Private & Confidential 
Sarah Ellson 
Field Fisher Waterhouse LLP 
Portland Tower 
Portland Street 
Manchester M1 3LF 

Dear Sarah 

Gosport War Memorial Hospital 

............. ...._ . ._ ..... _•-·-·-·-·-·-·--·-·-·-·-·-·-·-·-·-·-·-·-·L·-·-·~ 
; ' 

! CodeA ! 
i i 
i ................ ...- .............. - ................. - .... .....,..._ ....... - .............. -..-~-·-·-·-·-·-! 

clare.stricklan&~:~:~:~:~~~~~t\:~:~:~:J 

4 July 2008 

Thank you for your letter dared 26 June 2008. We are grateful for the information 
regarding the listing of the GMC hearing and the coroner's inquest. 

As you may know, I an Todd has recently taken up his position as the NMC's director 
of fitness to practice. There will be an internal NMC meeting on 5 August 2008 to 
discuss this case with him. We will keep you informed of any relevant developments. 

Yours sincerely 
r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·..1'!11·-·-·-·-·-·-·-·-·-·• 

I Code AI 
' ' i i 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Clare Strickland 
Senior lawver (Hearings) 

www.nmc-uk.org 
T 020 7637 7181 F 020 7436 2924 
23 Portland Place London W1B 1PZ Registered cherityin England S Weles(1091434)and in Scotland(SCD3B362) 
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NMC File Note 

Subject: Gosport 

Date: 25.6.08 

Author: Clare Strickland 

Telephone call from Sarah Ellson, FFW, on behalf of the GMC. They are writing to 
interested parties to confirm that, in light of the coroner's decision to hold inquests, 
the GMC will be postponing its proposed proceedings against Dr Barton (probably 
until early 2009). The coroner is holding a pre-inquiry meeting on 14.8.08. 

SE also mentioned that, when reviewing the CHI material, she saw that CHI had 
publicly noted that the NMC was looking at prescribing issues . 

NMC1 00086-0163 
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~~ Field Fisher Waterhouse Received by lem~r Tn~m 
2 7 JUN 2008 

Strictly Private & Confidential 

Ms Clare Strickland 
Nursing & Midwifery Council 
23 Portland Place 
London 
WlB lPZ 

26 June 2008 

Dear Clare 

General Medical Council - Or Jane Barton 

Our ref: SLEIGMU00492-15579/7750395 v1 
Your ref: 

Sarah Ellson 
Partner 
0161 238 4945 
07879 842535 

(Direct Dial) 

r·-·-·-·-·-·-c~ii~-A·-·-·-·-·-·-·) 

'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-= 

I write further to our meeting with you and r-·-·-·-·-·-·-·-c-ocie·-A·-·-·-·-·-·-·-·-~eter Swain and Juliet StBernard 
(GMC) on 16 May 2008. '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-_; 

Listing of GMC hearing 

When we met we discussed the then recent announcement by the Po~mouth and South East 

Hampshire Coroner of his intention to open Inquests into the deaths of ten people who died at 

Gosport War Memorial Hospital. 

After careful consideration the GMC has now decided to postpone the Fitness to Practise Panel 

Hearing regarding Dr Jane Barton until the inquests have been held. Eight of these patients were 

amongst those due to be considered at the Fitness to Practise Panel Hearing which had been 

provisionally listed to commence on 8 September 2008. The GMC has taken legal advice and has 

decided that on balance, it is preferable to await the outcome of the inquests. The inquests could give 

rise to further fitness to practise allegations or could lead to the GMC revising the charge that it 

proposed to bring and so could be highly relevant to the GMC proceedings. Giving the inquest 

primacy over GMC proceedings will also allow Dr Barton to deal with that inquiry and her evidence 

for that process, ahead of her having to finalise her response to the Fitness to Practise Panel. 

As I indicated when we spoke on the telephone this week the Coroner has indicated that there will be 

a pre-hearing meeting to discuss the listing of the inquests and other matters. We have been advised 

that the date will be Thursday 14 August 2008 and I am currently clarifying with the General Medical 

Council who will attend on their behalf. 

Raid FisherWaterhouse LLP Portland Tower Portland Street Manchester M1 3LF 
Tel +44 (0)161 2384900 FaK +44 (0)161 237 5357 
E-mall info@ffw.com Web www.lfw.com 
~Id FlsherWotltfhou .. llP Is a limited llabllltr pattneu.hlp regi&te<ed In England andWalas (regi&te<ed 1111111ber 0018412) anclll reg~llted by the Solicitors Regulation Authority. 
A list olltl members and the if pn>fesslonalquoliiM;alions Is available at Its registe<ed ollico, :J5Vine Strl*l, London ECJN 2AA. 
W. ~•• the te<m portMrto roltr to a member of Flald FlaherWatorhause LLP, or on employe• ..- conSilltont with equlvalont stonding end qualillcatlonL 
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NMC1 00086-0165 

The GMC Fitness to Practise Panel Hearing will be relisted once we have further information from 
the Coroner about the proposed date of the inquests. 

Review of evidence and information in the public domain 

I understand you are familiar with the Commission for Health Improvement ("CHI") Investigation 
Report (published in July 2002). When reviewing it very recently I noted that the cm said in 2002 

that the NMC were considering any issues of professional misconduct in relation to any of the nurses 
referred to in police documentation. CHI also highlighted, as you identified at our meeting, the 

requirement that nurses act in the best interests of their patient at all time, including challenging the 

prescribing of other clinical staff, if appropriate. 

NMC and GMC investigations and disclosure 

Whilst the Notice of Hearing has yet to be finalised we have advised Dr Barton's solicitors that the 

GMC charge is likely to include reference to the prescribing to 12 patients. 

When we met to discuss the GMC and NMC investigations you indicated that the NMC currently 
have a number of complaints based on correspondence from families and relating to five nurses. 

However your indication was that those written complaints were unlikely to result in onward 

referrals. You also indicated those nurses referred to have not be informed that there has been a 
"complaint" about them to the NMC. 

In relation to the review of conduct which might arise from the police investigation, we understand 
that at present the NMC intend to await the outcome of the GMC's proceedings which, it is 

anticipated, will result in a finding as to whether the prescribing by Dr Jane Barton was inappropriate 
and/or not in the best interests of her patients. Again no individual nurses have been notified by the 

NMC that their conduct could fall to be considered as a result of the police documentation. 

We have discussed the situation with our barrister. To date most, if not all, of the nurse witnesses 

whom we have approached have had support from their union or RCN representative. We have, 
throughout, indicated that any concerns about professional conduct by nurses would be matters to be 

dealt with by the NMC. 

We have been advised that, prior to any nurse being called to give evidence, we should remind them 

in writing oftheir right to seek legal advice (and our power to summons them to give evidence). We 
are of course concerned about issues of self-incrimination' by witnesses who have not been fully 

informed of the potential for their conduct to be scrutinised by their own regulator. 

We would also invite the NMC to confirm to us any decisions to refer or close complaints against 

particular nurses. We would like to be able to then disclose this information to Or Barton's legal 
advisers. We should also like ~o be able to be open with our witnesses if we are aware of any 
confirmed NMC proceedings and it would be helpful to discuss disclosure to any nurse witnesses in 

due course. 

7750395v1 2 
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In the meantime in our discussions with families it is possible that we will be advised of complaints 

made against nurses (indeed when we spoke I indicated some families had repeated their concerns 

about the nursing 'staff to us directly). We will have to comply with our disclosure obligations by 

letting Dr Barton's lawyers know about family complaints about nursing staff where this is relevant. 

Our barrister has suggested that we ought to explicitly ask families to confirm whether they have 

complained about any other medical or nursing staff and that we should obtain copies of any letters of 

complaint. Such documents would be subject to disclosure. 

All of the above matters are now somewhat secondary given that the GMC now intends that the . 

inquests should have primacy over their own investigation for the time-being. We anticipate that 

many ofthe nursing and medical staff will give evidence at the Inquest which may be relevant to the 

regulatory proceedings. 

If you have any questions in relation to this matter you should feel free to contact either Juliet 

StBemard at the GMC or me directly if appropriate. 

Yours sincerely 

l·-co-cfe·-·~6J 
! i sarail.e"iiso-n·-·-·-·-·' 

for Field Fisher Waterhouse LLP 

n50395V1 3 
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Clare Strickland 

From: JOHANNAH CUTIS r·-·-·-·-·-·-·-·-·-·-·C-ocie--A·-·-·-·-·-·-·-·-·-·-·1 
! i 

Sent: 09 February 2009 22:-39-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

To: Clare Strickland 

Subject: RE: FW: TRIM: RE: TRIM: RE: Gosport War Memorial Hospital 

Attachments: NMC-GWMH Opinion 9.2.09.doc; NMC GWMH. Guidance Note 9.2.09.doc 

Dear Clare, 

Please find enclosed my opinion and guidance note in this case. I am sorry that it has taken a while 
but I confess it took me longer than I first thought it would. Please let me know if this is what you 
are looking for. If you want me to add or expand on anything please let me know. I will send hard 
copy soon. I am involved in a case in Crotdon at the moment so will do that asap. 

You will see from my advice that although I think the PPC could consider an abuse argument I think 
they would have to be very careful before they did so. I don't see them having enough info to make 
the decision. If they don't find this is the exceptional clear cut case in which they form the view that 
no fair trial can be held that is an end to it. I don't think it would be right for them to then 2nd guess 
what the outcome of any such application would be should it be argued before the Conduct 
Committee and use that speculation as a means by which to refuse to refer the case. 

I am interested by the argument concerning the change in the standard of proof. I take it there is no 
way the NMC can agree that the criminal standard should apply in these cases? If that could happen 
that significantly lessens the chance of a successful application. 

Good luck with it all and please let me know what happens. 

I hope all is well with you. Let me know if you are around for a drink or heading to or through 
Somerset soon. 

Jo 

--- On Thu 5/2/09 Clare Strickland ;-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·c-c;·ae·A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·l ' ' . '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

From: Clare Strickland r::;,~~~~~;;,-~~~~~~~~f~;.;~~=~~~~;~~,:;::~~~~J 
Subject: RE: FW: TRIM: RE: TRIM: RE: Gosport War Memorial Hospital 
To: "JOHANNAH CUTIS" ~~~==~==~-:..~~~!!-_~~-:_~::~~~~~~~~~-:_-:_~~-:_~~~~~J 
Date: Thursday, 5 February, 2009,2:55 PM 

DearJo 

Sorry not to reply sooner. 

The earlier you can get it done, the better, as far as we're concerned. 

Many thanks 

Clare 

Clare Strickland 
Senior lawyer (hearings) 
In-house legal team i. -·-·-·-co-de--A·-·-·-·-·i 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-! 

24/02/2009 



From: JOHANNAH CUTIS f"-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-c-o.cfe--A-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 
Sent: 28 January 2009 19 :'35-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

To: Clare Strickland 
Subject: Re: FW: TRIM: RE: TRIM: RE: Gosport War Memorial Hospital 

Hi Clare, 

A belated happy new year. 

NMC1 00086-0169 
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I am sorry not to have done this before now. It has also been a busy time for me. I am in a 
trial at Croydon at the moment but have your papers with me. I hope to look at this to refresh 
my memory over the weekend and will try to get advice out by following weekend. Will this 
work for you? 

Am on my mobile if you would like to chat. 

Regards 

Jo 

---On Tue, 27/1/09, Clare Strickland ~-·-·-·-·-·-·-·-·-·-·-·-·-·-·-Co-de--A·-·-·-·-·-·-·-·-·-·-·-·-·-·-lvrote: 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

From: Clare Strickland <f~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~-~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~J 
Subject: FW: TRIM: RE: TRIM: RE: Gosport War Memorial Hospital 
To: "J 0 HANN AH CUTIS" 4···-·--·-·-·-·-·-·-·-·-·-·-·-co.cfe-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·: 
Date: Tuesday, 27 January, 2bu9;·-nr.zrAM-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·; 

Hello Jo, hope you are well, and that you are enjoying the new year. 

I'm sorry not to have been in touch for so long, but it's been a busy time. 

I have received information from the coroner that the inquest into the Gosport 
Hospital deaths will start on 18 March 2009. Accordingly, we need to press on with our 
proceedings as soon as possible, so please can you let us have your advice as soon as 
possible? 

Regards 

Clare 

Clare Strickland 
Senior lawyer (hearings) 
In-house legal team 
020 7462 5861 

From: Clare Strickland 
Sent: 17 November 2008 09:02 
To: 'JOHANNAH CUTIS' 
Subject: RE: TRIM: RE: Gosport War Memorial Hospital 

That will be fine - thanks. 

24/02/2009 



Enjoy your busy time! 

Clare 

Clare Strickland 
Senior lawyer (hearings) 
In-house legal team 

r·-·-·-·-·cocfe .. A-·-·-·-·-·: 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·---·~ 

From: JOHANNAH ClJTTS [mailtd··-·-·-·-·-·-·-·-·-·-·-·-·c()"(ie-·A·-·-·-·-·-·-·-·-·-·-·-·-·j 
Sent: 14 November 2008 13:28 '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·" 

To: Clare Strickland 
Subject: RE: TRIM: RE: Gosport War Memorial Hospital 

Hi Clare, 

I have received the additional papers today although not looked at them yet. I will do 
my best to get the advice to you asap but am afraid that after a period of calm next 
week heralds the beginning of the storm. I am at a JSB seminar tomorrow, lecturing 
at a JSB seminar in Warwick on Monday morning and then starting a serious child 
abuse trial (defending) at Maidstone on Monday afternoon. That is set down for 3 
weeks. I think the best I can say is that you will have the advice by the beginning of 
December. Is that ok? If you need it before I will make every effort to get it to you. 

Hope all well 

Jo 

--- on Thu, 13/11/0s, Clare strickland ~--·-·-·-·-·-·-·-·-·-·-·-·-·-c-o.cfe·-·A··-·-·-·-·-·-·-·-·-·-·-·-·-~ 
wrote: L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

From: Clare Strickland ~-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-co(fe-·A··-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-....·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Subject: RE: TRIM: RE: Gosport War Memorial Hospital 
To: 11 J 0 HANN AH CUTIS" f"~--~---·-·-·-·-···-·-·-·-·-·-CcideA·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 
Date: Thursday, 13 Novembe~~-·2a-o·s~-TE5cfA:rvr·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

HiJo 

I have finally managed to get everything finished and so have sent your further 
instructions to chambers. Please let me know if you have any questions arising 
from them, or if there is anything you want to discuss. We don't have a fixed 
timescale at this end. My best estimate is that we will have a PPC meeting 
scheduled early in the new year. lt would be really helpful if you could let me have a 
time estimate for completion of your work. 

All the best. 

Clare 

Clare Strickland 
Senior lawyer (hearings) 
In-house legal team 

24/02/2009 
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From: Clare Strickland 
Sent: 10 October 2008 13:01 
To: 'JOHANNAH ClJTTS' 
Subject: TRIM: RE: Gosport War Memorial Hospital 

Hi Jo -sorry for not getting back to you sooner. I got all the extra information we 
need. We've agreed here that we will try to go back to a PPC for possible closure 
as soon as possible. Before that, I need to adapt my memo into a summary report 
for the PPC, and prepare the bundles. I have been booked solid with hearings, so 
haven't been able to do that at the moment, but am aiming to get it done by the end 
of the month. Once I have the report, I will pass it to you so that you know exactly 
what information the PPC will be given, and at that stage, you can prepare your 
advice. Sorry if the timetabling is not great now that your other case has moved, but 
I don't think it'll take too much of your time once you do get started. 

I'll be in touch again asap. 

Take care, and enjoy yourself! 

Clare 

Clare Strickland 
Senior lawyer (hearings) 
In-house legal team 

L~:~:~:~:~:~:~:~:~~~~:~4:~:~:~:~:~:~:~:~:J 

From: JOHANNAH CUTTS [mailto~ ·-·-·-·-·-·-·-·-·c·ode·A-·-·-·-·-·-·-·-·-·-·-·-! 
Sent: 10 October 2008 11:04 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

To: Clare.StricklandC·-·-·co.Cie·A·-·-·-·-
subject: Gosport War-MemorlaTRospital 

Hi Clare, 

I hope all is well with you. 

I have been thinking about our case. I have had a case moved into November 
and have some time to concentrate upon it. I know you were going to obtain 
some information before I put together the advice and just wondered how 
that was coming along. No worries if it is not yet all to hand. I suppose I 
could use these sunny days to walk the dogs and have a pub lunch - such 
hardship!! 

No seriously if we are ready I could get the advice to you by the end of next 
week. I am working from home and my mobile usefully doesn't work here 
so if you need to contact me do call on ;-~--··'"cod";;~--·-·; 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-} 

[_~-~~-~---~] 

This emall and any files transmitted wilh it are confidential and Intended solely for lhe use of the Individual or en lily to 

whom they are addressed. 
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IN THE MATTER OF: 

Introduction 

NURSING AND MIDWIFERY COUNCIL ("NMC") 

GOSPORT WAR MEMORIAL HOSPITAL 

OPINION 

1. A number of complaints have been made to the NMC regarding the clinical practice of 
nurses at the Gosport War Memorial Hospital in the late 1990s. This hospital is a 113 bed 
community hospital. Elderly patients were generally admitted to it through referrals from 
local hospitals or general practitioners for palliative, rehabilitative or respite care. In all 
cases where complaints have been made the patients cared for at the hospital have sadly 
died. To avoid repetition I have not set out the alleged facts of those complaints here. I have 
relied on the summary of events succinctly set out in the report from the in~ house legal team 
dated 14th November 2008. 

· 2. Allegations were made in 2002 against a number of named nurses by the relatives of 5 
patients. In September 2002 the Preliminary Proceedings Committee (PPC) considered 
complaints of the care of 3 of those named patients (Wilkie, Devine and Page). The cases 
were adjourned pending the outcome of the police investigation into these and the deaths of 
many other patients at the hospital. The allegations concerning the 2 remaining patients 
(Middleton and Carby) do not yet appear to have been considered by the PPC. 

3. The police investigation examined the circumstances of90 patient deaths. The care of each 
was considered by a number of experts. Their conclusions had then to be considered by the 
Crown Prosecution Service. During the course of the police investigation the experts were 
instructed to categorise their view of the treatment afforded to the patients in question. If the 
experts considered the treatment acceptable cases were put into category 1. Category 2 cases 
were those where the treatment was said to be sub~optimal but which did not present 
evidence of criminal activity. Category 3 cases were considered to warrant further 
investigation with a view to considering whether criminality was involved. The scale of the 
criminal investigation meant that it took some considerable time. In December 2006 the 
police announced the outcome of their final investigations into the category 3 cases. The 
Crown Prosecution Service had decided that no criminal charges should be brought. 

4. In cases where relatives had made complaints to the police all but one (Devine) fell into 
category 2. In October 2004 the police had agreed to provide the NMC with all of the 
evidence gathered in category 2 cases. There were considerably more of these than the 4 
patients already the subject of complaint to the NMC. In 2004-2006 the police sent files 
relating to all 80 cases in category 2. These have been reviewed with the exception of the 
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medical records as the lawyer concerned did not have the requisite medical expertise to be 
able to properly assess those. 

5. The exercise conducted by the experts instructed by the police resulted in 10 cases placed in 
category 3. These are currently subject to a coroner's inquest. I understand that this is set 
down for March 2009. One of the cases (Devine) is also the subject of a complaint to the 
NMC. It is expected that nurses will give evidence at the inquest although the NMC has not 
yet had sight of a witness list. None of the nurses are represented. I do not know if this is 
because they are not considered "interested parties" entitled to take part in the questioning of 
witnesses at the inquest. 

6. In addition some of the allegations also involve complaints against Dr Jane Barton who in 
1988 took up a part time position at the hospital as Clinical Assistant in Elderly Medicine. I 
understand that the allegations are of serious professional misconduct based on inappropriate 
prescribing. These have been referred to the General Medical Council ("GMC') for their 
consideration. The GMC enquiry will focus on 12 patients. In 3 of those cases (Page, Wilkie 
and Devine) relatives of the patients concerned have also made complaints to the NMC. The 
GMC intends to call a number of nurse witnesses at their hearing into Dr Barton's conduct, 
including most of the nurses who have been named in complaints to the NMC. The GMC 
have decided to postpone their hearing until the conclusion of the inquest. 8 of the cases to 
be considered at the inquest form part of the evidence in the misconduct case. The GMC is 
of the view that the inquests could give rise to further fitness to practise allegations or lead 

Advice 

to the GMC revising the charge it proposed to bring. Postponing the GMC misconduct 
hearing would also allow Or Barton to concentrate on the preparing for the inquest. 

I am asked to advise on a number of questions arising from this complex inquiry: 

1. Whether any issues of misconduct arising from police files concerning patient deaths where 
the NMC has not received a complaint about named nurses should be dealt with under the 
old or new rules? 

2. The prospects of establishing misconduct likely to lead to removal in any case against any 
registrant against whom the NMC has already received an allegation (to include 
consideration of successfully rebutting any abuse of process argument)? 

3. In any other case, the prospect of establishing misconduct likely to lead to removaVa case to 
answer in respect of impairment of fitness to practise by reason of misconduct (test to be 
applied to depend on whether the case is to be dealt with under the old or new rules). 

4. The management of the existing allegations in light of the forthcoming inquest and GMC 
proceedings thereafter. 

5. Whether, as the existing complaints are likely to be referred to the PPC, a legal assessor 
should be instructed by the NMC to assist the panel. 

6. To advise whether, in considering whether to refer the case, the PPC are entitled to consider 
a potential abuse of process argument based on delay. 

7. To draft a guidance note to assist the PPC in the steps that need to be taken in reaching the 
decision whether to refer any case. 

2 
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Old or new rules. 

1. The Statutory framework 

This question arises as the rules which govern the procedure for allegations made to the 
NMC about the fitness to practise of any registrant changed in 2004. 

a. The old rules 

1. Prior to 1st August 2004 the NMC' s fitness to practise procedures were 
governed by the Nurses, Midwives and Health Visitors Act 1997 and the 
Nurses, Midwives and Health Visitors (Professional Conduct) Rules 1993 
Approval Order 1993 (SI 1993 :893). These are together known as "the old 
rules." 

u. These governed the test to be applied by the PPC when determining whether 
any allegation should be referred to the Conduct Committee. Rule 9(3)(a) 
states: 

(3) Where a Notice of Proceedings has been sent to a practitioner the Preliminary 
Proceedings Committee shall consider any written response by the practitioner and, subject 
to any determination under Rule 8(3), sha/1-

(a) reftr to the Conduct Commitlee a case which it considers justifies a hearing 
before the Conduct Committee with a view to removal from the register,· 

iii. This test means that in looking at any allegation received by the NMC prior 
to 151 August 2004 the PPC must consider whether there is a real prospect of 
the factual element of the allegation being established and if so whether there 
is a real prospect that the Conduct Committee might decide to remove the 
registrant's name from the register as a result. 

b. The new rules 

1. The procedures for allegations received by the NMC on or after 151 August 
2004 are governed by the Nursing and Midwifery Order 2001 (SI 2002:253) 
and the Nursing and Midwifery Council (Fitness to Practise) Rules Order of 
Council 2004 (SI 2004:1761). These are known together as "the new rules." 

ii. The test to be applied by the Investigating Committee in determining whether 
to refer an allegation to the Conduct and Competence Committee under these 
rules is a different one. Rule 26(2)(d)(i) states: 

(2) Where an allegation is referred to the Investigating Committee, il shall-

(d) consider in the light of the information which it has been able to obtain 
and any representations or other observations made to it under sub

paragraph (a) or (b), whether in its opinion-

(i) in respect of an allegation of the kind mentioned in article 22(/)(a), 
there is a case to answer. 

3 
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iii. Article 22(1)(a) concerns allegations made against any registrant that his 
fitness to practise is impaired by reason of misconduct. The test set out in the 
new rules means that in looking at any allegation of misconduct received by 
the NMC on or after the 1st August 2004 the Investigating Committee must 
consider whether there is a case to answer in respect of impairment of fitness 
to practise by reason of misconduct. 

c. The transitional provisions 

1. The Nursing and Midwifery Order 2001 (Transitional Provisions) Order of 
Council2004 (SI 2004:1762) covers the transition from the old rules to the 
new rules. Section 2 of this Order states: 

"Subject to the following provisions of this Order, where an allegation of 
misconduct has been received by the Council before 1$1 August 2004, the Council 
shall deal with allegation in accordance with Section 10 of the Act and the 
Conduct Rules as if they remained in force." 

ii. Section 16 of Schedule 2 of the Nursing and Midwifery Order 2001 also 
states that where disciplinary proceedings are pending or have begun but have 
not been communicated the matter shall be disposed of as if the 1997 Act 
remained in force. 

d. It is plain therefore that the rules which are to govern the procedure for any 
allegation and the test to be applied by the ?PC/Investigating Committee depend on 
when the allegation was received by the NMC or when it can be argued that 
disciplinary proceedings have commenced. 

2. The rules to be applied in this case. 

a. Whether the proceedings should be governed by the old or new rules is not a difficult 
question when looking at the complaints already made to the PPC in 2002. These 
were plainly made before the rules changed and so fall to be dealt with under the old 
rules. Similarly the two complaints made in 2002 but not yet considered by the PPC 
(concerning patients Middleton and Carby) are governed by these rules. 

b. There were a large number of additional cases referred to the NMC by the police 
piece meal in 2004-2006 (their category 2 cases). These have been reviewed by Miss 
Strickland and I have seen a schedule prepared by her giving some basic information 
in relation to each case. I have not seen the evidence myself. I note that some of the 
named nurses in allegations already before the NMC are also named in these further 
cases. No actual complaints have been made to the NMC regarding the named 
nurses' care of these patients and I know not whether they are to form the basis of 
any allegation to the NMC. Should the PPC not close the current cases against these 
nurses and this occur it is arguable that these other allegations be dealt with under the 
new rules as they came to the attention of the NMC after 1st August 2004. I am 
however of the view that, given these nurses are already the subject of allegations 
before the NMC in the same time period, these should be dealt with under the old 
rules. The same should apply to any new allegations against those nurses which may 
arise from the inquest or GMC proceedings. 

c. There is a final category to be considered. The schedule prepared by Miss Strickland 
contains cases involving alleged sub-optimal care of certain patients by nurses other 
than those currently the subject of allegations before the NMC. It is also possible that 

4 
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the inquest and/or GMC proceedings could reveal fresh allegations against new 
nurses. If allegations were to be made to the NMC from either of these sources it 
seems to me that there is no reason why they could not be dealt with under the new 
rules. Parliament made its intention clear in the transitional provisions. These cases 
came to the attention of the NMC after 1st August 2004 and as such should be dealt 
with under the new rules. 

The prospects of establishing misconduct likely to lead to removal in any case against any 
registrant against whom the NMC has already received an allegation (to include consideration 
of successfuUy rebutting any abuse of process argument) 

1. I have not been asked to review the large volume of paperwork in this case. In answering the 
first question therefore I rely solely on the summary of the evidence prepared by Miss 
Strickland. 

2. I have considered the conclusions of Miss Strickland in her report of 14th November 2008. I 
cannot fault her reasoning on the information that I have that there is insufficient evidence to 
proceed with any allegation of misconduct in the cases of Page, Carby and Middleton. 

3. The situation is somewhat different in the cases ofWilkie and Devine. In each case there are 
a number of allegations made against named nurses relating to the care of the patient 
concerned. Miss Strickland has summarised these in her report. I cannot fault her reasoning 
in coming to the conclusion that there is insufficient evidence to proceed with any allegation 
relating to general care of these patients and communication between nursing staff and 
relatives. There are, however, concerns about the prescribing of drugs given to these 2 
patients. Both these cases form part of the misconduct allegations against Dr Barton to be 
heard by the GMC. The case ofDevine is to be considered at the inquest. 

a. The allegations concerning Mrs Wilkie 

i. It is plain from the Code of Professional Conduct in force at the time that 
each registered nurse had a duty to 

• Safeguard and promote the interests of individual patients; 

• Ensure that no act or omission on their part was detrimental to the 
interests, condition or safety of patients; 

• Report to an appropriate person or authority any circumstances in 
which safe and appropriate care for patients could not be provided. 

ii. This clearly included a duty to report poor prescribing on the part of the 
doctor concerned. If poor prescribing is proved and the nurse who 
administered the drug can be identified then in my view there would be 
sufficient evidence to proceed with an allegation of misconduct against the 
nurse concerned. 

iii. I note the evidential difficulties involved in proving such a charge so long 
after the event. However the issue of the prescription of these drugs is to be 
looked into by the GMC who must have come to the conclusion that there is 
sufficient evidence to prove their case. Of course the evidential issues are not 
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precisely the same and it is necessary to identify the nurse/s concerned. If that 
can be done then subject to any successful abuse of process argument an 
allegation of misconduct could be pursued. 

tv. It is for the PPC to decide whether to pursue this allegation at this stage. The 
panel may take the view that given the passage of time a single allegation of 
failure to challenge or report inappropriate prescribing would be insufficient 
to lead to removal of the registrant concerned. If that is the panel's view it 
could deal with the case at this stage. If the panel were to take the opposite 
view and consider this could be sufficient to lead to removal then a prudent 
course would, in my view, be to wait for the outcome of the GMC 
proceedings. If inappropriate prescribing cannot be proved against the doctor 
there then there is clearly no prospect of any case against a nurse being 
proved at the NMC. This will result in further delay but I do not agree that 
the likely further delay will have a significant impact on the ability to prove 
misconduct likely to lead to removal. There has already been, for 
understandable reasons, significant delay in this case. A few further months 
will not substantially alter the position. 

v. The remaining possible allegation is that of the falsification of records against 
Philip Beed. This, if true, is a serious matter. I agree with the concerns as to 
the ability to prove to the required standard the detail of exactly what was 
said in a conversation 10 years ago. It was also a time when Mrs Jackson was 
under considerable stress. I agree that the prospects of proving that the 
conversation alleged by Mrs Jackson at this point in time are slim. 

b. The allegations concerning Mrs Devine 

i. Much of what I have said in relation to Mrs Wilkie applies equally to the case 
ofMrs Devine. This is plainly a serious matter, and part of the subject of both 
the inquest and the GMC hearing. If the nurses can be identified it is for the 
PPC to decide whether the failure to challenge or report inappropriate 
prescribing could be sufficient to lead to removal of the nurse concerned. If 
that is their view they could deal with the case at this stage. If they are of the 
view that it could then again in my view it would be prudent to wait until the 
conclusion of the inquest and GMC hearing before deciding whether to refer 
the nurses concerned to the Conduct Committee. 

4. Abuse of process 

a. There has been a considerable delay between 2002 when these complaints were 
made and the likely date of any hearing should any individual case be referred to the 
Conduct Committee. It is likely that this will form the part of an abuse of process 
hearing by the defence, that is an argument mounted by them that by reason of the 
delay the nurses concerned can no longer have a fair hearing. 

b. Putting aside the fact that the standard of proof to be applied by the Conduct 
Committee has changed from the criminal to the civil standard (see paragraphs (h) 
and (i) below), I have seen no evidence that would lead me to the conclusion that it is 
likely to succeed. There is a considerable volume of case law confirming that the 
staying of proceedings because of delay should only occur in exceptional 
circumstances. Even when the delay is unjustifiable, a permanent stay should be the 
exception rather than the rule. [SeeR vS (SP) [2006)2 Cr.App.R 341]. 
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c. A deliberate delay is likely to be held an abuse of process. [See R v Brcntford 
Justices ex parte Wong [1981] QB 445]. That is far from the present case when in 
my view the NMC is not responsible for the delay and cannot be criticised for the 
course so far adopted. The reason that no decision has yet been made as to whether 
to initiate proceedings against the registrants has been based on the volume of 
material to be reviewed, the time at which such material was received and the 
outcome of other investigations, including the police investigation, the inquests and 
the GMC hearing. Indeed the GMC, which has decided to pursue allegations against 
Dr Barton dating from the same time period, has decided to postpone their hearing 
until after the inquests. Certainly it cannot be suggested that there has been any 
deliberate delay in bringing about proceedings given the lengthy and detailed 
investigations that have had to take place and the scale of the investigations 
undertaken. The Court of Appeal has held that there should be no stay where the 
delay has been caused by the complexity of the case. [A.G's Ref (No. I of 1990) 
[1992] QB 630] 

d. Where delay has amounted to an abuse of process it has been held that two key 
elements would need to be present: 

1. The delay must cause prejudice to the accused; and 

ii. The delay must be unjustified [R v Derby Crown Court ex parte Brooks 
(1985) 80 Cr.App.R. 164] 

That prejudice must be genuine and must cause unfairness. (R v Bow Street 
Magistrates, ex parte DPP (1989) 91 Cr.App.R 283] 

e. The Court of Appeal have held that prejudice to the accused can be inferred from a 
delay of 15 or 16 years [R v Telford Justices ex parte Badhan [1991) 2 QB 78] but 
much will depend on the circumstances. However in some cases even a long delay 
will not justify a stay of proceedings. In R v Central Criminal Court ex parte 
Randle and Pottle 92 Cr.App.R. 323 a delay of20 years in bringing a prosecution 
was, on the exceptional facts, held not to amount to an abuse of process. In R v 
Sawoniuk [2000] 2 Cr.App.R. 220 the delay was one of 56 years and the Court of 
Appeal said a fair trial was not impossible where the case turned on the eye witness 
evidence of 2 witnesses who had been cross examined and where the jury went to the 
location in question. Trials of historic allegations of sexual abuse going back 20 or 
30 years are often tried in the courts and so the length of the delay does not of itself 
result in a successful argument. Where for example cases turn largely on 
documentary evidence (from which witnesses can refresh their memories) a delay in 
bringing the case has been held not to cause prejudice to the accused [R v Buzalek 
[1991] Crim LR 115]. 

f. As I have not seen all of the papers in this case I cannot advise specifically in each 
case whether the defence can show real prejudice. Much will depend on the 
documentary evidence available. Although it will have been 7 years before some of 
the present cases are dealt with by the PCC any possible inference of prejudice could 
be rebutted by the existence of medical notes that could aid the registrants, 
memories. It may also be that the registrants have made witness statements in the 
course of the other investigations and so would be able to refer to those. Clearly 
neither the inquest nor the GMC proceedings, both looking at events over the same 
time period, have been deterred by the possibility of an abuse of process argument. I 
can also say from personal experience in defending police officers at professional 
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tribunals that it is not infrequent for there to be some considerable delay in those 
hearings while criminal investigations are ongoing and indeed resulting from 
criminal trials first taking place. I have never been able to mount a successful abuse 
of process argument on the grounds of delay alone. 

g. Of some concern is the fact that the nurses against whom allegations were made in 
2002 were not notified of it at the time. I accept that there was no need to do so 
under the rules but had they been notified they could have thought about and 
prepared their case much closer in time to the events in issue. However whilst it is 
regrettable that this did not occur I am not of the view that the circumstances are 
sufficiently exceptional to make an abuse of process argument succeed. 

h. There is one area of possible prejudice that may be argued by the defence in any 
abuse of process argument. The standard of proof to be applied in each case has 
changed since 2002 from the criminal to the civil standard. In any hearing after 3rd 
November 2008 it is for the NMC to prove on the balance of probabilities rather than 
beyond reasonable doubt that the registrant is guilty of misconduct. I am unaware of 
any transitional provisions to cover cases where the investigation began before that 
date. It may be that the registrant will seek to argue that she is prejudiced by that fact 
and the position would have been different if it were not for the delay. She may argue 
that had her case been heard earlier misconduct could only have been proved against 
her if the Conduct Committee were sure of her guilt. The delay, so the argument may 
go, has meant that now misconduct can be proved if the Committee is only of the 
view that her guilt is more probable than not. 

i. I know not whether the change in the standard of proof for hearings before the NMC 
has been qualified in any way. There have been frequent changes to the law over the 
years which have changed the rights of those who are accused of criminal offences. 
For example the Criminal Procedure and Investigations Act 1996 changed the rules 
on disclosure and also reduced the defendant's right of silence in that adverse 
inferences could be drawn if he failed to answer questions in his police interview or 
failed to give evidence without reasonable excuse. However it was stated within the 
Act that this only applied to cases where the investigation began after l 5

t Apri11997, 
thereby protecting the existing rights of the defendant where the investigation 
commenced before that date. If there is no such qualification in the amendment from 
the criminal to the civil standard of proof this is the area where the nurses concerned 
are most likely to be able to show prejudice. I have found no directly relevant 
authority on the point. It is not certain that such an argument would succeed but in 
my view the chances of an abuse argument succeeding are considerably increased by 
virtue of this change. It may be that the NMC would not wish as a point of principle 
to concede at this stage that the change in the standard of proof inevitably leads to 
any hearings after the 3rd November 2008 being an abuse of process where the 
investigation began some time before. This is a point which the NMC may wish to 
argue in due course. 

J. Even if the exceptional course of staying the proceedings is not followed in this case 
the passage of time will still clearly affect the cases with which the PPC are 
concerned. The longer the delay between alleged misconduct and any misconduct 
hearing the less likely in many cases it will be for the allegations to be proved to the 
required standard. Over time witnesses' memories fade and it may become 
impossible to be precise about a piece of evidence which depends on memory alone, 
for example the precise words and meaning of a conversation which took place many 
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years before. There are already examples of witnesses dying in the intervening period 
(in the case ofDevine) and it may be the case that allegations which could have been 
proved in 2002 will falter in any hearing in or after 2009. In my view the PPC should 
look at the evidence in each case. Where the allegation rests on memory of a specific 
piece of evidence alone the panel should in my view take into account the realistic 
chance of that allegation being proved to the required standard (that is it is more 
probable than not that the allegation is true) should the case be referred. 

In any other case, the prospect of establishing misconduct likely to lead to removaJ/a case to 
answer in respect of impairment of fitness to practise by reason of misconduct (test to be 
applied to depend on whether the case is to be dealt with under the old or new rules)? 

1. This is a difficult question to answer given that I have not been sent the papers in respect of 
any of the cases in question. I have only the schedule prepared by Miss Strickland giving 
only basic information about each case. There are clearly a large number of cases which do 
not form the subject of any complaint made to the NMC at this point in time. These are 
cases which currently fall into the police category 2 and those in category 3 other than the 
case of Mrs Devine. 

2. I have advised that if there are to be any investigations into cases against nurses other than 
those named in cases currently before the NMC they should be dealt with under the new 
rules. The test will therefore be whether or not there is a case to answer in each case. 

3. I have not seen any evidence or summary in relation to these cases. Clearly if the question of 
misconduct is to be considered there will need to be an analysis of the evidence in each case 
to determine the strength of the evidence and whether a case to answer exists. I am happy to 
further advise if those instructing wish me to look at the evidence in these cases. 

The management of the existing allegations in light of the forthcoming inquest and GMC 
proceedings thereafter. 

1. In my view the cases adjourned by the PPC in September 2002 and the additional 2 
complaints made in 2002 should be placed before the PPC as soon as possible. The cases 
were originally adjourned pending the outcome of the police investigation. That is now 
complete although legal proceedings are still to take place in relation to some of the cases in 
the form of the inquests and GMC hearing. 

2. Placing the cases before the PPC will enable the panel to decide on the best course at this 
stage. It seems to me that the possible courses are these: 

a. The PPC could decide to further adjourn all of the cases until the conclusion of the 
inquests and GMC hearings. This would be the appropriate course if the panel 
decided that all of the cases were so closely linked that it wished to deal with all 
matters together once those hearings have taken place and evidence has been heard in 
relation to them. 
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b. The PPC could decide to look at the cases individually and form a view in relation to 
them. Miss Strickland has advised, and I agree with her reasoning, that there is 
insufficient evidence to proceed against nurses in relation to 3 of the cases currently 
before the NMC. The PPC could decide to close the cases in relation to nurses 
named in these 3 complaints at this stage. 

c. If the second course were adopted it leaves the cases ofWilkie and Devine which are 
both in a different category. The PPC could decide to deal with those cases now. If 
the panel are of the view that these could not amount to misconduct which would 
lead to removal then it could close the case. Otherwise in my view it would be 
prudent to await the outcome of the GMC proceedings. Any possible charges are 
likely to relate to failure to challenge/report inappropriate prescribing. If 
inappropriate prescribing cannot be proved against Dr Barton in these cases there can 
be no NMC case. If it is proved then an important part of the NMC case can be 
proved. 

d. It would clearly be prudent to have a lawyer attend from the NMC at the inquests and 
GMC hearings in order that decisions can quickly be made as to any allegations that 
may arise from the evidence given at these. If any case is further postponed by the 
PPC until the conclusion of those hearings again a decision should be quickly made 
as to whether the evidence given at them strengthens or weakens the case against any 
named nurse. 

The question of a legal assessor. 

It seems likely that the allegations adjourned by the PPC in 2002 and the 2 additional cases not 
yet placed before them will be referred to the panel in the very near future for their 
consideration. Given the history of these cases, their complexity when looked at against the 
background as a whole and the likely legal issues to arise at this early stage, I am firmly of the 
view that a legal assessor should be instructed by the NMC to assist the panel. 

Are the PPC entitled to consider a potential abuse of process argument based on delay in 
considering whether to refer any case? 

1. Although in my view it is not certain that any abuse of process argument would succeed 
in this case, the fact that it could be mounted is something which the PPC could take into 
account at this stage when deciding whether to refer any case to the Conduct Committee. 
When considering the PPC's powers in this regard it is perhaps useful to compare the 
position of the PPC to that of magistrates in cases that are triable either way or are 
indictable only where there is a suggestion that an abuse of process argument may be 
made. 

2. That magistrates have the power to consider abuse of process arguments in cases that are 
triable either way and where the defendant is to be committed/sent to the Crown Court 
for trial is well established in case law. [R v Telford Justices ex parte Badham [1991] 
93 Cr.App.R 171, R v Horseferry Road Magistrates Court ex parte Bennett [1994] 
98 Cr.App.R 114]. Where the issue is raised at the stage at which the magistrates are 
contemplating the transfer of the case to the Crown Court, the magistrates should 
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however refuse to transfer the case on the basis of delay only in very clear cases where it 
is established that a fair trial could not take place. Where it is not clear the magistrates 
should send the case to the Crown Court and allow the judge there to consider whether 
any steps can be taken to enable the accused to have a fair trial. It should be remembered 
that a stay should be the exception rather than the norm and it is for the defence to show 
that they will suffer real prejudice by reason of the delay. In many hearings where the 
defence are disadvantaged by the delay a fair trial can take place with the tribunal of fact 
taking into account any problems that face the defence in this regard in their favour. 

3. Even in cases where the magistrates are required to send cases to the Crown Court 
"forthwith" under Section 51 (1) of the Crime and Disorder Act 1998, they are still 
entitled under certain circumstances to stay the proceedings as an abuse of process. [R 
(Sal ubi) v Bow Street Magistrates Court [2002] 1 WLR 3073]. However the 
Divisional Court also stated that complex or novel points should be left to the Crown or 
High Court and consideration should be paid to the fact that abuse of process 
applications can be made immediately after the case arrives at the Crown Court. 

4. In my view the PPC is in a comparable position to that of magistrates and can therefore 
take account of whether a case amounts to an abuse of process when deciding whether to 
refer the case to the Conduct Committee. However the panel should refuse to refer for 
this reason only if there is a very clear case that the nurse in question could not receive a 
fair hearing because of the delay. Otherwise the fact that such an application may be 
made should form no part of their decision and the matter should be left to be raised 
before the Conduct Committee. 

5. The course that the PPC should adopt in their deliberations is as follows: 

a. The PPC must first consider whether there is a real prospect of the allegation 
being proved. In undertaking this task the panel should consider the strength of 
the evidence and in particular whether the delay is likely to have a substantial 
impact on the ability to prove the allegation. For example if the allegation is of 
something said 10 years ago where the content of the conversation is disputed, 
there are no witnesses to the conversation and there is no record of it the panel 
could properly consider how likely it is for the Conduct Committee to be able to 
resolve the issue. If the panel forms the view there is a real prospect of the 
allegation being proved against a registrant then it must decide whether there is a 
real prospect the committee might decide to remove her name from the register 
as a result. If the answer to either question is no then the PPC should not refer the 
case. 

b. If the answer to both questions is yes then the PPC is entitled to consider the 
question of whether the delay in this case has created such prejudice that the 
proceedings would amount to an abuse of process. In my opinion the PPC should 
be slow to reach such a view for the following reasons: 

1. The fact that there may be a successful abuse argument would not in itself 
be a reason to refuse to refer the case. 

ii. Staying the case is the exception rather than the norm. Even where there 
has been considerable delay the panel (or any tribunal) should be slow to 
stay the proceedings. 
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m. For an abuse of process argument to succeed there has to be real prejudice 
caused to the registrant by reason of the delay. The answer to that is likely 
to depend on a number of factors, for example: 

• On what evidence could have been available but which is now 
lost; 

• On whether there are documents in existence from which the 
registrant could refresh her memory; 

• On whether the registrant has made witness statements for other 
hearings and has therefore a document from which she can refresh 
her memory; 

• On whether the registrant is to give evidence in other hearings; 

• On whether the change in the standard of proof for hearings after 
3rd November 2008 can in fact amount to prejudice sufficient for a 
case to be stayed for abuse of process. 

There are numerous factors which could be of relevance to this issue. 

IV. The PPC is unlikely to have answers to all of these questions or to be able 
to make a decision as to whether or not any prejudice from which the 
registrant may be found to suffer is so great that it cannot be rectified by -
the hearing itself. 

v. In addition the PPC, sitting in private, will not have had the benefit of 
hearing argument on both sides to assist in any decision. 

VI. It is for these reasons that the PPC cannot refuse to refer on grounds that 
proceedings would be an abuse of process unless it is clearly established. 
that a fair hearing cannot take place. It is only if the PPC came to the · 
view that a fair hearing could not take place that the possible question of 
abuse of process should form any part of their decision at this stage. If 
they are not of that view then the question of a possible abuse argument is 
irrelevant and can be left to the Conduct Committee who will be in 
possession of all of the facts. 

The drafting of a guidance note to assist the PPC in the steps that need to be taken in reaching 
the decision whether to refer any case. 

I enclose a guidance note for the assistance of the PPC when considering the 5 cases put before 
them for their consideration. 

Conclusion 

1. I am of the view that any proceedings brought against the named nurses in the cases 
currently before the PPC and the additional 2 cases should be dealt with under the old rules. 
Any new allegations against these nurses arising from the inquests or other proceedings 
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about their conduct in the same time period at the Gosport War Memorial Hospital should 
also be dealt with under the old rules. 

2. Any allegations which may arise against other named nurses either as a result of paperwork 
sent to the NMC by the police in the course of their investigation or because of evidence 
heard at the inquests or GMC hearings should be dealt with under the new rules. 

3. Having considered the case summaries and reasoning of Miss Strickland I am in agreement 
that there is little prospect of proving misconduct leading to removal of the named nurses in 
the allegations made in the cases of Page, Carby and Middleton. This is also true of some of 
the allegations made against nurses in the Wilkie and Devine cases. There is a possible case 
of failure to challenge/report inappropriate prescribing in these 2 cases. As the case of 
Devine forms part of the inquests and both are the subject of the GMC inquiry into the 
prescribing ofDr Barton the PPC could properly decide to postpone any decision until after 
the conclusion of these hearings. If, however, the PPC is of the view that, even if proved, an 
isolated example of this behaviour on the part of a named nurse is unlikely to lead to her 
removal from the register it could close the cases at this stage. 

4. Given the delay in this case if a case is referred to the Conduct Committee the defence are 
likely to argue that a named nurse cannot face a fair hearing and that the proceedings should 
be stayed for abuse of process. On the information I have I am not of the view that such an 
argument will inevitably succeed. The NMC have acted entirely properly in postponing 
disciplinary proceedings pending the outcome of investigations by the police and the 
subsequent inquests and GMC proceedings. However the level of prejudice faced by each 
registrant is likely to be in part dependent on the medical notes and statements available 
from the investigations and their value in assisting the nurses in their recollection of events 
and practices. The existence of such documents certainly has the potential to mitigate the 
effects of the delay in bringing the proceedings. Plainly any nurse who has sufficient 
recollection to give evidence at the inquest or GMC hearing would have difficulty arguing 
that the delay has materially affected her recollection of events. The registrants may be able 
to argue that they have suffered prejudice by reason of the change in the standard of proof 
for hearings which take place after Yd November 2008. 

5. The PPC are entitled to form a view as to whether an abuse of process argument is likely to 
succeed should the case be referred to the Conduct Committee. They should refuse to refer a 
case only where it clearly falls into the exceptional category of cases where the nurse is so 
prejudiced by reason of the delay that no fair hearing is possible. 

6. A legal assessor should be appointed to assist the PPC with their task. 

7. If I can be of any further assistance please do not hesitate to contact me. 

9-12 Bell Yard 
London WC2A 2JR 
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Clare Strickland 

From: Clare Strickland 

Sent: 27 January 2009 10:27 

To: 'JOHANNAH CUTIS' 

Subject: FW: TRIM: RE: TRIM: RE: Gosport War Memorial Hospital 

TRIM Dataset: TL 

TRIM Record Number: 301296 

TRIM Record URI: 313962 

Hello Jo, hope you are well, and that you are enjoying the new year. 

I'm sorry not to have been in touch for so long, but it's been a busy time. 

NMC1 00086-0186 

Page 1 of3 

I have received information from the coroner that the inquest into the Gosport Hospital deaths will start on 18 
March 2009. Accordingly, we need to press on with our proceedings as soon as possible, so please can you-, 
let us have your advice as soon as possible? ;) 

• Regards 

Clare 

I 

Clare Strickland 
Senior lawyer (hearings) 
In-house legal team 

[~~~~~~~~~~~i.~~~A~~~~~~~~~] 

From: Clare Strickland 
Sent: 17 November 2008 09:02 
To: 'JOHANNAH ClfiTS' 
Subject: RE: TRIM: RE: Gosport War Memorial Hospital 

That will be fine -thanks. 

Enjoy your busy time! 

Clare 

Clare Strickland 
Senior lawyer (hearings) 

,.lo:b.9_1J.§~J~~q~lJ~§Im 
i CodeA 1 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

From: JOHANNAH CUTIS [mail~-·-·-·-·-·-·-·-·-·-·-·-·-·-·cocfe.JC-·-·-·-·-·-·-·-·-·-·--·-: 
Sent: 14 November 2008 13:28 -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

To: Clare Strickland 
Subject: RE: TRIM: RE: Gosport War Memorial Hospital 

Hi Clare, 

I have received the additional papers today although not looked at them yet. I will do my best to get 
the advice to you asap but am afraid that after a period of calm next week heralds the beginning of 
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the storm. I am at a JSB seminar tomorrow, lecturing at a JSB seminar in Warwick on Monday 
morning and then starting a serious child abuse trial (defending) at Maidstone on Monday afternoon. 
That is set down for 3 weeks. I think the best I can say is that you will have the advice by the 
beginning of December. Is that ok? If you need it before I will make every effort to get it to you. 

Hope all well 

Jo 

--- On Thu, 13/11108, Clare Strickland ~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-Code-·A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-l 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

From: Clare Strickland [~~~~-·-·-·-·-·-·-·-·-·-·-·-·-·-·coCie-A·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

subject: RE: TRIM: RE: <i~~p~rt\v~-·M"e~ori·arlio.si>iiar-·-·" 
To: "J 0 HANN AH CUTIS" f~'-·-.. ·-·-·-·-·-·J·-·-·-·"···-·?oa! .... ~---~----·-"'"-·-·-~-..... -.! 

".:!" ........ ~~~·-·-·-·-·-·-·-·-·~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

Date: Thursday, 13 November, 2008, 11:50 AM 

Hi Jo 

I have finally managed to get everything finished and so have sent your further instructions to 
chambers. Please let me know if you have any questions arising from them, or if there is anything 
you want to discuss. We don't have a fixed timescale at this end. My best estimate is that we will 
have a PPC meeting scheduled early in the new year. lt would be really helpful if you could let me 
have a time estimate for completion of your work. 

All the best. 

Clare 

Clare Strickland 
Senior lawyer (hearings} 
In-house legal team 

From: Clare Strickland 
Sent: 10 October 2008 13:01 
To: 'JOHANNAH CUTTS' 
Subject: TRIM: RE: Gosport War Memorial Hospital 

Hi Jo -sorry for not getting back to you sooner. I got all the extra information we need. We've agreed 
here that we will try to go back to a PPC for possible closure as soon as possible. Before that, I need 
to adapt my memo into a summary report for the PPC, and prepare the bundles. I have been booked 
solid with hearings, so haven't been able to do that at the moment, but am aiming to get it done by 
the end of the month. Once I have the report, I will pass it to you so that you know exactly what 
information the PPC will be given, and at that stage, you can prepare your advice. Sorry if the 
timetabling is not great now that your other case has moved, but 1 don't think it'll take too much of 
your time once you do get started. 

I'll be in touch again asap. 

T{_~--~--~--~--~--~--~--~--~--~--~~-~--~~--~--~--~--~--~--~--~--~·.Jl 

Clare 

Clare Strick!and 
Senior lawyer (hearings) 
In-house legal team 

27/01/2009 
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020 7462 5861 

From: JOHANNAH CUTIS [mailto:johannahcutts@btinternet.com] 
Sent: 10 October 2008 11:04 
To: Clare.StricklandC~=:~J:?.~~~~-::~:=:~:l 
Subject: Gosport War Memorial Hospital 

Hi Clare, 

I hope all is well with you. 

I have been thinking about our case. I have had a case moved into November and have some 
time to concentrate upon it. I know you were going to obtain some information before I put 
together the advice and just wondered how that was coming along. No worries if it is not yet 
all to hand. I suppose I could use these sunny days to walk the dogs and have a pub lunch -
such hardship!! 

No seriously if we are ready I could get the advice to you by the end of next week. I am 
working from home and my mobile usefully doesn't work here so if you need to contact me 
do can on r··-coete-·A·-·-~ 

··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 
··-·-·-·-·-·-·-·-·-·-·-·-·-·· 
i i 
i i 

!code A! 
i i 
i i 
i i 
i.·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

This emall and any files transmitted with it are confidenVal and Intended solely for the use of the Individual or enlily to whom they are addressed. 

Please do not act upon or disclose the contents If you have reeelved it In error. 

Instead, please Inform the sender at thee-mall address above or notify the Nursing & Midwifery Coundi at ilsupport@nmc-uk.org 

The Nursing & Midwifery Council Is a registered charity in England and wales with Its registered OffiCe at 23 Portland Place, London W1 B 1 PZ 

and registered charity number 1091434. 

The Nursing & Midwifery Coundi Is a registered charity In Scotland. charity number SCOJ8362 

www.nmc-uk.org 

27/01/2009 



Private & Confidential 
Clerks to Joanna Cutts QC 
9-12 Bell Yard 
London 
WC2A2JR 

Dear Sirs 

r---cc;-ae--A---1 
! i 

L.c:nrre~-srnckl~fnarr-s;:;r.rv.i::."jJicor.~., 
L·-·---~~~~--~·-·-·-.J 

15 November 2008 

Instructions to counsel: in the matter of the Nursing and Midwifery Council and the 
Gosport War Memorial Hospital 

Please find enclosed further instructions for Miss Cutts QC in this matter. Please do 
not hesitate to contact me if you have any questions. 

Yours faithfully 

Clare Strickland 
Senior lawver (Hearings) 

NMC1 00086-0189 
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In the matter of: 

Nursing and Midwifery Council (NMC) 

Gosport War Memorial Hospital 

FURTHER INSTRUCTIONS TO COUNSEL 

Since our consultation on 8 September 2008, we have obtained the following further 
material: 

• Information from the GMC (see Clare Strickland's filenote of telephone call to 
Juliet St Bemard 9.9.08, attached) 

• Information from the coroner (see Clare Strickland's file note of telephone call 
on 9.9.08 to Mr Bradley, HM Coroner dealing with the inquest, attached) 

• UKCC Code of Professional Conduct 1992 (in force during the relevant 
period, attached) 

• Guidance to the Preliminary Proceedings Committee (PPC) of the Nursing 
and Midwifery Council (prepared by Ward Had away, attached) 

lt is of particular note that the inquest will not take place until March 2009. In these 
circumstances, we are of the view that an earlier consideration of the matter by the 
PPC would be appropriate, and we will take steps to arrange this. 

Accordingly, I have prepared a report to the PPC, a copy of which is attached along 
with the proposed bundle index. This report provides a summary of the factual 
background, and analysis of the allegations and material received to date. 

Counsel is asked to advise whether the NMC should instruct a legal assessor to 
attend the PPC meeting and advise the panel. 

Counsel is also asked to prepare a guidance note to the PPC, similar in terms and 
format to the Ward Had away report referred to above (which will not be put before 
the PPC). In particular, the following points should be dealt with: 

• At paragrapb 4 of the Ward Hadaway guidance note, there is reference to the 
criminal standard of proof. By virtue of a recent change in the law, the 
standard of proof to be applied at all NMC hearings from 3 November 2008 is 
the civil standard; 

• Counsel is asked to address the issue of the passage of time in this case. 
Counsel should advise what regard, if any, the PPC may have to potential 
abuse of process arguments based on delay when making its decision at this 
stage. 



• If counsel advises that the PPC may have regard to potential abuse of 
process arguments based on delay, she is asked to advise if the change to 
the standard of proof is a relevant factor in such arguments, and if so, what 
effect it will have on the likelihood of an abuse argument succeeding. 

• Counsel should also address the effect of the passage of time generally on 
the panel's considerations at this stage. 

NMC100086-0191 

Given that the bulk of the guidance note will be similar in terms to the Ward Hadaway 
guidance note, we consider that the research and drafting of this guidance note 
should take no more than 1 0 hours. 

Please do not hesitate to contact Clare Strickland on r·-·-·-·-co-Cie·A·-·-·-·-·1 or 
clare.stricklanc·-·-·-·cocie·-A·-·-·-·~~f there is anything you wis}i--to.ctisiiiss~-

i. ________________________________ j 



Clare Strickland 

From: 

Sent: 

To: 

Subject: 

TRIM Dataset: 

Clare Strickland 

10 October 2008 13:01 

'JOHANNAH CUTIS' 

TRIM: RE: Gosport War Memorial Hospital 

TL 

TRIM Record Number: 261691 

TRIM Record URI: 27301 0 
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Hi Jo -sorry for not getting back to you sooner. I gat all the extra information we need. We've agreed here that 
we will try to go back to a PPC for possible closure as soon as possible. Before that, I need to adapt my 
memo into a summary report for the PPC, and prepare the bundles. I have been booked solid with hearings, 
so haven't been able to do that at the moment, but am aiming to get it done by the end of the month. Once I 
have the report, I will pass it to you sa that you know exactly what information the PPC will be given, and at 
that stage, you can prepare your advice. Sorry if the timetabling is not great now that your other case has 
moved, but I don't think it'll take too much of your time once you do get started. 

I'll be in touch again asap. 

Take care, and enjoy yourself! 

Clare 

Clare Strickland 
Senior lawyer (hearings) 

.-~-~~-~~-~~-~--~-e:~.~~--t~~~-
i CodeA i ' . 
i·-·-·-·-·-·-·-·-·-·-·-·-···-·-·-·-·-·-·-·J 

:~~= ;~=:~2~~;=~·-·-·-·-·-·-·-·-·-·-·c-<>_a_e ___ A-·-·-·-·-·-·-·-·-·-·r] 
To: clare.strickland·-·-·-·c·ode·A-·-·-·;-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-; 

Subject: Gosport w;:irNeriiOrlarAbspital 

Hi Clare, 

I hope all is well with you. 

I have been thinking about our case. I have had a case moved into November and have some time to 
concentrate upon it. I know you were going to obtain some information before I put together the 
advice and just wondered how that was coming along. No worries if it is not yet all to hand. I 
suppose I could use these sunny days to walk the dogs and have a pub lunch - such hardship!! 

No seriously if we are ready I could get the advice to you by the end of next week. I am working 
from home and my mobile usefully doesn't work here so if you need to contact me do call on 01460 
30053. 

Much love 

Jo 

10/10/2008 
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Clare Strickland 

From: Clare Strickland 

Sent: 09 September 2008 09:32 

To: 'jcutt[~:~:~:~:~:~:~~~~:~~:~:~:~:~:~J 
Cc: 

Subject: NMC investigation - Gosport War Memorial Hospital 

OearJo 

Thank you for meeting ::~~~~~~]and me yesterday. I think it was very useful to have a general discussion around 
some of the issues. 

At the end of our discussions, we agreed the following: 

• I will obtain a copy of the NMC Code of Conduct that was in force between 1996 and 2000. 
• I will contact the coroner's office to find out when the inquest is scheduled for, which nurse witnesses 

the coroner intends to call, and which, if any, are represented. I will also find out whether it is to be a 
jury inquest. 

• I will contact the GMC to obtain further information from them about their proceedings against Or 
Barton. In particular, I will ask what initiated the GMC investigation into Or Barton, whether they are 
proceeding against Or Barton under their old or new rules, and whether the criminal or civil standard 
will apply at their hearing. I will also ask whether, generally, they have been involved in/are aware of 
any case law relating to challenges to cases proceeding under old or new rules. 

• The NMC will inform registrants against whom there is a live allegation (i.e. those whose cases were 
adjourned in 2002/those whose allegations were never put to PPC) that the NMC has received 
allegations against them. 

• Subject to the information we receive from my enquiries, we are likely to put the live cases back to a 
PPC so that they can consider whether to close now, or whether to wait for the outcome of the 
inquesUGMC hearing. We will give further consideration as to whether the registrants will be informed 
about the PPC meeting and given the opportunity to make representations (1993 Rule 8}. We will also 
consider whether the PPC could/should have a legal assessor to assist them. 

• The papers we put before the PPC will include a case summary (based on my memo of April 2007) 
and advice from Jo. The advice will concentrate on the approach that the PPC should take in 
considering whether to close or adjourn the cases, what considerations they can/cannot take into 
account (including issues of abuse of process), advice on the test to be applied (1993 Rule 9, "may 
lead to removal"), and advice on drafting reasons. 

With regard to the issue of old rules/new rules, we are in general agreement that existing/live complaints 
about named nurses must be dealt with under the old rules. Having reflected on our discussion, I fully accept 
Jo's point that the issue can only be determined by reference to individual nurses. My view now is that, if the 
PPC does not close the cases against the named nurses, and any new allegations about those nurses come 
to light as a result of the inquesUGMC proceedings, all matters can be dealt with together under the old rules. 
Any allegations against any other nurses that come to light as a result of the inquesUGMC proceedings should 
be dealt with under the new rules. 

Jo, I will be in touch again once I have the results of my enquiries. 

I hope this summary is accurate and useful - please let me know if I have missed anything, or there is 
anything anyone would like to add. 

Regards 

Clare 

Clare Strickland 

09/09/2008 
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Nursing & Midwifery Council 
23 Portland Place 
London W1 B 1 PZ 
www.nmc-uk.org 

020 7580 3917 (fax) 
020 7637 7181 (switchboard) 

09/09/2008 
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Clare Strickland 

From: 

Sent: 

To: 

Cc: 

Subject: 

Clare Strickland 

22 August 2008 13:52 

'rsyrettC~~~~~~~~~~~~~~~~~~A~~~~~~~~~~J 
l~~~~~~~~~~-i~~~-~~J 
TRIM: Instructions to Johannah Cutts QC 

NMC1 00086-0195 

Page 1 ofl 

Attachments: Gosport instructions to counsel ~~:;:;i20080814.DOC; Gosport memo- f~~~:·~~-
20.4.07.DOC; Gosport memo F~~bOB0516.DOC '·-·-·-·-·' 

&Catalog On Send: -1 

Container URI: 35474 

Delete After: 0 

Show Dlalog: -1 

TRIM Dataset: TL 

TRIM Record Number: 240857 

TRIM Record Type URI: 7 

TRIM Record URI: . 251591 

Dear Rachel 

Thank you for your assistance in this matter. As discussed, I attach a copy of our instructions to Miss Cutts, 
along with two of the attachments, which will provide most of the background information. 

I have arranged for a hard copy of the instructions, together with all of the attachments, to be posted to you. 

Thank you for confirming that the hourly rate will be £300 per hour, and that Miss Cutts Is available for a 
con~~r~ri_C..~.gl) __ l} __ §~_et~'!l~~r._~Q.Q~--~~-~.P~:.MY_g~J.(~ague L~~?.~~~~~J ~nd I will be attending. Please contact 
our L.-·-·-·-·-·-·--·-·-·-·-·-·-·-·-·-·--~~-d..~.~----·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 1f that crate 1s not su1table for any reason. 

Regards 

Clare Strlckland 
Senior lawyer (hearings) 

"J'!:hQ!.l_s..~J.~fi.C!L!~.~.!!l 
i CodeA ! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

Nursing & Midwifery Council 
23 Portland Place 
London W1 B 1 PZ 
www.nmc-uk.org 

020 7580 3917 (fax) 
020 7637 7181 (switchboard) 

22/08/2008 



Private & Confidential 
Clerks to Joanna Cutts QC 
9-12 Bell Yard 
London 
WC2A2JR 

Dear Sirs 

Instructions to counsel 

Code A 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~·-·-

clare,stricklandi Code A i 
i.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·J 

22 August 2008 

Further to my telephone conversations with Rachel Syrett, please find enclosed 
instructions to Miss Cutts QC . 

.. _._.Yo.u[SJai1hfullv ______________________ ~ 

I Code AI 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-C/'"·-·-·-·-·-·-·_: 

Clare Strickland 
Senior lawyer (Hearings) 

www.nmc-uk.org 
T 020 76377181 F 020 7436 2924 
23 Portland Place London WlBlPZ Registered charity in England 6 Wales(1091434) end in Scotland[SC038362) 
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I, • 

IN THE MATTER OF: 

NURSING AND MIDWIFERY COUNCIL ('1NMC") 

GOSPORT WAR MEMORIAL HOSPITAL 

INSTRUCTIONS TO COUNSEL 
TO PROVIDE OPINION 

NMC1 00086-0197 

The NMC is the statutory body charged with maintaining a register of those entitled to 
practise as nurses and midwives, and taking action in respect of allegations of 
misconduct/impairment of fitness to practise against registrants. 

In respect of all allegations received by the NMC prior to 1 August 2004, the NMC's 
fitness to practise procedures were governed by the Nurses, Midwives and Health 
Visitors Act 1997 and the Nurses, Midwives and Health Visitors (Professional 
Conduct) Rules 1993 Approval Order 1993 (811993:893). Together, these are known 
as "the old rules". 

The procedures for all allegations received on or after 1 August 2004 are governed 
by the Nursing and Midwifery Order 2001 (SI 2002:253) and the Nursing and 
Midwifery Council (Fitness to Practise) Rules Order of Council 2004 (SI 2004:1761 ). 
These are known as "the new rules". 

The transition from the old rules to the new rules was governed by the Nursing and 
Midwifery Order 2001 (Transitional Provisions) Order of Council2004 (SI 
2004:1762). 

The full background to the matters upon which Counsel is asked to provide [his/her] 
opinion is set out in the internal memorandum of Clare Strickland, in-house lawyer, 
dated 20 April 2007, and the attachments thereto. We do not propose to repeat that 
background here. 

Further information is in the internal memorandum of Clare Strickland dated 16 May 
2008, and the letter from Sarah Ellson of Field Fisher Waterhouse LLP dated 26 
June 2008. 

Counsel is instructed by the NMC's in-house legal team to provide [his/her] opinion 
on the following issues: 

1. Whether any issues of misconduct arising from police files concerning patient 
deaths where the NMC has not received a complaint about named nurses 
should be dealt with under the old or new rules? 

2. The prospects of establishing misconduct likely to lead to removal in any case 
against any registrant against whom the NMC has already received an 
allegation (to include consideration of successfully rebutting any abuse of 
process argument)? 



.J I • \" 

3. In any other case, the prospects of establishing misconduct likely to lead to 
removal/a case to answer in respect of impairment of fitness to practise by 
reason of misconduct (test to be applied to depend on whether case dealt 
with under old or new rules)? 

NMC1 00086-0198 

4. The management of the existing allegations in light of the forthcoming inquest 
and GMC proceedings thereafter. 

Please contact Clare Strickland, ~-~ni~r.h~~-rJ!:lS?J~~~r.!.g.!:l_C:~:~:~:~:~:£~:~~~~~:~:~:~:~:J.~~-iL~ 
t~~-~-~~~_1"-~;·.~~~~~;~~t~~~~--~~~-~~t~-~~c:. L.-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--g~-~~--~---·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 1 

Enclosures 

1. Nurses, Midwives and Health Visitors Act 1997 

2. Nurses, Midwives and Health Visitors (Professional Conduct) Rules 1993 
Approval Order 1993 

3. Nursing and Midwifery Order 2001 

4. Nursing and Midwifery Council (Fitness to Practise) Rules Order of Council 
2004 

5. Nursing and Midwifery Order 2001 {Transitional Provisions) Order of Council 
2004 

6. NMC internal memorandum Clare Strickland 20 April 2007 and attachments 

7. NMC internal memorandum Clare Strickland 16 May 2008 

B. Letter from Sarah Ellson, Field Fisher Waterhouse LLP, 26 June 2008 
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NMC File Note 

Subject: Gosport 

Date: 23.4.09 

Author: Clare Strickland 

Systems review with i·-·-·-·-·-·-·-·-·-·-Cotie-·A·-·-·-·-·-·-·-·-·-·1 
' ' i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Casetracker: 

12053 Memorial Hospital Nurses at Gosport 

n 

Code A 

Nothing on [~~~~~-~~.J (all spelling variations checked) 

PROFCON: 

1201 0 r·-·-·-·-·-·-·-·-·-~ - complainants Reeves and Page 

12011 ~ ~complainants Reeves and Page 
; 
; 
; 

12012! Code A 
; 

120131 
; 

1197ai ~omplainant Jackson- closed 27.8.02 
L·-·-·-·-·-·-·-·-·J 

12053 Memorial Hospital Nurses at Gosport 

(All correspondence post- 24.9.02 is under this case number) 

WISER: 

Beed fc~~i~·-pJ 
i ! 

Effective registration to 201 0 - no FTP flag 
i-·-·-·-·-·-·-·-·-·-·-·-·-·_! 

Hamblin r·code._A ___ ! 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

Effective registration to 08/2009 - no FTP flag 

shaw !-·-·-·code--A··-·-! 
i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-i 

Effective registration to 03/2010- no FTP flag 

Debra Barker i-·C·~~~~~--)iJ 
t-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

Effective registration to 11/2009 - no FTP flag 

~ 

61 ', 

""'~"" fit' .... 

·, .. 
i i..<l· .. 
tr.~~ .. 

f,. i' 

.t .• 
"t .:~ 

·~,;-

··.:::~. 
~ ~. 
:..:..:,·4·J' 
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NMC1 00086-0200 

Couchman l:~:~:~:~~~:~~:~:~:~:J 

Joice r··code·-A··-! 
i·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 

Neville rc-ode_,_A_! 
i..._, _______________________ j 

Effective registration to 04/2010 - no FTP flag 

Lapsed 08/2008 

Effective registration to 07/2009- no FTP flag 

Effective registration to 03/2010- no FTP flag 

FITNESS TO PRACTISE DATABASE: 

No records corresponding to any of the above case numbers or registrant names 
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GOSPORT 

REVIEW OF EVIDENCE- DEVINE 

NMC FILES (folder 4) 

Reeves letter of complaint 6.6.02 

Formal complaint against Sr C.·~--~--~·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·c-ocie_.A_·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-: re: 
care received by mother Mrs Devlne.af<:3\i\fl\ff·fln._i\.fovem6e-r·r~r9~f(Cf:-·:tf:1·r·9g). 

Refers to independent review and evidence given by nurses at it- complaints made: 

NMC1 00086-0201 

• In Sr fc-~d~·pj statement to independent review, stated that mother woke 
and dresse-crnerself at 5.30am and was agitated, and that mother later 
pushed two nurses- family had never seen mother agitated, and mother was 
too frail to push anyone 

• Sri._cod·e-·A·-~pplied fentanyl patch one day- next day, another nurse (LB) 
gave·-5amg._chlorpromazine- fentanyl patch not removed 

• Less than one hour later, administered morphine syringe driver 40mg 
morphine and 40mg midazolam- fentanyl patch not removed unti/12.30pm, 
3 hours after syringe driver started 

• B. 15am ~~~~~~-~~~~~~)elephoned sister-in-Jaw to say mother confused, sister-in
law said brother coming to visit 1pm- Sr Hamblin said no need to come 
before then - but by 1 pm, unconscious and no one could speak to her again 

• ,--·-C"i;d~-A"-·-·: ~ • I . ? . SL. _____________ ,made unpro,esstona comment (m notes.~ about tenswn between 
Mrs Reeves and brother/sister-in-law 

• Even though mother deteriorating, staff continued to bathe her and wash her 
hair excessively, apparently because she asked for it 

• Incorrect statement in notes 3.11.99 that Mrs Devine could not climb stairs 

• Srf.~g-~~~~-.A) sent home clothes provided by family because they were 
considered "too good" for stay in hospital 

• Relative asked to take Mrs Devine to hospital restaurant and was refused 
without explanation, causing upset to Mrs Devine 

• Kidney infection diagnosed and antibiotics started, but not written up in notes 

• r-·-·-co-cte·-A·-·-·~ever explained medication, and on arrival at hospital following 
'suiicien-defeiioration, said she could not explain because she had just come 
on duty 

• In Freda Shaw's statement to the independent review, she said she spoke to 
Mrs Reeves and asked if Mrs Reeves understood what was happening, and 



that Mrs Reeves said "I do and rm going to sit with my mother"- denied by 
Mrs Devine 

Mrs Reeves' letter of complaint makes no mention of any specific allegations 
againstr-·-·-·-·-·-·-·-co-cie·A-·-·-·-·-·-·-·-·i 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

NMC letter to Mrs Reeves 2.7.02 

Requesting: 

• Copy of independent review 
• Consent to approach GWMH for registration details/copies of 

investigatory notes/medical records/witness statements/other 
documentary evidence 

NMC letter to Mrs Reeves 12.8.02 

Informing her that PPC will consider on 27.8.02 

NMC letter to Mrs Reeves 27.9.02 

Informing her that the PPC adjourned pending CPS investigation 

Fareham and Gosport NHT PCT letter to NMC 11.1 0.02 

Letter from operational director asking for details of allegations againsfco.de-·JiJ 
i·-·-·-·-·-·-·-·-·coCie--A-·-·-·-·-·-·-·-·-·: as PCT had not previously been aware of referta.---·-·-·-·-·-·-·-·1 

'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

NB: no response to this letter, and no chaser to Mrs Reeve, so we have never 
received further material from the PCT, in particular the independent review report 

POLICE FILES 

Volume 1 main file 

Dr Wilcock's comments on the statement of Dr Barton 

• Dr Barton's job description states that she was to provide 24hr medical cover 
-therefore her suggestion that she adopted a practise of "pro-active 
prescribing& (i.e. prescribing a full range of pain killers to cover times when 
medical attention is not available) cannot be justified as a matter of necessity 
- 24hr medical cover should always have been available. This prescribing 
practice could be seen as a way of reducing the need for GPs to visit GWMH 
patients out of hours. 

• Or Barton says her prescriptions were reviewed on a regular basis by the 
consultants, none of whom ever informed her that her prescribing was 
inappropriate. Dr Wilcock suggests that the consultants should be asked to 
comment on this. 

NMC1 00086-0202 

• Or Barton relies on the increasing workload, and her additional work as a GP, 
to explain her failure to keep up to date medical notes - notwithstanding this, 
it was her duty to keep the notes up to date. 



Operation Rochester investigation overview 1998 - 2006 

Contains a full summary of the police investigations 

Summary of evidence - Elsie Devine 

Contains a police summary of the evidence in this case 

Or Wilcock's report on Elsie Devine 

Contains DrWilcock's report 10.12.04 and his comments on Or Barton's statement 
22.12.04 

Dr Wilcock concludes that the medical care given to Mrs Oevine at GWMH was 
suboptimal. In particular, he notes that: 

• 'There is no entry in the medical notes that explains the reason for 
prescribing the morphine, as required, on the day of transfer, or the fentanyl 
transcdermal patch on the 1 fih November 1999. Pain had not been recorded 
as a problem in the notes, nor had she received any other kind of analgesicl 
e.g. paracetamol or codeine. Without clear and accurate information in the 
notes that justified the use of a fentanyl transdermal patch, it is difficult to 
endorse this prescribing action that results in the use of an above average 
dose of a strong opioid as a first line analgesic in a frail elderly patient." 

• •Although the use of chlorpromazine could b justified, the dose of 50mg was 
double that recommended for a frail elderly patient by the BNF and in this 
regard excessive to Mrs Devine's needs." 
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• "There was no opportunity given to assess the long-term effect of this dose 
(of chlorpromazine); it is possible that Mrs Devine's thoughts and behaviours 
would have improved as the peak effects of the chlorpromazine wore off and 
she became less drowsy. Instead, within one hour a syringe driver was 
commenced with diamorphine and midazolam. The diamorphine is referred to 
as an "analgesic" in the medical notes but there is no indication or 
assessment of what pain this is referred for. 11 

• Dr Wilcock sets out the reasons why prescribing drugs as a range, particularly 
a wide range, is generally discouraged, and states "Doctors, based upon an 
assessment of the clinical condition and needs of the patient usually decide 
on and prescribe .any change in medication. lt is not usual in my experience 
for such decisions to be left for nurses to make alone. 11 

(This seems to be to be a key issue -what are the misconduct implications for 
nurses in this position?) 

• Dr Wilcock is clear that: 

o Use of the fentanyl patch was not appropriate (too strong for the 
patient, less flexible than morphine solution in dose titration) 

o There was an inadequate assessment and documentation of Mrs 
Devine's marked deterioration 
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o If midazo/am was deemed necessary, it would have been more 
appropriate to give small doses of by intermittent subcutaneous 
injection as required- to go straight to a syringe driver could only be 
justified if it was considered without reasonable doubt that Mrs Devine 
was experiencing agitated confusion as a terminal event and was 
actively dying 

o In the absence of pain, shortness of breath or cough, there is no 
justification for use of diamorphine in a syringe driver 

Police record of interview with Dr Barton re: Elsie Devine 4.11.04 

Preprepared statement {general and specific to Elsie Devine) read, then no comment 
to questions 

In her prepared statement, Dr Barton says that she prescribed fentanyl following 
discussion with the team, because Mrs Devine was in obvious discomfort and 
refusing to take medication. 

On 19.11.99, found Mrs Devine very agitated and aggressive and would not allow 
anyone near her to administer her normal medication - therefore decided to 
discontinue fentanyl and move to syringe driver. As she had already received opiates 
via fentanyl and been resistant, starting dose was 40mg diamorphine over 24 hours -
prescribed at 9.25am with sole intention of relieving distress. 

Written statements of Jane Barton 

As per police interviews 

Job description and offer letter 28.4.88U 

Independent review panel report 10.8.01 

From this record, it would appear that Mrs Reeves was particularly concerned that 
staff at the hospital had not contacted her directly about Mrs Devine's deterioration -
she was named as next of kin, and the telephone number for Hammersmith Hospital 
(where Mrs Reeve was with her seriously-ill husband) was included in the paperwork. 
Instead, the staff called Mrs Reeve's sister-in-law -c~~1f~-;t.:~~-::.~?ays this was 
becaus.~ __ Mr...O~_y!ne. had asked her to call him first, as his sister had enough on her 
plate -l.---~~~-~--1:\ ____ pccepts she should have documented Mr Devine's instructions. Sr 
Hamblin says staff sensed some tention between Mr Devine and Mrs Reeve (linked 
to Mr Devine's wife), and had not realised until 19.11.99 that Mrs Reeve was not 
being kept in the picture. 

The review panel concluded that there was inadequate communication between staff 
and Mrs Reeve, but that the clinical response to her care was appropriate. 

In addition, there are two other reports: 

• Report of Bridie Castle, clinical services manager, BHB Community 
Healthcare Trust, giving conclusions following the independent review 

• Report of Dr White, consultant physician, department of medicine for the 
elderly, stating that, having heard from Dr Barton, Sr Hamblin and SN Shaw, 
the drugs and doses given we acceptable in the clinical situation 
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Volume 2 witness list and statements 

There are a large number of witness statements, although none from Mr Devine (who 
died in June 2000) or his wife. Significant statements are from: 

Ann Reeves 9.6.04 

In October 1999, there was tension between Mrs Reeves and her sister-in-law 
following a suggestion by the sister-in-law that Mrs Devine would have to go into a 
nursing home. 

Mrs Reeves visited her mother at GWMH on 28.1 0.99, 11.11.99, 19.11.99 (remained 
in the area and visited on and off until returning to Hammersmith 21.11.99}. 

Limited personal observation of events 

r-·-·c·ocie-·A-·-112.6.03. 6.8.04 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

Gives account of events and explains note 

i·-·-c-ode·A-·-·o 3o.6.o4. 1 o.9.o4 
L·-·-·-·-·-·-·-·-·-·-·-·-·• 

States that the member of staff thrown into a bookcase by Mrs Devine on the 
morning of 19.11.99 was [:::~::::£~i~x=::::=:::J 

[~.~~-~~e~-~~-~-~.J1jected the chlorpromazine -C~~~ji_~~~-~~~~~~J had phoned Dr Barton at the 
surgery to ask for advice, and Dr Barton advised chlorpromazine 

L-·-·-·-·-·-·-·-·-·-·-cocfe·A-·-·-·-·-·-·-·-·-·-·-·;"specialed" Mrs Devine on the morning of 19.11.99 i.e. 
·sta-yea-·wftlll1er-tfle-wfloiel'ime 

Syringe driver started 9.25am -fentanyl patch removed -either ~--·-·-·-·-·-·-coCie._.A _____________ i 
[§~~~~~--~ spoke to Dr Barton about starting the syringe driver- Dr Barton·-acfvlsea-·-·-·-·-·· 
syringe driver because chlorpromazine had no effect 

c~~:.~~-Ei~~~honfirms signed prescription chart stating that she had put up the syringe 
driver and administered the diamorphine at 9.25am on 19. 11.99. 

C~~~~~~~f~::~; confirms continuation sheet of prescription shows that she administered 
the fentanyl patch on 18.11.99 

Dr Re id 1 0.9.04, 26.11.04 

Consultant responsible for Mrs Devine - gives a statement explaining his notes of his 
contacts with Mrs Devine on 25.1 0.99, 1.11.99, 15.11.99 

Generally supportive of the medical notes and treatment given: 

• but not appropriate to prescribe oramorph PRN as no pain noted at that 
stage (21.1 0.99) - however, oramorph never administered 

• small doses of diamorphine injected over 24 hours may have been more 
appropriate than fentanyl patch, but multiple injections may have increased 
distress 
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• 40mg diamorphine is a high starting dose - 20-30mg would be more prudent 

• 50mgs chlorpromazine at upper limit of dosage range -would expect to see 
effect within 3 - 6 hours 

• Of some concern that midazolam started before chlorpromazine may have 
reached maximum effect, but midazolam was being administered slowly over 
24 hours - may have led to some over-sedation in first few hours of syringe 
driver 

• No note explaining reason for high start doses of diamorphine and 
midazolam 

Reports comment by Mrs Reeves - had she been able to deal with Dr Reid at the 
time she would not have had to make a complaint 

i·-·-·-·-·-·-·-·-·cocie-A:·-·-·-·-·-·-·-·-·1 
··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Jan 96 - May 98, worked on Dryad Ward as an HCA- worked as EN from May 
1998C~~~~~~§<!.~~~A~~~-~~~~}Nas manager (ward sister/clinical manager) 

Received training on how to set up syringe driver 1999 -would be set up by two 
qualified nurses, only on doctor's instruction 

Only recollection of Mrs Devine is coming on duty one morning (can't remember 
date) at 7.30am to.Jin~LM.r.~-.R~YJ.~~-X~!Y aggressive and presenting risk to herself and 
others -dragged L.-·-·-·-·-·---~~~!!-~---·-·-·-·-·-·-.1 down the corridor- got Mrs Devine into a 
chair- she dug her nails into EN Bell's hand. 

Oct 99,3 teams on Dryad Ward 

Syringe drivers used all the time- would change and maintain drivers, but only in the 
presence of another member of staff- received training in use of syringe drivers 

Remembers one morning came on duty and Mrs Devine agitated - pulled f·--c~Cie .. .lc·; 
down the corridor- got her into chair- someone gave her an injection to calml1ef-·-·-·· 
down 

An ita Tubbritt 25.1 0.04 

Employed on Dryad Ward as senior staff nurse (worked nights) 

No recollection of Mrs Devine, having examined the notes, no involvement in her 
care 

From notes, can see s/c diamorphine given 3 times: 

19.11.99 
20.11.99 
21.11.99 

i-·-·c·oCie-·A-·l days> 
'e'""""'"_,_."""'"' ... ~h.o..u._(nights), witnessed by Anita Tubbritt 
~ Code A ~nights), witnessed by Anita Tubbritt 

i..·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 
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Staff nurse on Dryad Ward 

Remembers Mrs Devine 

Early one morning, witnessed Mrs Devine pushing :.·~.-~.-~§~~~~-~~--~--~}- Mrs DevineL.~.~-~-~C..i~~-~~-~-~-~.J 
Barrett - also present were·-·····~-·-·-·-·-~c~ii~·A"·-···~-·-·-·-·-··1 - Dr Barton came .19.Q.9..~~.r.l.~ ..... . 
morning round - saw what was"f)ajip-enlng.ancfprescribed sedative - U Code A ! 
gave the injection '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· 

Further evidence file 

General background information on use of syringe drivers 

Night nurse - no recollection of Mrs Devine, confirms entries in nursing notes 

Gave diamorphine/midazalom via syringe driver 20.11.99 and 21.11.99 (both times 
witnesses by Anita Tubbritt) 

File of additional evidence 

Report of Dr Black (geriatrician) 

Lack of documentation causes problem in determining whether care optimal. 

Drug management at GWMH sub-optimal: 

• No apparent justification for PRN oramorph on admission 
• No explanation for logic of fentanyl patch 
• Fentanyl patch only removed 3 hrs after s/c diamorphine started 
• Starting doses of diamorphone and midazolam higher than conventional 

guidance 

However: 

• Patient terminally ill 
• Good palliation of symptoms 

Although care sub-optimal, cannot prove it was criminal or negligent 

Report of Or Dud!ey (nephrologist) 

Beyond all reasonable doubt, Mrs Devine was dying from amyloidosis, progressive 
renal failure and dementia - simple measures may have improved or stabilised her 
condition for a few days, but further deterioration culminating in death was inevitable. 

Summarv for use in report 



respect of the care received by her mother Elsie Devine at GWMH between 
admission in October 1999 and her mother's death on 21 November 1999. 

Mrs Reeves referred to an independent review carried out by the hospital following 
her complaint to the hospital. i·-·-·-·-·-·-·-·-·-·-·-·-·c·o-de-A~----·-·-·--·-·-·-·-·-·:gave evidence at that 
review. L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

Mrs Reeves' complaints may be summarised as follows: 

• L~~~~~~~3~~~~~~~~~~~~~J suggested that Mrs Devine was agitated on the morning of 19 
November 1999, but none of the family had ever seen her agitated. 

• ::~:~:~:~:~~:?.~~~~~:~:~:~] applied a fentanyl patch one day, and the next day, another 
nurse (LB) gave 50mg chlorpromazine without removing the fentanyl patch 
first. 
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• At B. 15am, r·-·-·-·Cod·e-·A·-·-·-h telephoned Mrs Reeves' sister-in-law (and not Mrs 
Reeves, who"Was·-riiiiifeii as the next of kin), to say that Mrs Devine was 
confused. She did not suggest that there was any urgency, but by 1 pm, when 
Mrs Reeves' brother attended the hospital, Mrs De vine was unconscious and 
no one could speak to her again. 

• ~-·-·-·-C-ode·-A·-·-·-"!made an unprofessional comment about tension between Mrs 
'"Reeviis·ancHier sister-in-law. 

• Staff bathed and washed Mrs Devine's hair excessively, apparently because 
she asked for it. 

• There was an incorrect statement in the notes on 3.11.99 that Mrs Devine 
could not climb stairs. 

• Sister Hamblin sent home clothes that had been provided by the family 
because they were considered "too good" for a hospital stay (they were dry 
clean only). 

• A relative asked to take Mrs Devine to the hospital restaurant and was 
refused without good reason. 

• A kidney infection was diagnosed and antibiotics started, but this was not 
written up in the notes. 

• When Mrs R({J.e._v_es._.~rri!!.~d at the hospital following her mother's sudden 
deteriorationL_~_'?..~~--A. ___ !ciid not explain the medication and said she could not 
explain what had happened because she had only just come on duty. 

The letter contains no specific allegations aboutL~~~~~~~~~~~~~~~~~~~~~-~7~~~~~~~~~~~~~~~~~~J 

In July 2002,the NMC wrote to Mrs Reeves requesting a copy of the independent 
review report, and consent to approach the GWMH for documents and evidence 
relating to Mrs Devine's care. The NMC wrote to Mrs Reeves again in August 2002 to 
inform her that her complaint would be considered by the PPC on 27 August 2002, 
and in September to inform her that the PPC had adjourned the case pending the 
outcome of the criminal investigation. 



In October 2002, the Fareham and Gosport NHT PCT wrote to the NMC asking for 
details of the allegations againstr-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--·-·-·--·-coCie·A-·-·-·-·-·~-·-·-·-·-·-·-···--··~---·-~-~ 
as the PCT had not previously been-·aware-ortlils""i'i3Teii8CTfieie7s.nifii,-ificiitlifii"oii' 
the file that the NMC responded to this letter. 

The police have provided voluminous material relating to this case, as it was one of 
the 10 cases investigated in full. From this material, it is possible to establish the 
following: 

Mrs Devine was bom on L~~~~~~~~~§~~-~~~~~~~~~~~J After the death of her husband in 1979, she 
lived in her daughter Ann Reeves' house. From January 1999, her health 
deteriorated. In February 1999, it was suspected that she was suffering from 
myeloma, but following tests, an expert advised in May 1999 that there was 
insufficient evidence to support a myeloma diagnosis. 
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In June 1999, Mrs Reeves' husband was diagnosed as suffering from leukaemia. In 
October and November 1999, he was receiving treatment, including a bone marrow 
transplant, at the Hammersmith Hospital. As a result, Mrs Reeves was unable to care 
for her mother at home. 

On 9 October 1999, Mrs Devine saw her GP complaining of pain when urinating. A 
suspected kidney infection was diagnosed and she was admitted to Queen 
Alexandra Hospital for treatment. She was fit to leave by mid-October, but because 
of Mrs Reeves' circumstances, arrangements were made for her to be transferred to 
GWMH and she was admitted on 21 October 1999. 

On the day of admission, she was seen by Dr Barton. The only analgesic prescribed 
was PRN oramorph (10mg/5ml). No reason for this was given in the notes. In fact, 
oramorph was never administered during Mrs Devine's admission. 

On 25 October and 1 November 1999, other doctors noted that Mrs Devine was 
physically independent and continent but needed supervision with washing and 
dressing. She was confused and disorientated and wandered during the day. 

On 11 November 1999, she was prescribed PRN thioridazine, an anti-psychotic. 
There is no corresponding entry in the notes to explain why. She was also prescn'bed 
trimethoprim for a presumed urinary tract infection, but an entry in the notes on 15 
November 1999 showed that the urine specimen had not yielded any growth. 

The thioridazine was first administered on 15 November 1999, when Mrs Devine was 
reported as being very aggressive and restless at times. lt was also administered on 
16 November 1999. On that day, Dr Reid the consultant asked for a referral to be 
made to Or Luznat, a psychiatrist, as a result of Mrs Devine's worsening confusion, 
and also noted that renal function was deteriorating. Also, Mrs Devine creatine level 
had increased from 187 to 360micromol/L between 22 October and 16 November 
1999. 

She was seen on 18 November 1999 by Dr Taylor, who assessed her mental state 
and agreed that it had deteriorated. Mrs Devine was placed on the waiting list for 
Mulberry Ward as a result. 

On 18 November 1999, a fentanyl patch was applied (25micrograms per hour) but 
there is no explanation for this in the medical or nursing notes. A prescription chart 
continuation sheet shows that it was prescribed by Dr Barton and administered by 
Gill Hamblin at 9.15am. 
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On 19 November 1999, there are records of a marked deterioration, and statements 
from nurses who came on duty that morning to the effect that Mrs Devine was 
aaitate.d_and_ob_v..sicalLaaaressive towards them.r-~-----···-·-·-···-··-·-·-··-ccide_A_·--·-··-·-·-···-·-·-·-·-·-·-·-: 
~--·-·-·-·-·-,·-·-·-£<??-~--~---·-·-·-·-·-·-·-.Jive largely consistentaccouiits:·-,ns-·iigreedina[~~~~-~~~~r-·-·-·-·' 
LC::~.~:-~1 gave an injection of 50mg chlorpromazine at Dr Barlon's direction, but it is not 
agreed whether Dr Barton was present or gave the instruction by telephone. The 
chlorpromazine was given at 8.30am. Mrs Devine was then 11Specialed" by two of the 
nurses. 

There is an undated prescription by Dr Barton for 40-BOmg diamorphine and 20 -
80mg midazolam, to be administered sub-cutaneously via syringe driver. On 19 
November 1999, c·~--~-~c~iie~-~-~--~--~-·Jstarled the syringe driver with 40mg diamorphine and 
40mg midazolam. Dr Barton's note reads: 

"Marked deterioration overnight 
Confused aggressive 
Creatinine 360 
Fentanyl patch commenced yesterday 
Today furlher deterioration in general condition 
Needs SC analgesia with midazolam 
Son seen and aware of condition and diagnosis 
Please make comfortable 
I am happy for nursing staff to cerlify death 

Gill Hamblin ~ nursing note for 19. 11.99 reads: 

Marked deterioration over past 24 hours. Extremely aggressive this am 
refusing all help from staff. Chlorpromazine 50mg given /M at 08.30- taken 2 
staff to special. Syringe driver commenced at 09.25 with diamorphine 40mg 
and midazolam 40mg. Fentanyl patch removed. Mr Devine - son seen by Dr 
Barton at 13. 00 and situation explained to him. He will contact his sister Mrs 
Reeves and inform her of Elsie's poor condition. 

Dr Barton has been interviewed by the police and made prepared statements, then 
answered "no comment" to all questions asked. 

The material has been examined by a number of experls, whose conclusions are as 
follows: 

• Dr Wilcock, palliative medicine expert: 

o Use of the fentanyl patch was not appropriate (too strong for the 
patient, less flexible than morphine solution in dose titration) 

o There was an inadequate assessment and documentation of Mrs 
Devine's marked deterioration 

o If midazolam was deemed necessary, it would have been more 
appropriate to give small doses of by intermittent subcutaneous 
injection as required- to go straight to a syringe driver could only be 
justified if it was considered without reasonable doubt that Mrs Devine 
was experiencing agitated confusion as a terminal event and was 
actively dying 



o In the absence of pain, shortness of breath or cough, there is no 
justification for use of diamorphine in a syringe driver 

• Dr Black, geriatrician 

o No apparent justification for PRN oramorph on admission 

o No explanation for use of fentanyl patch 

o Fentanyl patch only removed 3 hrs after sic diamorphine started 

o Starting doses of diamorphone and midazolam higher than 
conventional guidance 

o However, the patient was terminally ill and the drugs given provided 
good palliation of symptoms 

• Dr Dudley, nephrologists 

o Beyond all reasonable doubt, Mrs Devine was dying from amyloidosis, 
progressive renal failure and dementia 
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o Simple measures may have improved or stabilised her condition for a few 
days, but further deterioration culminating in death was inevitable 

The police files also contain a copy of the independent review panel report dated 10 
August 2001, which concluded that there was inadequate communication between 
the hospital staff and Mrs Reeves.r·"':c;;J:A......J...c:Tl gave evidence that Mrs Reeves' 
brother, Mr Devine, gave instructioiiinfi"iifMrs-Reeves should not be troubled 
because she was at the hospital in London with her husband, who was very ill. Sister 

C~~.E~!i~.!C~~~l accepted that this should have been documented, and that greater care 
should have been taken to ensure that Mrs Reeves was kept informed. The panel 
concluded that Mrs Devine's medical management was appropriate. 

Or Reid, the consultant responsible for Mrs Devine's care, has made a police 
statement. Generally, he is supportive of the medical notes and treatment given, but 
has some reservations: 

• In his view, it was not appropriate to prescribe oramorph PRN on admission, 
as no pain had been noted at that stage. However, oramorph was never 
administered; 

• Ssma// doses of diamorphine injected over 24 hours may have been more 
appropriate than the fentanyl patch, but this would have involved multiple 
injections, which may have increased distress; 

• 40mg diamorphine in the syringe driver was a high starting dose. 20-30mg 
would have been more prudent; 

• 50mg chlorpromazine is at the upper limit of dosage range. He would expect 
to see the effect within 3 - 6 hours. Therefore it is of some concern that 
midazolam was started before the chlorpromazine may have reached 
maximum effect. However, the midazolam was being administered slowly 
over 24 hours. 



• It is undesirable that there is no note explaining the reason for high start 
doses of diamorphine and midazolam 
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Dr Reid also states that he established a good rapport with Mrs Reeves while she 
was pursuing her complaints with the hospital, and reports that she told him tbag had 
she been able to deal him at the time of her mother's illness and death, she would 
never have made a complaint. 

1t should be noted that there are no police statements from Mrs Reeves' brother, Mr 
Devine, as sadly, he has died. lt is clear from Mrs Reeves' statement to the police 
that she had argued with her sister-in-law about Mrs Devine's care, and as a result 
there was tension between some of the family members. 

Devine - conclusions 

In my view, there is no realistic prospect of proving that any of the nurses was guilty 
of misconduct in the way in which they communicated with Mrs Reeves about what 
was happening. Given Mrs Reeves' difficult personal circumstances, and the nurses' 
account that her brother had instructed that she should not be troubled, a panel is 
likely to conclude that it was not misconduct for them to communicate with Mrs 
Reeves' brother and sister-in-law. Any attempt to pursue an allegation of this sort 
would be bound to fail because Mr Devine is dead and could not give evidence, and 
prior to his death, he never made any statement contradicting what the nurses say 
about his instruction. 

In my view, i-·-·-·-·-·co.de·A·-·-·-·-·~s comment at the independent review about tension 
between Mrs7~ee-ves-·a-n"d-ber sister-in-law does not amount to misconduct. Sister 
c..'::~:<;.9~~~.::::3 comment was made when she was giving evidence (not in patient notes) 
and was fair and accurate. 

Further, I do not consider that Sister Hamblin's refusal to accept the clothes originally 
sent for Mrs Devine to be misconduct. They were dry-clean only, and in my view it 
was reasonable for SisteJfCode._.GJo ask for more appropriate clothing. 

·-·-·-·-·-·-·-·-·-·-·· 

In my view, there could be grounds for criticising the nurs;z;.:~.:::;-.,.;.,;Jii;C;;,-:;~~i:who gave 
the chlorpromazine without removing the fentanyl patch (it was not removed until 3 
hours later). However, Ms Ban-ett is not the subject of a complaint from Mrs Reeves. 
Further, a panel may conclude that there is no realistic prospect of this amounting to 
misconduct likely to lead to removal. 

I do not consider that Mrs Reeves' account of Staff NurstL~~~~~~t.~~~Jcomments is 
capable of supporting a charge of misconduct that is likely to lead to removal. Her 
account is disputed and in my view there is little prospect of it being proved beyond 
reasonable doubt, and even if it was, a panel is unlikely to find misconduct in all the 
circumstances. 

The other complaints made by Mrs Reeves are non-specific and do not amount to 
aflegations of misconduct against named nurses that are likely to lead to removal. 

Therefore, the only potential allegation that could be pursued is the general allegation 
offailure to challenge inappropriate prescribing. Among the experts (including Or 
Reid, Mrs Devine's consultant), there seems to be general agreement that there were 
defects in Dr Barton's prescribing. 



I 

, 

Accordingly, this case raises similar issues to those outlined in relation to Wilkie (see 
above). 
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GOSPORT 

REVIEW OF EVIDENCE- MIDDLETON 

NMC FILES (folder 4) 

Bulbeck letter of complaint 19.6.02 

Complaint re: care received at GWMH 29.5.01 - 16.8.01 

Suffered stroke 10.5.01- stab!ized at Haslar Hospital and transferred to GWMH for 
rehabilitation 

On one visit, found mother sitting up with meal and call bell too far away for her to 
reach and no cutlery 

Given too much fluid despite being on a drip and having a catheter, and as a result, 
suffered congestive cardiac failure 4. 7. 01 

Transferred back to Haslar for PEG to be installed 

On one visit, found mother sitting in chair with sick bowl in front of her, another full 
bowl by her, choking, covered in sweat, unable to call far help because bell aut of 
reach - called nurse, who called doctor and carried out x-ray showing blocked bowel 

Made to wait 45 minutes far a bed pain 

When Mrs Middle ton told a nurse she was worried about smelling because of 
catheter, the nurse said "don't wony all old ladies smell" 

Often found mother in bare feet/legs without blankets 

Worried about drugs given as she behaved very strangely some days 

Some nurses uncaring and had unprofessional attitude to patients 

Some nurses failed to carry out doctors' orders 

NMC letter to PCT 3.7.02 

Enclosing Mrs Bulbeck's letter of complaint 

Bulbeck letter 12.8.02 

Complainant confirmed that she cannot name individual nurses responsible for the 
matters complained of 

Bulbeck letter 2.9.02 

Names ~-·-co-(ie--A-·]as responsible for appalling care in light of his role as clinical 
managE~r·-·-·-·-·-·-·-·-·-·-·1 
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PCT letter 14.10.02 

Carried out investigation into Mrs Bulbeck's complaint- enclosed investigation report 
and letter to Mrs Bulbeck- no individual nurses named, some general deficiencies 
identified 

POLICE FILES 

Officer's report 9.1.03 (police review file 4) 

Interview with Mrs Middleton -account consistent with letter of complaint to NMC 

Expert conclusions 

Fern er 

Laws on 

Naysmith 

A1- optimal care given, death by natural causes 

A 1 - doses of analgesia appropriate, died of natural causes 

A1 -abdominal pain, aspiration pneumonia and very frail (on 
continuous oxygen) started on oral diamorphine PRN, then moved to 
continuous syringe driver when pain more severe -very reasonable 
treatment. Breakthrough pain, so diamorphine dose increased, also 
midazolam because agitated and distressed 

(NB lrene Waters' notes incomplete) 

Summarv for report 

In June 2002, Mrs Bulbeck wrote to the NMC to complain about the general/eve/ of 
care her mother Mrs Middleton received at the Gosport War Memorial Hospital from 
inffial admission on 29 May 2001 to August 2001, when she was transferred to 
another hospital shortly before her death. 

Mrs Bu/beck gave a number of examples of her concerns: 

• On one visit, she found her mother sitting up with her meal and call bell too 
far away for her to reach and no cutlery; 

• Her mother had a "fluid overloadn despite being on a drip and having a 
catheter, and as a result of this, suffered congestive cardiac failure on 4 July 
2001; 

• On another visit, she arrived to find her mother sitting in chair with a bowl in 
front of her and another bowl full of vomit by her. Her mother was being sick 
and choking. She was covered in sweat, and was unable to call for help 
because bell out of reach. Mrs Bulbeck called a nurse, who in tum called 
doctor. The doctor carried out an x-ray showing blocked bowel; 

• Mrs Middle ton had to wait 45 minutes for a bedpan; 

• When Mrs Middleton told a nurse that she was worried about smelling 
because of catheter, the nurse said "don't worry all old ladies smell~· 
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• Mrs Bulbeck often found her mother sitting up in a chair, with bare feet/legs 
and no blankets; 
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• Mrs Bulbeck was worried about the drugs her mother was given because she 
"behaved very strangely some daysn; 

• Some of the nurses were uncaring and had an unprofessional attitude to the 
patients; 

• Some of the nurses failed to carry out doctors' orders. 

Mrs Bulbeck was asked if she could provide further detail, but confirmed that she was 
unable to name individual nurses. She could only name r·code·-A··-·i the clinical 
manager, as having responsibility for her mother's care. '·-·-·-·-·-·-·-·-·-·-·-·-·· 

The NMC forwarded a copy of Mrs Bufbeck's letter of complaint to the Fareham and 
Gosport NHS PCT. The PCT commissioned an investigation and provided the NMC 
with a copy of the investigation report, and its letter to Mrs Bulbeck. Some generic 
issues were identified, but none of these were attributed to named nurses. 

As part of the second police investigation, this case was reviewed by the panel of 
experts. Their conclusions were as follows: 

• lrene Waters (Nurse) 

No opinion expressed about the quality of nursing care (although her notes 
are incomplete). 

• Robin Femer (pharmacologist) 

Mrs Middleton received optimal care and died from natural causes. 

• Peter Lawson (geriatrician) 

Mrs Middleton was given appropriate doses of analgesia and died from 
natural causes. 

• Anne Naysmith (palliative care expert) 

Mrs Naysmith had abdominal pain and aspiration pneumonia, and was very 
frail (on continuous oxygen). She was started on oral diamorphine PRN, then 
moved to continuous administration via a syringe driver when the pain 
became more severe. This was very reasonable treatment. Mrs Middleton 
had breakthrough pain, so the dose of diamorphine was increased. She was 
also prescn'bed midazolam because she became agitated and distressed. 

Middleton - conclusions 

Given the expert conclusions, it is clear that there is no prospect of establishing a 
case based on failure to challenge inappropriate prescribed. 

Mrs Bulbeck has made allegations about specific incidents, but is unable to name the 
nurses involved and has not provided any dates. Accordingly, there is no prospect of 
proving allegations relating to any particular incident against any named nurse. 



NMC1 00086-0217 

The only nurse she has named i(~~~f~~-~~~~JS~~), on the basis that he was responsible 
for poor care because he was the clinical manager. To establish this, we would have 
to prove poor care, in addition to proving thatr~!.:_-?,;;_r,:'::;.:'3s manager. was culpable. 
Given the material we have received to date, and the passage of time, the PPG may 
take the view that there is no realistic prospect of proving this. 



GOSPORT 

REVIEW OF EVIDENCE- WILKIE 

NMC FILES 

Ford report NMC file 1 

Conclusions: 

• No diagnosis made to explain reported deterioration around 15.8.98; 
• No clear evidence of pain 
• No explanation in nursing or medical notes as to why commenced on 

diamorphine and hyoscine - other oral analgesics could have been tried first 
• Undated prescription for variable doses of diamorphine, hyoscine and 

midazolam was poor practice and potentially hazardous 
• Inadequate medical and nursing and records 
• Drugs administered may have hastened death, but she may have died at that 

time anyway 

Letter of complaint from M Jackson (pp E V eats) 1.6.02 NMC file 2 

Mother transferred from QAH to GWMH for rehabilitation. After transfer to GWMH, 
mother appeared increasingly sleepy, weak, and unwell- could not stand unaided. 
Called intoi·~.-~.-~.-~.-~:~~-~-~-~--~--~--~-·ioffice a few days after transfer and told that she was dying 
and nothing could be done to help her. Told PB did not want mother to suffer. 
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PB recorded in medical notes that I had agreed to syringe driver and active treatment 
not appropriate - this is false. 

Note in records to say mother dying comes from C~~~~~§~~~~~~:~J- no corresponding note 
from medical staff. 

20.8.98- mother appeared to be in pain. Told nursing staff, who were dismissive. 
Asked twice for help and waiting 1 hour for c·.~--~--~~~~~--~--~--~--~·.J 

PB did not examine or carry out pain assessment - said would arrange pain relief 
that would make her sleepy. 

Left hospital13.55- nothing had been done to alleviate discomfort. 

Nursing notes falsely record syringe driver started 13.50. 

Daughter attended - PB said "your mother seems to think that your grandmother is in 
pain" 

Returned to hospital 8pm - mother on diamorphine and unconscious. 

Why was mother placed on syringe driver with diamorphine when only that afternoon 
nursing staff were unaware she was in pain? 

Why was diamorphine given in 30mg doses, not 5- 10 mgs. 
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Why was no other pain relief tried before diamorphine? 

Why was no pain assessment carried out? 

Late pm 21.8.9, persuaded to go home by nursing staff who said they'd call if any 
change. Returned short while later- PB said she had just died. Obvious she had 
died earlier. 

Records falsely state daughter and granddaughter present at death. 

Medical records contain mix~ups: 

• Note states mother given oramorph, then crossed out (mix up with notes of 
Gladys Richards) 

• Time of death on file given as 18.30 and 21.20 (time G/adys Richards died) 
(Nurse Sylvia Roberts wrote the notes) 

• Notes lacking in detail re: fluid intake/urinary output 
• 21.8.98, blood in catheter bag (witnesses by daughter and granddaughter) 

not noted 

Acknowledgement letter 12.8.02 NMC file 2 

Letter from (~.~-~-~-~-~~-~~."A.~.~-~-~.]o Mrs Jackson ref: PRE/19/[~.~~;.·~]11978 - case to go to 
PPC 27.8.02 

Contact fax 13.9.02 NMC file 3 

Fax from Mrs Jackson to say all correspondence should be addressed to Emily Yeats 

Update letters 27.9.02 NMC file 4 

Letter from [~~~~~~~~~~~~~~]to Mrs Jackson ref: PREIDEC/20fE~~~112053 and Emily 
Yeats ref: PREIDEC/201..':~-d~-~~2053 to inform of PPC's decision to adjourn pending 
outcome of CPS investigations 

Records NMC file 4 

Nursing notes 6.8.98- 21.8.98 

17. 8. 98 am - condition has generally deteriorated over the weekend. 7. 45pm 
Daughter seen - aware that mum's condition is worsening, agrees active treatment 
not appropriate, & to use of syringe driver if Mrs Wilkie is in pain - signee_~-:-~~~~€~~-~~~~~~-~~~~~~ 

21.8.98 12.55 Condition deteriorating during morning. Daurtb.ter.a.nrl granddaughters 
· 't d t d P t' t ~ rt bf d · ~ · ! Code A : vtst e + s aye . a 1en com,o a e an pam ,ree - sJgneL.-·-·-·-·-·-·-·-_; 

21.8.98 18.30 Death confirmed at 18.30 family present- signature illegible 

Medical notes 4.8.98 - 21.8.98 

10. 8. 98 assessment note by Or Lord 

• 



21.8.98 Marked deterioration over last few days. se analgesia commenced 
yesterday family aware and happy- signed by Or Barton 
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21.8.98 18.30- pulse and breathing?? no heart sounds pupils fixed death confirmed 
family present for cremation - signed by L~~~3L~~~~~K~~~~J C Nurse 

Prescription record 31.7.98- Undated (21.8.98) 

Fluoextine, co-danthramer, zopiclone, lactulose, promazine, augmentin charts for 
31.7.98-19.8.98 

Undated prescription sic diamorphine 20- 200mg, hyoscine 200- 800mg, 
midazolam 20- 80mg Or Barton 

Administrations: 20.8.98 13.50 30mg diamorphine, 20mg midazolam (initialled), 
21.8.98 30mg diamorphine, 20mg midazolam (initialled) 

POLICE FILES 

Officer's report 29.4.04 police file review file 2 

Visit to Marilyn Jackson (d), Emily V eats {gd) and Lisa Payne (gd). 

Family have compared their notes, as provided to them by LHA, with notes held by 
police. Noted police records had a page missing between p88 and 89 (clinical 
records end 2.8.98) (cfnotes on NMC file, we have clinical notes 4.8.98- 21.8.98). 

Admitted to GWMH for 4/6 week assessment of condition and rehabilitation - mobile 
and able to feed self- by weekend, like "an empty shell", had to be moved by hoist, 
bed bound. 

17.8.98- tel call from hospital asking her to come in- spoke to PB- Mrs Jackson 
concerned as did not want mother to suffer any pain. 

20.8.98 - mother sleepy and appeared to be in discomfort- mother said she was in 
pain - approached::~:~~~:~~~] and asked her to check on mother. 

Waited an hour and no nurse came 

Went and fetched PB - he said "we'll give your mum something for the pain but it will 
make her sleepy" 

Left hospital 2pm - rang daughter and asked her to go to hospital and check 

Lisa Payne went to hospital - asked about grandmother and was told "your mother 
seems to think she's in pain" - grandmother sleeping peacefully 

20.00, Mrs Jackson went to hospital - mother unconscious - stayed overnight- night 
staff very nice, arranged bed 

21.8.98 am - mother's catheter bag full of blood 

Tea time - PB told Mrs J to get some rest- assured her he'd notify of change in 
condition -family left and returned 18.30- PB said "she's heard your voice she's just 
gone" 
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Mrs Wilkie looked yellow and waxy- not as if she had just died 

Concerns: 

• Speed with which went from being well/walking to comatose 
• No one spoke to family re: pain relief 
• Not aware syringe driver in use 
• No warning or communication about severity of condition 
• Query time diamorphine given 
• P88 Dr Lord wrote DNR- family not consulted 
• Dispute PB's entry 17. 8.98 
• P140 13.8.98- error in record, refers to medication error (Giadys Richards) 
• 19.8.98 entry re: death (Giadys Richards) 
• No fluid input/output charts 
• Cause of death pneumonia - never informed about this 
• Not seen by doctor 10.8.98- 21.8.98 
• 17.8.98- who decided active treatment not appropriate? 
• 20.8.98- who checked for pain? 

Expert conclusions 

Femer: Unclear cause of death/treatment sub-optimal or negligent - high dose 
of diamorphine from start 

Lawson: 

Naysmith: 

No grading - believes missing drug chart/notes - insufficient detail in 
notes available 

Unclear cause of death/sub-optimal treatment- missing medical 
records for final admission and a second drug chart - late stage 
dementia, became v dependant following UTI requiring IV antibiotics -
may have died of dementia in GWMH whatever management- only 
relevant drug chart seen for 20/21.8.98- nursing notes suggest 
syringe driver may have been initiated 17.8.98, when permission 
given, but no other evidence of this - no evidence to judge whether 
deterioration alluded to 17.8.98 due to medical problems or secondary 
to opioid treatment - sub-optimal based on inadequacy of medical 
notes - high starting dose of diamorphine 

Summary for report 

Evidence in the case of Wilkie 

On 1 June 2002, Mrs Wilkie's daughter Mrs Jackson wrote to the NMC to complain 
about the care given to her mother prior to her mother's death in August 1998. She 
made a number of general points, but I have summarised below those could perhaps 
be attributed to individual named nurses. 

She noted that her mother was transferred from Queen Alexandra Hospital to GWMH 
for rehabilitation - on admission, she could walk and feed herself with assistance. 
After transfer, her mother appeared increasingly sleepy, weak and unwell, and could 
not stand unaided. After a few days, she received a call telling her to go to the 
hospital and spoke to Phifip Bede in the office. He told her that her mother was dying 
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and nothing could be done for her. Mrs Jackson told Mr Bede that she did not want 
her mother to suffer. 

On 20.8. 98, Mrs Jackson considered that her mother was in pain, and told nursing 
staff, who were dismissive. She had to ask for help twice, and wait one hour, until 
[~~~~~~~~~~A~~~] attended and said that he would arrange pain relief which would make 
Mrs Wilkie sleepy. When Mrs Jackson left the hospital at 13. 55, nothing had been 
done to alleviate her mother's discomfort. When Mrs Jackson returned to visit at 
20. 00, her mother was unconscious. 

NMC1 00086-0222 

On 21.8.98, Mrs Wilkie,s catheter bag contained blood. Late in the afternoon of 
21.8.98, the nursing staff persuaded Mrs Jackson to go and take some rest. She only 
agreed when they assured her that they would call her if anything happened. When 
she returned to the ward at 18.30, c.~·-~--~--~~~-~~~--~--~--~·.]said that Mrs Wilkie has just died, and 
had heard their voices before she went. From her mother's appearance, Mrs Jackson 
believes that her mother had not only just died. 

Having reviewed her mother's records, Mrs Wilkie has the following complaints: 

• On 17.8.98,L~~~~~£~~~~E~~~~J made an entry in the nursing notes "Condition has 
generally deteriorated over the weekend Daughter seen - aware that mums 
condition is worsening, agrees active treatment not appropriate and to use of 
syringe driver if Mrs Wilkie is in pain". Mrs Jackson denies that her 
conversation withC.·:.:::fii~!J..=·=·~.was as recorded. She states that she did not 
agree that active treatment was not appropriate, and that there was no 
discussion about a syringe driver. She maintains that she was never told 
about the syringe driver. 

• Nobody carried out a pain assessment a) when Mrs Jackson complained 
about her mother's pain on 17.8.98 or b) before starting the sic diamorpine on 
20.8.98. 

• The drug administration record states that the syringe driver was started at 
13.50. Mrs Jackson maintains that she did not leave the hospital until13.55, 
and the syringe driver had not been started when she left . 

• The nursing records falsely state that Mrs Wilkie's family were with her when 
she died. 

• There are errors in the nursing records. On a nursing care plan there are two 
incorrect entries: 

o 13.8.98, entry scored through, reads "oramorph 10mgs given at 21.00 
as distressed. Settled and slept. Written in error as outside Gladys 
Richards room!" 

o 21.8.98 "condition remained poorly pronounced dead@ 21.20 hrs by 
SIN Sylvia Roberts ?? ?? relatives (2 daughters) presenr'. Elsewhere 
in the nursing notes, it is recorded that Mrs Wilkie died at 18.30, which 
is around the time when Mrs Jackson returned to the ward. 

These entries are initially/signed, but I cannot identify the authors. 



• There is no mention in the notes about the blood in the catheter bag on 
21.8.98. 

• Why was her mother given diamorphine, and why was she started on such a 
high dose? The prescription chart, written by Dr Barton, was undated. She 
prescribed as a regular daily review (not PRN) diamorphine 20-200mg/24hr, 
hyoscine 200-800mg/24hr and midazolam 20-80mg/24hr, all to be 
administered subcutaneously. 

This case has been reviewed by a number of experts instructed by the police. The 
first of these was Professor Ford, who reported in December 2001. His conclusions 
were: 

• The initial assessment and plan as noted by Dr Lard an 10. 8. 98 was 
reasonable. 

• No diagnosis was made to explain the deterioration Mrs Wilkie is reported to 
have experienced around 15. 8.98, and there was no recorded medical 
assessment. 

• There is no clear evidence of pain or explanation of why Mrs Wilkie was 
started on the syringe driver. 

• Oral analgesics could and should have been tried before starting the syringe 
driver. 

• The undated prescription was poor practice and potentially vety hazardous, 
as Mrs Wilkie was a frail elderly underweight patient with dementia. 

• The medical and nursing records are inadequate. 
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• The use of the syringe driver may have hastened death, but Mrs Wilkie was a 
frail dependant lady with dementia who was at high risk of developing 
pneumonia even if she had not been administered sedative and opiate drugs. 

As part of the second police investigation, this case was reviewed by the panel of 
experts. Their conclusions were: 

• lrene Waters (nurse) 

No opinion expressed about the quality of nursing care. 

• Robin Femer (pharmacologist) 

Noted that there was a high dose of diamorphine from the outset. Concluded 
that treatment was sub-optimal or negligent, but unclear as to cause of death. 

• Peter Lawson (geriatrician) 

Unable to assess cause of death and standard of care as medical notes and 
a section of the drug chart were not available from the police. 

• Anne Naysmith (palliative care expert) 
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Noted that medical notes and a second drug chart appeared to be missing 
from the material provided by the police, but concluded that the cause of 
death was unclear and treatment sub-optimal. This conclusion was based on 
the inadequacy of the medical notes. The patient was in late-stage dementia 
and had become very dependent following a UTI requiring IV antibiotics. She 
may have died of dementia in GWMH whatever management had taken 
place. 

Wilkie - conclusion 

/n,.mv.Jti.e.w._tb~re is at least one potential allegation of misconduct that could be put 
tq ____ g_~~-~--~·-·_jand it relates to his disputed note on 17.8.98. Mrs Jackson accepts 
that there was a conversation about her mother's pain, but denies that she agreed 
active treatment was inapproprjate_or_~hat a syringe driver should be used. 
Accordingly, she alleges that~ Code A !falsified the note of their conversation. 

i·-·-·-·-·-·-·-·-i 

There are clear evidential issues with this allegation: 

• it would appear that the only people present during the conversation were 
Mrs Jackson and r·-·Code·-A-·-·-1 

L-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

• Mrs Jackson accepts that she was concerned that her mother should not 
suffer pain; 

• The passage of time will make it difficult to prove to the required standard 
exactly what was said during a conversation almost 10 years ago. 

Of the other possible allegations, my views are as follows: 

• The failure to carry out a pain assessment on 17. 8. 98 is difficult to attribute to 
a named nurse, but could potentially form the basis of an allegation against 
Mr Bade, as he was the person who eventually dealt with Mrs Jackson's 
concerns; 

• I do not consider that Mrs Jackson 's allegation about the start time of the 
syringe driver on 20. B. 98 is capable of proof or that, if proved, would be likely 
to lead to the removal of the nurse responsible. The most that could be 
proved would be a 5-10 minutes discrepancy between the time Mrs Jackson 
says she left the ward and the time the syringe driver is recorded as starting; 

• Whilst it may be possible to prove that the notes incorrectly record the time of 
death, and that the family was present at death, and the PPC may consider 
that this is unlikely to lead to removal; 

• lt would be possible to prove that the notes contain an incorrect entry dated 
13.8.98 that was then scored through and corrected, but the PPC may 
consider that this is unlikely to lead to removal; 

• We could prove that there was no entry in the notes on 21.8.98 that the 
patient's catheter bag contained blood. However, we would then have to 
prove that a the catheter bag did contain blood, that an individual named 
nurse did or should have noticed this, and that the individual named nurse 
failed to record this in the notes. In my view, this is not possible; 
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• Finally, there is the wider concern about the alleged poor prescribing, the 
administration of high starting doses, and the failure of the nurse(s) to 
challenge. Potential evidential issues relating to these concerns are as 
follows: 
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o The identity of the nurse who started the syringe driver is not clear, but 
his/her initials appear on the prescription records and so it is possible 
that he/she could be identified. 

o We could seek an independent expert to review the material we have 
and give an opinion on the prescription and whether a nurse should 
have challenged it/administered medication on the strength of it as per 
the prescription record. However, I note that two of the experts 
instructed by the police comment on the apparent absence of a drug 
chart and the inadequacy of the records. This may make it very 
difficult for us to prove a positive case. 

o We are not in a position to make an allegation of inadequate record 
keeping against any named nurse(s), as we have no information about 
who was responsible for the records, who was on duty, etc. 

o One possible course would be to liaise with the GMC and establish 
whether they are looking into this patient and proposing to take action 
in respect of the prescription. If they are, we may wish to wait until 
GMC action is concluded, and then follow their findings. However, 
there has already been a substantial passage of time since the 
incident. Altematively, we may ask the GMC if we can adopt or share 
any evidence they obtain during the course of any investigation. 
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NMC File Note 

Subject: Gosport 

Date: 19.3.07 

Reference: !-c~d~-·A·i 
i·-·-·-·-·-·-·-·-·-! 

Review of final set of material provided by police. Prepared table of cases. Each file 
contains a number of statements from nurses involved in the care of the patient. The 
only files where family members expressed criticisms of named nurses were as 
follows: 

• Cunningham - the family suggest that fc-o-de--A-, was part of a conspiracy 
to practice euthanasia '·-·-·-·-·-·-·-·-·-·-·-·-! 

• Devine - there are particular mentions of[·-·-·-·-·-·-·-·-·-·Code-·A·-·-·-·-·-·-·-·-·-·1 and 
another nurse from another hospital ~--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

Checked original 80 police cases for references to named nurses. The only 
expressions of dissatisfaction with named nurses were as follows: 

• Carby- police memo notes that the family commented on r-·-·c;;;·Cie_A_·-·rrhey did 
not like her manner and formed the impression that she did._iioffiT<e._their 
father who was a "big man". 

• Queree- police memo notes that Mrs Queree's daughter found Sheila 
Rogers "particularly unpleasant" and nicknamed her • Jackboot Annie", as Ms 
Rogers said that visitors were not allowed before 2pm. 

• Wilkie -the police memo records that on 20.8.98, the family a~ke.df:Cocfe--A--1 
to check on Mrs Wilkie as they believed she was in pain, but $_~~-~«:.-~J"aTa-·n-of 
come so they spoke tor-·-··c·c;Ci';P.-~·-·-]On 21.8.9B,C:~,:.~~-c-~_d;J.i:.~:~J sent them to get 
rest and promised he'cfcalrtneiT1"1r-iinything happened. When they arrived 
back on the ward, he told them Mrs Wilkie had just died. However, the family 
thought she looked "yellow and waxy"', and that she had not only just died. 

• Richards (this case was closed by the PPC) -i·-·-·-·-·-·-code-·:tc-·-·-·-·-·:is criticised 
· in family member statements far not recognisin~flnafMrs-·Ricnii-rds was lying 
awkwardly following a fall. 

• Middletan - the police memo records that Mrs Middletan had concerns that 
patient food and drink was being left out of reach, and that she raised this 
with the ward managers [~~~~~~~A~~~~~Jand Pat Wilkins. 
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Next tasks are as follows: 

• Prepare summaries of evidence in outstanding old rules cases, i.e. 

o Wilkie 
o Devine 
o Middleton 

• Prepare a full report on work done to date and next steps 

Page 2 of 2 
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Code A 



NMC1 00086-0229 

Code A 
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Code A 
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Code A 



NMC1 00086-0232 

Code A 
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Code A 



PATIENT ADMISSION DEATH/DISCHARGE 
1 Abbatt 29.5.90 30.5.90 
2 Amey 14.11.90 20.12.90 

3 Batty Sep-90 2.1.94 

4 Brickwood 3.2.98 12.6.98 

NAMED NURSES NAMED DOCTORS 
S/N Bra? (lW) Or A? (lW) 
None None 

Or Barton, Or Lord, 
None Or Beasley (lW) 

.--~!NJ?iffin (lW) 
i Code A i (family) None 

Or Reid {lW) 
Or Brooks, Or Barton 

S/N F? and Nurse & Or Briggs (RF) 

EXPERT'S CONCLUSION NMC COMPLAINT? 
82/A2/B2 No 
A218/82 No 

B2/82/C2 No 

82/82/A2 No 

5 Chivers 11.5.99 20.6.99 B? Or Barton (family) A21B2/82 No 
Dr Barton, Or Lord 
(lW) 

6 Dicks 28.12.98 22.3.99 SN Basher (lW) Or Barton (family) 82/A21A2 No 
Dr Waiters, Dr Lord 

7 Hall 5.7.93 6.8.93 lW A2/B3/A2 No 
SR ; Code A i and Dr Barton (lW) 

·a Lee 14.4.98 27.5.98 SINL _____________ .] Or Barton (family) None/82/83 No 
$1N .•. Lo.v.c-P...nnd0$/N 
N ! 
~Code A I Dr Barton (lW) 
~ ! Dr Barton and Or 

9 Carbv 26.4.99 27.4.99 0 ! Lord (family) A2/A2/A2 Yes 

Or Pennells, Or 
Shenton, Or Yea, Or 
Chilvers (lW) 

11 Hadley 5.10.99 10.10.99 S/N Pe? (lW) Or Bee Wee (RF) A2182/A2 No 
Dr Barton and Dr 

1,f Hobday 24.7.98 11.9.98 S/N Roberts (lW) Lord (lW) A2/A2/A2 No 
SIN Dorrlngton 

13 Page 27.2.98 3.3.98 {lW) Or Lord (family) A21A21A2 Yes 

.lA Parr 31.12.98 29.1.99 No 

NMC1 00086-0234 
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'Massive\ nurse Or Reid and Or Lord 

~~~~~:~~:~J 11.11.98 3.12.98 (family) (lW) A2JA2JB2 No 
Sister Jones (lW) Or Bealey and Or 
Sheila Rogers Brand (lW) 

16 Queree 29.7.94 10.10.94 (family) Or Barton (family) A2JA2JA2 No 
SIN Bre?, SSN 
Ray, S/N Markham 
(lW) Or Barton, Or Gibb, 
Nurse Ashridge Dr Viewer (lW) 

17 Reeve 11.11.96 14.4.97 (family) Or Barton (family) A2/A2JB1 No 
18 Ripley ? ? (still alive) A2 No 

SSN fubbritt and Or Barton and Or 
19 Taylor 3.10.96 20.10.96 SIN Nelson Lord (lW) B2/A2JB2 No 
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PATIENT ADMISSION DEATH/DISCHARGE NAMED NURSES NAMED DOCTORS EXPERrS CONCLUSION 
20 E Aubrey 12.6.95 15.6.96 S/N Treadore & S/N Tubb? (lW) Dr Barton & Dr Lord (AN & family) 81/81 or B21C3 

NMC COMPLAINT? 
No 

21 H Aubrey 1.6.99 2.6.99 None Dr Barton & Dr Lord (family)/Or Bee Wee (PL) 83/83/83 No 
c~-=~~=~~-;:~~~~~~~~~==-~-::~~~~~~~~~~~~~~~::::.::.::::.-~~~~~~~~~~~~~~~~~~~~~~~~~~~~;~:.:.-~:::.-~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~.-~-~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~====~~]3 No 
23 Ramsey 1.6.01 27.11.01 (alive) None None A1/A2 or A1/A2 No 

24 Rogers 30.1.97 4.2.97 RGN Dorrington (lW) Dr Barton (famlly)/Dr Barton (IW)/Dr Lord (AN) A 1/A2/A 1 No 
25 Tiller 4.12.95 13.12.95 , ... e.~~:B.~;~.r.:.~:.:1f~r,nily) Dr Barton (lW) A21821A2 No 
26 Wilkie 6.8.98 21.8.98 L. .... ~~~-~-~---·-i (family) Dr Barton/Dr Lord (family) Or Peters (lW) 82 or 83/no grade/82 Yes 
27 Corke 22.7.99 14.8.99 None Dr Beale (lW) No grade/A1 or no grade/A2 No 

2C.·~--~--=~--~--~--~--~--~--~~-~--~--~~-~--~--~--~--~--~--~--~--~--~-~~~-~~~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~--~~c:e~~--~--~--~--~--~--~--~--~--~-·~':-~-~~~-~-~-~~-~--~--~-~=-~~-~-~~~-~-~(~~!·?!~~~·??~~- No 
29 Stanford 23.11.93 27.11.93 Sister Goldsmith (lW) Dr Barton (family)/Or Barton (lW) 82182 or B3/A2 No 
30 Willis 9.4.97 16.2.99 SIN Marjoram {lW) Or Barton {family)!Dr Lord & Or Barton (lW) 821A2/A2 No 
31 Burt 10.2.99 22.3.99 Hallman (lW) None 81/A1 or A2/A2 No 

32 Miller 
33 Leek 
34 Skeens 

31.3.99 
6.8.98 
20.10.95 

35 Marshall 29.12.95 

36 Brown Continuing 
37 Dumbleton 25.5.93 
38 Harrington 8.6.93 
39 Clements 6.2.95 
40 Smith 30.3.99 

41 Oonaghue 16.5.91 

42 Benson 21.8.95 
43 0 Cresdee 3.4.90 
44 Humell 14.5.99 
45 Hom 5.11.99 
46 Askew 7.5.98 
47 Hom 26.3.98 

6.4.99 
16.12.96 
29.10.95 

7.1.96 

6.10.97 
12.6.93 
21.7.93 
12.2.95 
6.4.99 

3.8.91 

8.2.97 
2.6.90 
16.5.99 
12.11.99 
10.5.98 
6.5.98 

None (AN criticises nursing re: 
lack of clarity over co-codamol) 
None 
Marden (lW) 

Sister:=:=~~~~=~:=::& SIN[~~;~~;~ (lW) 
None 
SIN Joines (lW) 
SIN Tubbritt (lW) 
None 
Sister Goldsmith, SIN Gore, S/N 
Brooke (lW) ......................... . 
SIN Wilkin & 5 Code A ) (lW) ......................... . 

None 
None 
None 
Hallmann & Theadas 
SIN P Shaw and r-·-c;-;;-(t-;.4.----! 

i.-·-·-·-·-·-·-·-·-·-·-! 

Dr Barton (family) 
Dr Barton (family)/Dr Barton & Dr Lord (lW) 
Dr Lord & Or Barton (lW) 
Dr Barton (family)/Dr Knapman & Dr Barton 
(lW) 

or Barton {lW) 
Dr 8arton (family)/Dr Barton & Or Lord (lW) 
Dr 8arton & Dr Lord (lW) 
Dr Barton & Or Tandy (lW) 
None 

Or Shawcross, Or Sutton, Or Pennels (lW) 
Or Lord {family) Or Lord, Or Benton, Or 
Knapman, Dr Brigg, Or Beesley (lW) 
None 
None 
None 
None 
Dr Lord & Or Barton (family) Dr Banks (lW) 

821A2/A2 
821821A1 
821A2/A2 

821821A2 

83/821A2 
No grade/A3/A1 
821A2/A1 
821821A2 
No grade/A1/A1 

B21A 1 or A2/A 1 

831A2/A2 
Nograde/Nograde/A2 
A2/A2/A2 
82182183 
82182183 
82182183 

No 
No 
No 

No 

No 
No 
No 
No 
No 

No 

No 
No 
No 
No 
No 
No 
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f ... P.AIIEtlLADMJSSION. .. DEAntlDJSCHAR.GE.. . .NAMED.NV.RSES. .................... C~~-D.Q.~IQBS. .......................................... ~P.g~_:r§.~_Q.~9.'=.1J§.tQ~ ..... ~M.~.~-Q.~.~LAINT? 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-j 
49 Cousins 10.7.00 25.8.00 SSIN Tubbritt (?) Or Wilson, Or Khawaja, Or Beasley(?) 1A(unanlmous) No 

50 Taylor 21.1.00 14.2.00 None Dr Barton, Or Knapman, Or Bee Wee, Dr lord(?) 28/2JIJ2AJ2A No 
Or Hajlartoris, Or lord, Or Balk, Or Peters, Or 

51 Town 9.5.96 28.11.96 SSIN Tubbritt (?) Brookes (?) '2AJ2N1N2A No 
52 Lee 7.5.96 9.5.96 None Or Barton (AN) 28128 No 
53 Hi~ 6.11.98 15.11.118 None Or Lord, Or Peters (AN) 2JIJ2A No 
54 Stevens 20.5.99 22.5.99 SSIN Tubbritt (?f;·:·-~! (family) 

SIN Griffin (?), Bi..~--~,.iunlly) + 
Or Barton (ramlly) 2B/2A/2BI1A No 

olhers described In statement re: Or Barton (?lfamUy) + olhers desaibed In 
55 Rlchart!s 17.8.96 22.8.96 hospital records statement re: hospital records 2A/2A/1AJ2A No 
56 Graham 16.8.00 14.9.00 Bede (family) Or Lord(?) 1AI1N1AI No 
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PATIENT ADMISSIO DEATH/DJ: NAMED NURSES NAMED DOCTORS EXPERrS CONCLUSION NMC COMPLAINT? 
57 Attree 26.7.96 24.8.96 S/N Ray, S/N Jarman (lW) Or Barton, Or Banks (family) 

Or Asbridge (family) 
A1/A1/K2. No 

58 Cresdee,R 17.6.96 7.7.96 S/N Jarman, SEN Nelson (lW) A1/A1/K2. No 

59 Hooper 
60 Martin 
61 Brennan 

12.9.00 
6.1.98 
10.1.98 

9.10.00 
8.1.98 
1.7.98 

None 
None 
None 

Or Wilson, Or San~on, Dr 
Banks, Or Wilson (lW) Or Reid 
(AN) Or Barton (family) A1/A1/A1 
Or Knapna, Or Barton (lW} B2/A1/A1 
Or Lord, Or Barton A2/A1/A1 
Or Childs, Or North, Or Taylor 

62 Wellstead 7.4.98 13.5.98 None (lW) B1/A1/? 
63 Chilvers ? 19.8.90 r-c·o"d-e"A·""Tubbritt (summary} None None- inadequate info 

:-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-···-·-·-·-·-·-·-·-·-·-'·-·-·-·-·coae-A-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·: 

'·-s·!fH~ifl-·-·-·-·-·-·-·-·-·-·:ufs9·-·-·-·-·-·1·sjfs9·-·-·-·-None-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-or-se_e.We"E~-"O=fFf·-·-·-·-·-·-·-·-·-·-·-·-·-·A1iA~o/\t _____ ! 
66 Williamson,J 29.8.00 18.9.00 SIN Nelson (lW) Or Lord, Or Knapman (lW) A1/A1/A1 
67 Hillier 23.5.95 1.8.95 Sr Broughton (lW) Or Lusznat, Or Collins (lW} B1/A1/A1 

!-·--·-·-·-_..·.........,-·-·-'-·-·-·-·-·-·-·-"-.-... ............ ......._.-·-·-·--._.._,.... _ _....--·-·-·-•_,_•L'I-"- ..... -·-·-···-·-·...r.-·-·-·"""'L'I-" ........ •-·-·-·-·-·-·-·-·-·-·-·-·-· ..... ·-·-·-·-·L·-·-·-·&.fi...-·-·-'~L•-'I-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·"""'-..L.t.lll. . .tA.JI.#r.-..t..-.1 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

69 Baker 7.11.90 9.11.90 None Or Peters (lW) A1/A1/A1 
Or Burgess (lW}, Or Harrison 

70 Clarke 5.6.00 17.6.00 None (family) A1/A1/A1 
71 German 28.11.98 3.12.98 S/N Oorrington (lW) Or Traynor (family) A1/A1/A1 
72 Ellis 23.6.99 5.7.99 SSN Farrell (lW) Or Lord, Or Barton (lW) A1/A2/A1 
73 Williamson,l 3.8.00 1.9.00 S/N Neville (lW) Or Lord, Or Palm er (lW) A2/A1/A1 
74 Middleton 15.8.01 2.9.01 Bede, Wilkins (family) None A1/A1/A1 
75 Walsh 9.6.94 14.6.94 None Or Erskine, Or Cosham (lW) A1/A1/A1 
76 Midford 8.7.99 20.7.99 None Or Pennells, Or Banks (lW) A1/A1/A1 

No 
No 
No 

No 
No 
No 
No 
No 
No 
No 
No 

No 
No 
No 
No 
Yes (NCTA PPC} 
No 
No 
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PATIENT ADMISSIO DEATH/DJ: NAMED NURSES NAMED DOCTORS EXPERTS CONCLUSION NMC COMPLAINT? 

Or Knapman, Or 
77 Windsor 27.4.00 7.5.00 None Green (police report) A3/A3/A 1 No 

Sister Goldsmith Or Barton, Dr Peters 
78 Houghton 31.1.94 6.2.94 (lW) (lW) A3/B3/A2 No 

r.:~.-~§~~~~-~~--~-·JPearce 
79 Jarman 27.10.99 10.11.99 (lW) Or Barton (family) A1/A3/A2 No 
80 Carter 8.11.03 24.12.93 Sr Jones (lW) Or Barton (lW) A1/A3/M No 



• 
PATIENT ADMISSION DEATH/DISCHARGE NAMED NURSES NAMED DOCTORS EXPERTS CONCLUSION 

81 Cunningham 21.9.98 26.9.98 

82 Lavender 22.2.96 6.3.96 

83 Wilson 14.10.98 18.10.98 

84 Packman 23.8.99 3.9.99 

85 Gregory 3.9.99 22.11.99 

86 Service 3.6.97 5.6.97 

87 Spurgin 23.6.99 12.4.9 

88 Devine 21.10.99 21.11.99 

Hamblin (family); 
statements from 
various nurses 
Statements from 
various nurses 
Statements from 
various nurses 
Statements from 
various nurses 
Statements from 
various nurses 
Statements from 
various nurses 
Statements from 
various nurses 
Shaw, Hamblin, 
Bean (QAH) 
(family), 
statements from 

Or Barton; Dr Lord 
(family) 

DrBarton 
Or Barton/Dr 
Knapman 

Barton/Reid 

Barton/Reid 

Barton 

Barton/Reid 

various nurses Barton/Reid 
Statements from 

See file - Willcock and 
Black 
See file - Willcack and 
Black 
See file - Willcock, Black, 
Baker, Marshal! 
See file - Willcack and 
Black 
See file - Willcack and 
Black 
See file - Willcock, Black, 
Petch 
See file - Willcack, Black 
and Redferm 

See file - Willcack 
See file - Willcack and 

c~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:it:;~:~~~~~~;r~~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:~:::~:~:~:~:~:~:~:~:~:~:~:~:~:~:J 
90 Lake 17.8.98 21.8.98 various nurses Barton See file- Wilcock 

NMC1 00086-0241 

NMC COMPLAINT? 

No 

No 

No 

No 

No 

No 

No 

Yes 

No 

No 
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STATUTORY INSTRUMENTS 

1993 No. 893 

- NQRSES, MIDWIVES AND HEALTH VISITORS 

The Nurses, MidWives and Health VISitors (ProfeSSional 
Condu~) Rules .1993 Approval Order 1993 

Made· 

Coming into force 

22nd March 1993 

1st April 1993 

The Lord O!ancellor and the Lord Advocate, in exercise of their powezs UD.der section 
22(4) of the Nurses, Midwives and Health VISitms Act 1979(a), and as ~ 
proceedings in England and Wales and in SanlaDd, respedive1y. hereby approve the 
Nurses, Midwives and Health VlSitms (Professional Conduct) Rules 1993 made by the 
United Kingdom Centtal Coundl for Nmsmg, Midwifery and Health VlSiting and set out 
in the Schedule hereto. 

This Order may be cited as the Nmsest Midwives and Health VJSitms · (Professiooal 
Conduct) Rules 1993 Approval Order 1993 and shall come into force on 1st April1993. 

Dated 22nd March 1993 

Lord Advocaie's Clambers 
Dated 22nd MardJ 1993 .. 

(a) 1979 c.36. 

Mtzdazy of Clashfem,C. 

Rodger of Etzrlsjmy 
Lord AdVocate 
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THE SCHEDULE 

THE NURSES , MIDWIVES AND HEALTH VISITORS 
(PROFESSIONAL CONDUCI) RULES 1993: 

. madeby 
TilE UNITED KINGDOM CENTRAL COUNCIL FOR NURSING, 

lvDDWIFERY AND HEAL1H VISITING : 
under 

TiiE NURSES, MIDWIVES AND HEALTii VISITORS ACf.1979 AND 
THE NURSES, MIDWIVES AND HEALTii VISITORS ACr 1992 

ARRANGEMENT OF RULES 

Rule No. 

PART I 

1. Citation and intetpietation 

2. Removal from, and restoration to~ the register 

3. Suspension from the register 

4. -Cmtion as to future conduct 

S. Removal, alteration and restoiation of entries 

6. Consideration af allegations of misconduct 

7. Preliminaiy Prcceerlings Committee 

8. Initial a:msiderarlon of allegations of misconduct 

9. CommeDcemem of discipiiDaiy proceedings 

10. Referral by professional saeeners to Preliminary Proceedings Committee ., 
11. Voting 

12. 

13. 
14. 
15. 
16. 

17. 

18. 
19. 
20. 

21. 
22. 

23. 

PARTn 

Professional Conduct Committee 

Notice of Inquiry befoie tbc Condud: Commiuee 

P~ent or c:anc:eilation of bearing 

Opening of inquiry and reading of the charge 

Misconduct: procedure to be followed where conviction is alleged 

Miscondua: procedure to be followed regarding other allegatioi:S 

Procedure upon proof of the facts in cases of alleged misconduct 

Proc::edwe in cases relating both to alleged misconduct and to other matters 

Procedure on postponement of judgment 

Proc:.dwe where there is more than one respondent 

Restoration to the register 

Hearing and adjournment 

2 

NMC1 00086-0244 



24. Referral to the professional saeeners 

25. Evidence 

26. Voting 

Zl. Communication of the Conduct Commitlee's decision to nmse, midwife or beahh 
visitor registration authotities omside lhe United Kingdom 

28. Record of caution 

PART m 
29. Health Committee . . 
30. Appoiaunent of pezsons to amduct ioitial ~deration of cases 

31. lDfonnalion raisiDg tbe question as to the fitness to practise of nmscs, midwives or 
health mtOIS 

32. Eramination by medical exainine!S 

33. Action following c:onsidelati.on of repmts of medic:al examiners 

34. . Provisions applying when a case has been tefe:aed to the professional sc:reeneiS by 
the Pniliminaiy ~~_Committee, the President or the Conduct Commiuee 

35. No!ite of Referral 

36. P~ or cancell.arion of hearing 

37. Preliminary c:irc:ulatioD of evidence 

38. Conduct of inquiJy 

39. Grounds for belief that the praaitioners fitness to practise is seriously impaired and 
calling of witnesses where notice has been given 

40. Offing of wir1teS'ieS where no previom notice has been given 

41. Pm;enrarion of the prac:titiol:le:fs case 

42. Questions 

43. DetemlinaDoo by Heallh Committee 

44. Dete:numation that fimess is not impaited 

45. Posqxmement of-judgment 

46 . 

.n. A.lmOUDI;:e:IDeiit of detcrn • i • •arion 
48. Commuuicatioll of dcc:ision 

49. Temiination of suspension and restmation to the register 

SO. Notice of :resumed bearing 

51. Applicarlon of rules "57 to 49 

52.. Adjowuni!Cllt of proceeding;; 

53. ~in c:ameia 

54. Evidence 

SS. Voting 

56. Postal service of docaments 

S7. Comnnmication of Health Committee's decision to mme~ midwife or health visitor 
.. registtaiion authorities outside the United Kingdom · 

3 
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• 

PART IV 

58. Interim suspension of registration 

59_ Termination of interim suspension 

60. Misrellancous • 

61. Transitional provision 

62. Revocation of priMous rules 

FIRSI' SCHEDULE- Fonn of Notice 

SEeoND SCHEDULE-Medical Ex:amineis 

NMC1 00086-0246 

The United Kingdom Centtal Counc:il for Nmsmg, Midwifery and Health VlSiting, in 
exercise of the powers confeued. on it by sections 12 and 12A of the Nmses, Midwives 
and Health VJSitors Act 1979 (a), hereby makes the following rules: 

T•••• 

PART I 

('jtatjon :md iDterpr'dalioD 

1.-{1) These rules may be cited as the Nurses. Midwives and Health VISitors 
(Professional Condw::l) Rules 1993-

(2) For the purposes of these rules the following expressions have the meaningc; 
hereby respectively a.<»igncd to them except where the COIIteXt otherwise requires-

(a) "the ~ means the Nurses, Midwives and Health V:tsitors Ac:t 1979; 
(b) "applicantn means a fonner practitioner -vho has been removed from the 

register, or whose registration bm been ~ and who is malring an 
application for her name to be restored to the register, or for the teuuiuarion of 
such suspension; 

(e) "oomplaiDant" means a body or pe!SOil by whom a complaint has been made to 
the ComKil alleging that a practitioner has been guilty of misc:onduct or that her 
fitness to practise is seriously impaired by reason of her physical or mental 
condition· 

• • < 

(d) "the Qmdnct Committee?> means the Professional CondUCl Committee of the 
Council wnstituted under rule 12; · 

(e) "the Council" means tbe UDited Kingdom Central Council for Nursing, 
Midwifeiy and Health VJSiting; 

(f) "the Council's officer" means any employee of the Conncii se.ning the 
Preliminaiy Proceeding:: Committee. the Condlld: Committee,. the professional 
sacencrs or the Health Committee; 

(g) "the VlCC-President" means the Vir;e..President of the OJunc:il; 
(h) "the Health Committee" means the Health Committee of the Comlc:il 

constitntcd under rule 29; 
(i) "legal assessor' means a person· appointed to be a legal assessor under the 

provisions of pa:mgraph 3(1) of Schedule 3 to the Act; 
G) "medical exanrlners" means the pe:ISOns referred to in the Second Schedule to 

these rules; 
(k) "'miscondnc:t" means conduct unworthy of a registered nurse, midwife or health 
~. as the case may be, and includes obtaining regist:rarlon by fraud; 

0) "Notke of Inqairy" means the notice referred to in rule 13(1); 
(m) "Notice of Proceedings" means the notice referred to in rule 9(1)(a); 
(n) "Notice of Refemll" means the notice referred to in rule 35(1); 

(a) Sc:aioo 12 was an• ne'• d by scaicms 7 and 8 oftbc Nmses.. Midwives aDd Health VISitors Aa 1992 (c.16) :md 
scaioD l2A w.IS imcncd by :sedioo 9 of tbat N:L 

4 



(o) "patties to the proceedinfii" means the respondent, applicant and/or solicitor 
collectively or such of them as are involved in a particalar case; 

(p) ""prac:titioner'" means any person whose name is on the register of nurses, 
midwives and health visitors; 

(q) "the Pieliminaiy ~ Committee" means the Preliminaiy Proceedings 
Committee constituted by the Counc:il under rule 7; 

(r) 'i:he President" means the President of the Council; 
(s) "professional screeneiS" means the professiODal screeners selec:ed by the 

· Com)cil under tule 30(2); 
(t) "the register, means the professional tegister maintained by the Cotmeil under 

section-10(1) of the Act, and any part or pans thereof as detezmiiied in the 
N~ Midwives and Health VJ.Sitors (Parts of the Register) Order 1983(a), 
and "registtalioD" shall be consrmed acam:tiDgly. • 

(u) "R.e:gistrar• means 1he peison for the time being appointed as Registtar and 
Olief Exeanive of the Coundl and includes any petson duly authorised to act 
and acting on her behalf; 

(v) "res~" means any praaition.er who is alleged to be liable to be removed 
f.ron:. !he register, have her registration suspCnded or have a caution issued as to 
her furore conduct; 

(w) "the roiicitor" means the solicitor appointed by the Council for any pmpose 
under these rules. 

Remor.d from, and restoration to, the ngister 

2..~1) The cin:nmstancesin which a practitioner may be removed from the register 
are-- . 

(a) that she has been goil1;y of misconduct; or 
(b) that her fitness to practise is seriously impaired by teaSOD of her physical or 

mcmal condition. 

(2) The means by wbich a piaCtitioner may be removed from the register in the 
ci:tounstances of paxagtaph (l)(a) are that, in accordance with Pans I and n of these 
rules, the question of miscoDdua has been inVestigated and xefened to the Condw:t 
Committee and. in ac:corda.nce with Part n of these ruJes, misconduc:t has been proved to 
the Ccmduct Cow"mittee's satisfaction and the Conduct Comnrittee has directed the 
removal. 

(3) The means by which a pmc:litioner may be removed in lhe ci:rcumstaDc:es of 
paragraph (l)(b) are ~ in aa::otdance with these ~ the question of unii1ness to 
practise has been investigated and referred to the Health Committee wbidl has 
determined the pracrltioners ~ to praaise to be s::riously impaired by reason of her 
phjsic:al or mental cxmdition and has di&ected the remoVaL 

(4) A peiSOn who has been xemoved from the register by the means spec:ified in 
paxagraph (2) may be ~ in accordaoce with rule 22(1). or by tbe ~ of the 
Conduct Committee on au appliwltion made and detenujued in ac::cotdance with rule 22. 

(S) A person who has been temOVed from the register by the means specified in 
pazagraph (3} may be restmed in aaxmfance with rule 49{1) or by the direc:tion of the 
He:ahh Committee on an application made and der:euniucd in a.a:ordaiK:e with rule 49. 

SaspeiKi(JI! from the n:gistet 

3.~1) The c:UawJStinces in which a praditioDer may be suspended are-
(a) that her fimess to practise is seriously impaired by reason of her physical or 

memal condition; or 
(b) that it~ oecessary to do so as an interim measure

(i) for the protection of the public; or 
(h") in the pra.cti:tioners interests. 

(:a} Sa SJ. 19831667. 
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(2) The means by wbid1 a practitioners registration may be suspended in the 
circumsrances of paragraph (l)(a) are that, in accordance with Part m of these rules~ the 
question of fitness to pzaa:ise has been investigated and referred to the Health 
Committee which has detemrined the praaitioners fitness to practise to be seriously 
impaired by reason of her physical or mental cxmdition ami has directed the suspension. 

(3) The means tiy wbk:h a pradit:ioners registration may be suspended in the 
citounsranc:es of pmagraph (l)(b) are that, in aa::ordance with Part IV of these mles, the 
Pretiminary Proceedings Oanmittee, Conduct Conmrittre: or Health Comminee has 
determined and directed that interim suspension is ne~ rss•ny for the protection of the 
public-or in the interests of the practitioner. 

(4). ~ suspemion of a person's regisrhttion by the means specified m paragraph (2) 
may be terminated in aa:mdance 'With ru1e 49(1) or by the direc:lion of tbe Health 
Committee on au application made and cJnennined in aa;:ordance with m1c 49. 

(5) The snspc:nsion of a peiSOD.'s tegisttation by the means speQfied in paragraph {3) 
may be terminaied in accordanc:e with the provisions of role 59. 

Caution z to future mndnct 

4.-(1) The circumsrances in which a practitioner may be cautioned as to her :fu!ure 
conduct are that ~ has been guilty of misconduct. 

(2) The means by which a pmditioner may be cautioned as to her future conduct are 
that, in aa::ordance with Part I of these rules~ the Preliminary Prcceedings Committee has 
considered the question of ~ a Notice of Proceedings has been sent to the 
practitionc(, and-

(a) the Prelimiruiiy Proceedings Committee has received the practitioner's 
admission of the fads and misa>nduct, has made a finding of misconduct and has 
detemrined it appropriate to issue a caution; or 

(b) the Preliminary ~ings eo .. , ... ;nee has refelred the·case to the Conduct 
Committee which has made a finding of IIrisconduct and the Conduct Con twinee 
bas determined it appropriate to issue a caution.. 

Rcmoal, allaaiw aDd restrr.dion of emries 

S. W'rtbout prejudice to her more general power to remove or alter entries in the 
rcgislcr wtUch would otbetwise be macrmate~ the Regisu& shall muove, alter and 
restore entries whenever so directed by the Preliminary Proceedings Committee. the 
Cooduct Comft!ittee or the Health C:••m11il'ee in aa::ordance with these roles. 

CMSilrl"lltiaG ~aJiegatioDs of miswuduct 

6. The Council shall coosider allegations of misam.duct by practitioners xefeued to it 
with a view to proceedings for sw:b praailioners to be removed from the register. 

Ptefinrjnary Pnxe;eeli•ags Cmsmjttee 

7.-{1) A Preliminary Proceedings Committee shall be constituted by, and shall 
indude member.; of. the Cooncil, in order to-

(a)' carry out investigation of cases of alleged miscondnc:t; 
(b) detcimine whether or not to xe:fer a case of alleged misconduct~ 

(i) the Conduct Committee with a view to removal of a praaiticmer from the 
register' or 

· (ii) the professioual saeeDeiS, with a view to consideration of a prcAJitioners 
fitness to pzactise; 

(c) detennine whether a praerltioner is guilty of misconduct and, if so,. whether it is 
app10priate to issue a caution as to her future conduct. 

(2) The Vice-President shall be the chairman of the PrelimiDaiy Proceedings 
~ 

~ (3) The Council sbaJ1 appoint 2 of its members to be deputy cbaitmen of the 
PreliJ:ninacy Proc:ee.dings Committee and each may act as chairman of the Preliminary 
Proceedings Committee at the Vice-President's request or in her absence. 
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(4) If neither the VJCe.Presidem, nor any of the deputy chairmen is available, the 
members of the Preliminaiy Proceedings Committee present at the relc:vant mee!ing, 
shall select one of their number, who shaD. be a member of the Council, to act as 
chainnan 

(5) The Pieliminaiy ~gs Committee shall be quorate if at least 3 members of 
the Comu:ii c:uustitute a majority of those considering a particolar case.. 

(6) ~ members of the Pieliminaiy ~edine-> Committee c:omidering a partico1ar 
case shaD be selected with due regard to the professional field in which the practitioner 
under CODSideralion works or has worked 

(7) The Premuinary Proceedings Committee shall meet in private. 
...:.... 

(8) It sbaiiiot be neceSsary for the P.rc1iminaly Proc:eedin~ CoJ• t••&ittec when meeting 
to tOnsider a particular case to be composed of the same membeis who CODSidered that 
case on any previous oCcasion.. - · 

. . 
8..-{1) After an allegalion of m:iscow~ which the Cooncil's officer considers may 

lead to removal from the register is received by the Conncil7 the Registtar shall send, in 
writing, to the ptaditioner ama:rr.ed-

(a) a Sli!iliiwy Of the al1ega!ions; 
(b) notice that the Pielimioary Proc:eedings Camnittee will in due course consider 

the matter; and 
(c) c:oufiumrtion ~ if a Notice of Proeeedings is issued by the Pielimioary 

Proceecfine-- Comn!inee liDder m1e 9{1)(a), the practitioner will be invited to 
respond in writing to the N~ but that if the practitioner wishes to submit a 
prc1iminary response to the SQ!!ilt!Rry of allegations, suc:h response will be made 
available to the Prelimiuaty Proceeding:; Cc:nt••••ittee, provided that it is received 
by the Connc:il in time to do !=(). . 

(2) The Council shalL if it i:onsidels it appiop.thue, con~ through the solicitor or 
otherwise, an investigation before 1be matter is fiist considered by the Pielimioary 
Proeeedings Co••••t•ittee and if such an iiivestigation indicates tbat the pzaditiooer may 
be removed from the register, tbc Registrar shall send to the practitioner CDpies of 
statements obtained dming the iavesligation,. together with any other doannents 
considered app~opriare which arc in the Council's possessioo, and again notify the 
~rthat she~ entitled~~ a~ xesponse forc:onsidelation by tbe 
PrelimiDaiy Procced10gs Cu.!!Umuee at itS meerurg. 

(3) At any stage in its cxmsideration of allegations· made against a practitioner the 
Preliminary Proceedings Qnmnittee may- . 

{a) decline to proceed with the matter; · 
(b) require further investigations to be ccmdacted; 
(c) adjourn consideraiioo of the matter; 
(d) refer the matter to the professioDa1 saeeners; 
(e) take tbe advke of tbe solicitor and may iDstract him to oblain such ~ 

proofs of evidence and other evidence in respect of the allegations· as he 
conside:Es nee ewuy; 

(f) requiie, in the case of a axnp1ainant who is not acting in a pablic capacity, that 
tbe compJajnt be verified by way of a statato.ry dec:laraliou. 

(4) Any statotory dedararlon wbkh may be requited from a complainant who is not 
adiDg in a public capacity shall state the address and desctiption of tbe compJainant and 
the grounds for her belief in the truth of any fact declared which 1-; not within her 
pelsonal knowledge. 

C••me<.t:mtUt of proceedings 

9.-{1) The Preliminary Proceedings Committee shall consider allegations of 
misconduct and sh.ai4 subject to any detemUnation under :role 8(3), and where it 

"considers that tbe allegations ·may lead to removal from the register, direct the Regisnar 
to send to the practitioner-
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(a) a Notice of Proceedings; 
(b) copies of statements obtained by the Council during investigation of the 

allegations and any other docmnems the Preliminary Proceedings Cclmmittee 
considers appropriate which are m the Council's possession, UD!ess such 
documents have already been sent to the practitioner Ullder rule 8(2) or 
othel'Wise; · • 

(c) a request that the praaitionenespond., in writing, to the NotiQ=: of Proceedings 

(2) The documems referred to in paragtaph (1} shall be sem by the.reoorded deiiveiy 
~c:e to the registered address of the practitioner contained in the register or, if the 
Registrar h2s reason to believe that that address is not her pxesent address, then tc any 
later address which may be known to the Registrar. ...:.... · 

(3) Where a Notice of Proceedings has been sent to a pxaaitioner the Preliminary 
Proc:eerfings Coniiiiillee sbail consider any written: response by the practitioner and., 
subjea to any detenrrinarion under rule 8(3),-shall-

(a) refer to the CDndnct Committee a case which it amsiders justifies a hearing 
before the ~ Committee with a view to removal from the xcgister; 

(b) if it CODSidets tbat the practitioner's fitness to practise may be seriously 
impaired, by reason of her physical or memal condition, refer a case to the 
pxofessional saeeners; . 

(c) if not referring a case to the Conduct CommittCe or professional screeners, and 
provided that the pratrltioner has admjtted the faas alleged in the Notice of 
Proceedings, and that such faas con...cintte misconduct, determine whether the 
practitioner has been guilty of :misconduct and, if so, whether it is appropriate to 
issue a caution ~ to the praaitioner's future conduct. 

( 4) Where the Preliminaiy Proceedings ComminH has decided it is appropriate to 
issue a c:aution under paragraph (3)(c) it shall direct the Rcgistiar to do so. 

(S) Where the Preliminmy Proceedings Committee has dec:ided not to tefr:r a case to 
the Condud: Committee under paragraph (3)(a), the Reg5trar shall so inform the · 
oomplainant and the respondent but no pen;on shall have auy right of acc:ess to airf 
documents reJaiing to the case, nor shall the Committee be YeqUired to state reasons for, 
or review, its decision. · 

Rd"erral by pruff"SSimal sueeuas to Prmmi•u•y Prorndings C«"muiUee 

10. Where a case which has been refened to the professional saeeneiS by the 
Preliminary Proceedings Committee or the President pmsuant to rule 8(3)( d) or rule 
14{2) Iespedively, is refem:d baa to the Preliminary Proceeri~ Committee, the 
Preliminary ~gs Committee shaD 1esume itS consideration of the case in 
accordan~ with Part I of these rules. 

Voting 

U.-(1) Any question put to the vote of the Preliminary Proceeriings Committee shall 
be pot in the foim of a motion.. The chaitman shaD c:aii on all membeis present to vote for 
or against the motion by raising their bands and shall declare that the motion appears to 
have been carried or not carried, as the case may be. 

(2) Where the result so declared is cha1Ienged by any member, the chairman shall 
require the Council!s officer to call each member's name m mm,. and the members shall 
declare themselves for or agaiDst the motion, the dlairman voting last. The chairman 
shall then declare the number of members who have voted for, and the number who have 
voted a'g;rinst-T the mOtion and whether the motion has been carried or not carried.. 

(3) Where on any motion at a meeting of the Preliminaty Proceedings Committee the 
votes are equal, the motion shall be deemed to have been resolved in favour of the 
practitioner nnder .consideration. 

(2) No member of the Piefuninaiy Proceedings Committee present when any question 
is put to a vote :mY abstain from voting. 
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PARTll 

Professiot:W COQdnc:l Committee 

12.-(1) A Conduct Coi muirree shaD be constitnted by, and shall include members of, 
the Comu:i4 in order. to detemrine whether-

( a) a practitioner sbaD. be removed from the register~ whether or not for a specified 
. period, for reasons failing within rule 2{l){a); 

(b) a pt".sctitioner shall be c:autioned as to her future conduct, for ieasons falling 
within.l'Ule 2(l)(a); ..._ 

(c) a petson who has been removed from the register may be testorcd to it; 
{d) an enuy in the :register may be a1te:red. · 

I 

(2) The Conduct Committee shall be quorate ifat least three members of the Couuc:il 
amst:itute a majority of those amsidering a particolar case. · 

(3) The Conduct Co••••••ittee bearing any particolar case or cases sball be choSen with 
due regard to the ptofessional fields in whidl the practitioner or per.;on under 
OODSide:ration y;O!ks or has worked. · · 

(4) The President of the Comx:ii sball be the .cb.ainnan of the Condlli::t ComJDittee. 
(S) The Counc:il shall appoint a pcme1 of not more than 9 peiSODS from whom a deputy 

dtainnan may be chosen who sbaD then take the chair in the absence of the c:hainnan, or 
at her request.. 

(6) If neither the chairman nor any one of the depaty cbainnen is available, the 
members of the Conduct Committee presem at the relevant.meetiog sball select one of 
their number, who sba1l be a member of the Council. to aa as chainnan. 

(7} Any peiSOD. who has participated in the CODsidetation of a case as a member of the 
Preli:minmy Progeedjngs Committee or as a professional saeener shall not be permitted 
to be a member of the Conduct Connujuee deating with that case. 

Notice of IDqDiry before lhe CoDdDc:t Onnmjttee 

13.-{1) Where a case has been refeued by the Prdimirwy Proceedings Omnuittee 
or tbe Heath Commiuee m the Conduct Committee, the Registrar shall send to the 
respondeut a Notice of Inquiry in writing in the fmm set out in the First Schedule to these 
ro!es, specifying tbe nature and particulars of the charge against her, and infonning her 
of the date, time and place of the meeting of the Conduct Commjrree wbidl will 
c:onsriture 1he hearing.of the iDquily. The Notice of Inquiry shall be sem by the :recorded 
de1iveiy service to the xegistered address of the respondeut comained in the regQ:er or, if 
the Registtar has reason to believe that that address is not her p1esent ~ then to 
any late:r addiess which may be kDown to the Registrar, and shall be posted so as to allow 
at least 28 days to elapse between the day on whidl tbe Notice of 1Dquiiy is posted and 
tbe date fixed for tbe bearing. unh:ss the practitioner agrees otherwise. · 

(2) The Notice of Inquiry which is sent to the teSpODdeut pmsuam to paragtaph (1) 
sbaii not inc:lnde cmy charge incousisrent with the subsrauce of such allegations as were 
set out in the Notice of Proceedings. 

(3) 1he Registrar shall send a copy of the Notic:e of liJqaiiy to ~ OmtpJainmtL 
(4) Upon the application of a party to the ptoceedings to be dealt with by the Condiu:t 

Comm;ntl':~ the Registrar shall send to that party copies of any statutOiy dedaralions, 
explanation, admission or other similar statement or comm:anic:aiion sent to 1he Council 
by either the complainant or the respondan with respect to the pu:~teedings. 

(S) The respondent may appear in peiSOD or be rcpresemed at the bearing by counsel 
or a solicitor, or by any ofiicer of a tepn~sencuive ozga••isation. or by any other person of 
her choic:e. 

(6) The Council shall prosecute proceedings which have been referred to the Conduct 
Commjnee. 
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Postponement or cmceDation of heati:Dg 

14.-{1) The Presidcn~ of her own motion or llp01l the application of a party to the 
proo:.edings, may postpone the hearing of an inqui!y or may refer the matter back to tfte 
Preliminary Procnrlings Committee for further consideration as to whether a hearing 
should take place. • . 

(2) The President may, at any time before the hearing of an inquiry by the Conduct· 
Committee begins, refer the case to the professional scree:ners.. On sndl referral the 
Conduet 9""wittee s1:iall take no further steps in telation to the inquiiy, pending a 
decision by the professional screene:rs ~ if appropriate, the Healtli Committee. · 

(3) WIR:re before·tbc-heaDng begins it appWs to the cbainDan -at the ~ 
Conll!liuee, or at any stage during 1be hearing it appears to the Conduct Committee, tbat 
a Notice of Inqairy ~defective, she or it shaD cause the Notice to be amended.unless-ii 
appeaxs that the required amQdment cannot be made without injmtice, or if she or· it 
amsiders 1bat the c:il~:am!S:I;ntu:s in which· an ~ iS made so xequire, she or it 
may diiect tbat ~ hearing shall be postponed or shall not take pbH:e: . 

(4) The R~srrm-~ a5 soon .as practiQble, inforio -all parties to whom a Notice Of 
Inquiry has~ sent of any~ to postP.one.or ~the hearing~. in .%Re 
case of a postponemeat. ·the farther date fixed for .the h:ariDg: 

OpmiDg of inquiry and Iadlag at &be charge 

15.--{1) Where ~.respondent does not 2pP.e3r. tbe chaUman :of the·~ 
0 "m"ittee ~caD upon the solicitor to satisfy the Con~ Committee that the Nodt:e 
of Inquily has been. received by the respondent. If it..®es not appear to have been so 
received the· Condnc:t Committee may nevertheless p:roc:eed with the heariilg, if it is 
satisfied that an reasonable efforts in aamdance with these rules have been made. tO" 
serve the Notice of Inquiry on the respondeJ;lt. 

(2) The charge shall be read in public and in the presence of the parties to the 
proceedings by the Council's officer. If the respondent does not appear but the ConduCt 
Committee nevertheless decides that the hearing shaD proceed the cbaige sbaii be read in 
her absence. 

(3) As soon as the c:barge has been read the respondent may, if she so~ object 
to the charge, or to any part or parts of it, on a point of law, and any odler party to the 
proceedings may IepJy to any sw:h objection. If any such objection is opbc1d, oo funber 
proceedings sb.ail be taken on tbat charge or on that pan of the charge to which the 
objection relates. 

-~ 

MisooDdDa: pi"OCf:dore to be followed where toDVidion is alleged 

16.-{1) In cases arising out of a comptamt alleging misconduct from which it appeaxs 
that a pr.!ditioner bas been COIIVic:ted of a aiminal offence, but exdnding any cases 
wbid1 fan within section lC(l) of the Powers of Criminal CouriS Act 1973(a) or section 
8(1) of the Probation Act (Nanhem Ireland) 1950(b), the following order of proc:eerJingc; 
shaD be observed c::cDCm1ing proof of the cxm\'idion alleged in the charge-

(a) the solicitor shall adduce evidence of each conviction; 
(b) where a pmson has been c:mMc:ted by or before a Court in England, Wales er 

Northem IIeland or before a Court~ a a:rtificate tbal: she has been so 
conviaed granted by a c:ompctent officer of the Court or Court-martial shall be 
conclusive evidence of the conviction for the purposes of these rules unless the 
person is able to prove beyond reasonable doubt tbat she is not the person 
xefeued to in the certificate of conviction or that the offence xefeued to in the · 
certificate of convidion was not that of which she was convid:ed; 

(c) where a person has been convicted by or before a Court in Scotland, an extract 
COIIViaion shall be conclusive evidente of the convit:tion for tbe purpose of these 
rules unless. the pezson is able to prove beyond reasonable doubt that she is not 
the pelSOilJe{ened to in th~ extract conviaion or that the offence teferred to in 
the extraCt conviction was not that of whic:h she was convicted; 

(:z) 1973 c.62: seaion lC '11/tts iDsened by tbe CrimiDai Jusdce Al:r. 1991 (c.53). secdoD 1!{3)(a) and Scbedulc 1. 
(b) 1950 c.7 (NI). 
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(d)-if ni:t evidence is addut:ed cOncc.ming any panidar couvicti~ the chairman of 
the Condlltt Committee shall.theieupon aDilCUDCC that that cxmviction has not 
been ptoved; 

(e) if the respondent appecnst the chairman shall ask her cooc;e•• •i• Lg eadliXYIIVic:tion 
· ofwbic:h evidence is addured whether die admits that she was so convicted and if 

she does so admit tbc c:haiiman sbaJI :tf1e:reupon anuouru:e that the comiction has 
been proved. 

(2). -~ whexe the n:spondenra;ppear.;t me cb.:s not adnDt that she was so convicted se 
JD3.Y ~ aikfuee eWien<:c COSl!tefuiug·al;lj CO!Mction which sbe had DOt aclmjned., bat 
OZJ1y on the question of~ site~ tbe peJ;SCilD. mmicted as alleged of wbdber t,be 

. ~-~·to was npt lbat of whip1 she was ~ and may ~ the 
CoudDct CQn•mi?tee on tbat questioli;-~ that ODiy ODe address may be made 
\tlldc:J;od}is patagrapb anct where the-~ addnces-eYideucet that address may be 
made eidJcr befEe ~ evidcncC is begup or~~ is condnded. . · 

1 

(3) WQcre evideDce. ~ ackhn:a 1mdet ~ (2), the so1icimr may addoce 
eYidencc to rebut sw::h ~- ! •• 

(4) Except wbeie the RSpODdent has. admitted that sbe was convicted as aDeged tbe 
Conduct Cpmmittee sbaB nat cqnsi&r-'every comidion of wbic:h evidence has been 
adduced aQCi sbSti detemline ~or not it~ been proved; cmd 1he chairman shaD 
annoance . the det,enninarion in SUCh teims as the Conduct Commntee shall have 
awxoved... . 

(5) .After tile Conduct Committee IJas detcnnjned that any couviction has been proved 
. the validity of that-convidion shall not be quesiODed, either by the Condnct Coto•••i••ee 
or by~ to the :i:oquiiy,. 

(6) Proof of amviction shall be c:ondasive evideD:e7 for the pwpose of these rules, of 
the C(WIImission by the respondent of the offence ofwhicll she was convicted. . . 

(7) Proof of c:onviction aloDe sball not C:OOSJirure misamduct; utiscoocJud: shall be a 
matter for 1he Conduc:t an,,,,,;, tH: to dete••••ine in aa::orda:m:c with these roles. 

(8) At tbe COIIdu-Dl of 1he ptoceediogs under patagrapZ (1) to (4) the chairman 
sball invite tbe solicitor to ~-the Condoct Committee as to the c:UumNances 
leading to 1he convicticm or c:onvic:lions and the solicitor may addnc:e evidenm as to those 
ciJ:cumstan:e:es. 1be respondent may then addn:ss tbc Omdnt:r 0 wwnillee as to the 
c:iU>'I''staJ'I:CeS and may aMic:e mde!x:e. The solicilorshan bave a rlgbt of reply and may 
adduce erideace firnited to those tmnels Iaised by the :n:spon.dcut. · 

~ ptoc:edute to be folowed reg.antiDg o1ber ~licms 

17.-(1) In cases aMing oat of a comp1aiut from which it appeaLS that a question 
arises as to wbetbcr a respondent has been guilty of miscondw:t the following order of 
proceedings sbaD be obser\'cd in respect of~ of the c:hargc or cbalges-

(a) if the IeSpODdeDt appears the chairman sball ask her whether she admits the 
fads alleged in the dmge or dlargcs and if sbe does so admit them~ c:bairman 
sbaii tbeleopon an•• WJllCC that tile fads have been proved; 

(b) if tbe respondent does not appear and has not admitted in WlitiDi to the 
Conduct Cormnjttee after~ the n01ice of inquity the fads ~in the 
cbarge or chatges, or if she appeaLS and does DOt admit an the fads allege:d, the 
soticitDr shall open the case and adduce evideDc:e of the facts aDeged; 

(c) if the respondent does not appear but has admitted in writing to tbe Conduct 
Co•IIUii' lee after reoeiwing the notice of inquiry the facts alleged in the charge or 
c.harEes the chairman shall announce that tbc fads have been~ the 
dJairman shall then iDvitc tbe soJiCtor to address the CoDduct Committee as to 
the c:immtstmc:es Jeacting up to those fads iD the cbarge or dmges and the 
solicitor may can evidence; 

(d) if no eridenc:e is addw:ed concemiDg any particular cbaige on wbk:h there has 
been no adrpission of the facls aDeged, the Condw::t Commiuee~ subject to i1s 
right in sad! a c:ase to order the adjommnent of the inqaiey, sban teCOid, ancl ~ 
chairman sbaD annoance the finding that the respondent is not guilty of 
misconduct in respect of the maucrs to which that charge re1ares.. 
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(2) Where the respondent appeal'S and has admitted the fact; the following further 
order of proceedings shall be followed-

(a) the solicitor shall address the Condutt Committee as to the ci:rcumstances 
leading up to the fads in the clmge or clwges and may call evidence; 

(b) the respondent or her representative shall have a right of reply and may call 
evidence in oonnec:tion thetewith; 

(c) the solititor shall have a father :right of reply and may addnce evidence limited to 
those matteJs !3ised by the respondent; 

(d) any witness called may be aoss-examined and Je-eXamined 

NMC1 00086-0254 

(3) Wheie the respondent appealS but does not admit the facts the-following order of 
proc:eedtngs shaD be Qbserved- . -

(a) the solicitor shall ptesent the case against the respondent and the respondent 
sball have the right to cross-examine any pe:ISOD giving evidence against her and 
the solicitor may re-ezamine; · 

(b) at the dose cif 1he case against her the respondent may, if sbe so desires, make 
either or both of tbe following submissions relating to any charge c:oncemiDg 
wlrlch evidence has been adduc:ed, namely-

(i) 1bat no sufficient evidence has been addured upon which the Conduct 
OM•••••ittee coald find that tbe facts alleged in that cba%ge have been 
proved; 

(ii) that the.faas alleged in the c:lmge are not such as to constitute miscondw:t; 
and where either Or both of snch subnDssions ~made, any other party may reply 
thereto; 

(c) if a submission ;s made under snlrpaiagraph (b), the Condm:t Committee shall, 
in c::ameia, amsider-and detemJinc whether it should be upheld; if the Conduct 
Committee determines to uphold the submission, it shaR record, and the 
diailman sbaD 3IIDOUilCe the finding tbat, in Idation to the matters to wbidJ that · 
cbarge relates, the respondent is not goilty of misconduct; 

(d) where such submissions are heard and are :rejected by the Conduc:l Commiuee 
or where no submission has been made under sob-paragraph (b), the respondent 
may adduce evidence in answer to any cbaige amceuJing wbich evidence has 
been addn<:ed and, whether she addnres evidence or not, may add:ress the 
Coaduct Qawujttn:; except with the leave of the Conduct Committee only one 
addless may be made under this sub-paragraph ~ where the respondent 
addtiQI"S evideacc~ may be made either before that evidence is began or after it is 

. CXIDC'fuded; at the dose of the case for the respondent, the solicitor may with the 
leae of the Conduct Committee ;tddncz evide;nc:e to rebut any evide!K:e 
adduce<!,by the respondent, and if he does so the respondent may make a fmther 
address tinrited to tbe rebutting evideDc:e; 

(e) the solicitor may wilh the leave of the Conduct Committee addR:ss the Comfuct 
Committee by way of reply 10 the respondent's case; 

(f) without prejwfu::e to sub-paiagraph (e)? if the respondent has made a submission 
to the CoDclutt Committee on a point of law any other party has ;1 tight to :reply 
limited to tbat submission. 

(4} On the conclusion of 1he proceedings under paragraph (3)? the Condact 
Committee shall amsider and ~, in camer.i, in 1espea of each cbarge which 
zemains outstanding wbi~ if any, of the allegations have been proved to its sarisfai:tion. 

(5) If under paragrnph (4) the Condnct Committee determhtes in respect of any 
charge, either that none of tbe aJlcgations in the charge has been proved to its 
satisfaction, or tba1 such facts as have been so proved would be jnsufficient to support a 
finctiDg of misconduct, the Ccmdoct Committee sball m:oid a finding that the respondent 
is not guilty of misc:ondD:ct in respect of the matteJS to which that charge relates. The 
•haiuuan shall announce the findings in public and declare that the respondent is not 
guilty of misc:ondllct in respect of the matteJs to which tq.e charge relates. 

12 



Procedme upcm proof of the fads in cases of alleged m,ismndnct 

18.--{1) Where in a case of alleged misconduct the Condua: Committee has found the 
fads or any of them alleged in any charge to have been proved to its satisfaction the 
following proc:eduie shaJl be observed-

(a) if the respondent appears~ the cbainnan shall ask her whether on the basis of the 
fads which have 'been proved she admits the charge of misconduct; if she does 
admit llrlsamdud: the Condn.c:t Committee shaD nevertheless proceed to make a 
detennination under paragraph (2); if she does not admit ~ the 
respondent either direc:tly or through her xep~csenla1ive may a(ldna, both 
evidence and mgmnent as to why the :facls do not CODStitute misconduct; the 
solicitor may xeply to the respondent or her representative and wiUJ 1he leave of 
the €onduct Committee may addnre further eYidenc:e and the respOndent sball 
have a right of reply to any matters raised by the solicitor but may not adtlure 
further evidence; . . 

(b) if the respondent does not appear and haS not.admitted in writiJJg the c:b3rge of 
miscxmdnct, tbe Coudact Conmonee may can upon the'SOlic:itor·to present any 
fwther iiifmmaDon or evidence in respect of that charge. · 

(2) The Condnct 0 '""'ittee shall then forthwith c:onsider and determine whether in 
relation to the fads found proved as afon=said the respondent is guilty of misconduct. If it 
determiries that she is not guilty of mist'J"'Ddu.ct in relation to some or any of sucb faas it 
shall :ream! a finding to that effect and the chaiiman shall annouru:e it in public. 

(3) If the Conduct ea i!DJittee determines that the xespondent is guilty of misc:ondnct 
in relation to an or any of sudl facts the chajnrum shall invite the solicitor to address the 
Omdua. Committee and to provide mdence as to the previous bistoiy of the 
responaent. 'lbe'respondent or her~ may cross-exmnine a:ay person giving 
evidence at this stage of the ~ and the solicitor may then Ie<l'dil!jlte that 
person. The dl3irman sbaii then invite the respondent or her representative to address 
the Conduct Committee by way of mitigation and the respondent or her representative~ 
as the case may be., may adduce evideuce as to her previous history and a5 to c:hatacter. 
The solicitor may c:ross-eJCmline any pezson giving evidence at tbis stage of the 
proceedirJgs and the respondent or her xepxesentative may re-examine that person. 

(4) Except where the respondent bas been found gnihy of misc:ondnct on an charges 
the Conduct Committee sbaU uen amsider and~ in camera, whether it should 
poszpone ju«igm=Jt. 

(S) If tbe Coodnct Committee ~rmines to postpone jndgment, it shaR also 
dete • • •• i•te the mouth and year in wbich the hearing will resume, and the chairman of the 
Conduct Committee shall announce in public tbe deteimiDat:ion in sudJ. teDDS and with 
such :teOJmm~ as the Condua Committee shall have approvecL 

(6) If the Conduct Q:wuuince detenujnec;, not to postpOne judgment, it shall 
dete:!mine whdber by reason of the misc:ondnct of the respondent the Registrar shall be 
diieaed to remove the respondent from the register (whether or not for a specified 
period) or- whether it is appropriate to issue a camion as to the respondent's future 
c:oodw:t. 1be d:lairman shall then annoauc:e the detemii:Daiion in public in such terms 
and with such n:wmmendations as the Conduct Committee shall have approved. 

(7) Where the Condw:t Committee has determined not to postpone judgment and not 
to direct tbat tbe respondent be removed from the register, or tbat she be cantioned, the 
CoJJduct Committee sbaD deteun:ine to c:ondade the case without taking any further 
aclion on the respondent's proven misconduct. The chairman shall then aDilOUilCC the 
determinaiion in public in sw:h terms as the Conduct Committee sba1l have approved. 

(8)(a) nie Registrar sbaD forthwith send a letter to the respondent by the reoorded 
detive!y service infOiming her of the deasion of the Conduct Committee and 
state any registration fee which may be dne where the Conduct Committee has 
determined not to remove the respondent from the register. 

(b) In those cases where judgment has been pos1p0ned the letter shall set out any 
reoommendations made by the Conduct Committee inc:ludiog the requixement 
for any registration fee that may be due. 
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(c) In those cases where the respondent has been removed froDl the xegistcr the 
letter shall set out any recommendations made by the Conduct Committee. In 
sud1 a case the letter shall also require that she should retmJi to the Registrar 
within 21 days any document or insignia issued by the Council or its predecessor 
which indicates registration stams and warn her of her liability to proo:eeding;; 
under section 14(l)(b) of the Act if she holds heiself out to be a ptaetitioner in a 
part of the iegister from which her name has been removect With the letter 
shall be sent a fonn to be signed by the respondent and returned to the 
Registrar. acknowledging the receipt of the Councirs decisiOD and cunfumiug 
that the amtcms of the letter are understood. 

(d) In those cases where the Condu.et Committee has determined that it is 
appropriate to issue a caution the letter shall record that caulion.. 

(e) -The Registtai? in the case of the removal of the respondent~ the register, 
shall delete her name· from the register· in accordance with the Condna: 
Comwiuee's determination. -

Ploc:edwts in cases rdatiug bo1h to alleged mi9c:oDdud :md to other ~Datter.!. 

19. Where in any misconduct case it is alleged against the respondent that 
nrlsconduc:t is evidenred by conviction ami also by other matteis tbe Conduct Committee· 
shall proceed first 'UDder rule 17 as regards the other mattets and then under rule 16 as 
xegards the am.vidion. 

Prottitu:re 011 pb1P""""'"" of judgroeut 

20.-(1) Where under any of the ~ing ~ns of these JD1es the judgment of 
the Ccmdw:t·Committee.in any case stands postponed, the following rules of procednre 
shall apply-

(a) not later than 8 weeks before the day fixed for the resumption of the~ 
the R.egisiiar shall send to the respondent at the adchess given by the respondent 
at the earlier hearing, or to any S1lbsequeDt address notified by the xesponc:1ent, a 
notice seut by the recorded delivery service specifying the day and place at wbidl 
tbe pzoceedings are to be m;mned aDd invite the respondent to appear thereat 
with or without tqneseutation as she chooses; 

(b) additioDaD.y, te notice shall :remind the respondent of the recommendations, if 
any, made by 1hc Conduct Comminee at the earlier bearing, and confirmed or 
noUfied to her by subsequent letter, and shall invite the respondent to fur••isb to 
the Regisb:at tbe names and addresses of at least two suitable peiSODS with 
knowledge of the fa.cts found against her who are able and willing to give 
evidence as to the natme of her employment since the adjomned h~ and 
sudl oth:r evidence as the Condact Cowminee may tcasemably ~equixe; such 
names and addresses shall be submitted to the Conduct Committee not less than 
4 weeks before the date oflhe hearing; 

(c) a copy of the notice shall be sent to the complainant, if any, and she may in tDm, 
if she so desires, send to the Registrar a. statement or statntory declarm:ion 
cnnceming aiJY matter re1atiDg to the ccmduct of the respondent siDcc the 
previous bearing provided that 1he Sl3temellt or statolOry declaration is made 
from her own knowledge; 

(d) not less 1ban 4 weeks before the date fixed for the resumption of the proceedings 
a notice shall be sent to both the l'eSp9Ildent and the complainant stating the 
time at wbicb the hearing win be n:smncd; 

(e) at the meeting at which the proceedings are resumed the c:baitman shall fiist 
· . iiJvitc 1hc ColJilCil's officer, or if the Conduct Committee so teqUixes the 

solicitor, to iDform the Conduct Co·••••••ittee, which sbal1 meet in public., of the 
facts established at the original bearing, and of any recommendations of the 
Condoct Ccn•••••it (HI: at the time; the Conduct Committee shall then consider any 
repons or ref~ and any further oral or documcnta:ty evidence in rela1ion to 
the case, or to the aJnduct of the respondent siiKe tbe hearing at which the 
fuuting of misc:ondDct was made, and shall hear any other evidence in mitigation 
or aggravation; the Conduct Committee shall allow the respondep.t to address 
the Coodw::t Committee either directly or through a representative, and may 
question the respondent; 
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(f) the Conduct Committee shall then cxmsiaer and detem:rlne,. in camera, wbetbe:r 
it should further postpone its judgment on the charges on which its judgment 
was previously postponed; if tbe Conduct Committee determines funber to 
postpOne judgment, the judgment of the Conduct Committee shall stand 
postponed until ~future meeting of the Conduct Committee as it may 
detemline; the cbainnan shall amwunce the determiDation in public in such 
umns as the Conduct Committee shall have approved; 

(g) if the Conduct Committee determines that judgment shaD not be further 
. J'OS9'<>~~ it shall resolve the matter m accordance with rule 18(6). 

(2) Prior to the amunencement of any resumed proceedings if a n~ allegation of 
misconduct agai••st the respondent has been received by the Council, ~dent 
shall be invited to ~ in w:rit:in& the facts in respect of the new allegation and that . 
they amstitute misconduct, 2nd to agree that the O,nduct Committee QJaY ~ in such 
c:in::umst:ance apply role 18(6) simultaneously to· both matters. 

(3) Nodling in paragraph (2) shall prevent the Conduct Committee from c:onduding 
any resumed pt~ as th. no new allegation of miscxmduct bad been received, 
or from pustponiDg, or further postponing judgment in Iespec:t of one or both matters. 

(4) If 1he respondent does not make the admissions xefened to in paragraph (2) the 
new ~n of misconduct sbail be considered in accordance with Part I and, if 
~Pans n, m and IV of these rules. 

(S) It shall not be necessa:cy for the Conduct COmmittee when meeting to consider a 
case on which judgment had earlier been ~ to be composed of tbe same 
members who constituted the Conduct Committee at the original hearing. The validity of 
any resumed hearings shall not be ca.Ded into question on these grounds. 

Procedure vber'e there is lllOI'e than ODe RSpOQ.dent 

ll. Nothing in Ibis Part ·of these rules shall prevent one iDq1Dry being held into 
charges against two m more respoDdents where the Conduct Committee amsideis the 
citt:nmstances justify the proc:edme; and where such an inquiry is held the foregoing tales 
shall apply with the neressacy adap1ations and subject to any directions given by the 
Conduct Committee on the advice of the legal assessor as to the order in wbith 
proc;eedings shall be taken liilde:r any of those rules by or in relation to the several 
n:sponde:nts. Any of the rights euswcd to a respondent under these rules shall be 
exercised separately by each of the respondents who may desire to invoke any of these 
rights. 

22..--(1) Where a pexson ~ for a specified period, been removed from the register 
in. the c:ircumst:ances set out in rule 2(l)(a), she shall be restored to the register on the 
expiry of the period so specified 

(2) Where a peiSOn has, for an unspecified period, been removed from th~ register in 
the cim• msrau•:es set out in mle2(l)(a). any applicaiion for restcmdion to any or an pare:; 
of the register for which she possesses a qualification shall be made in writing addressed 
to the Registtar and signed by the applicant, stating the grounds on which the application 
is made. . 

(3) The applicant shall then be sect a letter by the Registrar to

(a) ouiiine the appli~tion procedure; 
(b) remind the applicant of any recommendations made by the Conduct Committee 

at the time of removal; 
(c) encl~ a form on which the applicant must state the nec:essaey personal detms 

and the names and addiesses of two or more persons with knowledge of the faas 
found against her able and willing to identify the applicant and give evidence as 
to her character, and the namre of her employment since the date of the removal 
of her name and, wbeze prac:ticable, before that date; 

(d) require the applicant to declare whether or not she has been convicted of a 
criminal offence since being removed from the register or that she is not the 
subject of any oment criminal proceedings. but if she has been convicted of a 
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criminal offence or if she is currently the subject of criminal proceedings to 
provide details theteof including the jurlg:ment and the address of the Court at 
which the proceedings took place or ate taldng place; 

(e) reqaire her to declare whether or not she has knowingly teptesented hetSelf to 
be a practitioner since the date of her removal from the register except in respect 
of any part from which she has not been removed; 

(t) stale the fee for restoration should the application be successfid; 
(g) state any registration fee which may be due. 

The Conduct Committee mayiiivite the applicant to verify, by statutory declaration, any 
statemen:_~ in h~ application. ..:... 

(4) Subject to the provisions of this rule and to those of nili:s 23~ 24 and 25, the 
procedwc of the Conduct Committee in respect of·applicuions for~ to the 
register shaD be such as the Condm::t Committee may determine. 

(5) As soon as practicable after the documems have been :received in respect of the 
applic:a1ion a date, time and place for the amsideration of the application by "the Conduct 
Committee sbaB be cJetermined and shall be notified to the appticam in a letter signed by 
the Registtax. The particular Conduct Co1JIIIlittee which considers the application sbail 
be convened with 'dne regard to the applicant's professional qualifications and the part or 
parts of the xegister to which restoration is sought. 

(6) The Conduct Commjnee shall not consider an application for restOration to the 
register in the absence of the applicant .unless it sba1l decide that there are exceptional 
reasons for her inability to attend. In the latter c:i:rannstanO";S the Conduct Committee 
may, unless it dete:mDnes otherwise, iuvite the applicant's response to specific questions 
it wishes to raise, and may require that the written 3llSWers are provided in the form of a 
statutory dedaration. 

(7) At the meeting at wbicll the application is comidered the cbajnnan shall fim invite 
the Council's officer, or if the Conduct O::Ji!!minee so requires the solicitor, to inform the 
Conduct Committee, which shall meet in public, of the facts established at the hearing 
which resulted in :remowl from the register aDd of -my ldXI''''' adations of the Condoct 
Connwnittee at the time. . 

(8) The c:hai&wan may also requixe the Counc::irs ofti<=r or the solicitor to inform the 
Condoct Cotmuiu:ee about any known adiYities of the applicant since the applicant was 
removed from the IegSer. 

(9) The Condnct Committee shall consider the evidence submitted in respect of the 
application and may question the applicanL 
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(10) The applitant may appear in person or be :represented at the hearing by counsel 
or a sollcitor ~or by any ofik.er of a representative organ;sation, or by any other person of 
her choice.. 

(11) Where the~ Committee decides that the applicant shall be restored to the 
register, and so directs the Registrar~ it shall also detemrlne the date when the restoration 
shall take effect aod whether it should be subject to any of the limitations fOrwbic:h rules 
made nnder section 10(3)(c) of the Act ptO'\'ide. The decision of the Conduct Conm•ittee 
sbaD be annoUIJCI:d in public. 

(12) The detision of the Conduct Committee shall be signed by the Re~ and sent 
to the applicant by the recorded delivery service.. 

. (13) Where the Conduct Committee has decided that the applicant shall be restored to 
the register then upon payment by the applicant of any restoration and registration fee? 
the Registrar shall cause the applicant to be restored to the register and shall issue to the 
applicant a full copy of the ~uy in the register. 

Beariog aud adjournmeut 

%3.-{1) The Conduct Committee may deh"berate in camera at any time and for any 
purpose during or after a hearing. 
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(2) Save as aforesaid and where provided in these rules an proceedings before the 
Condua: Committee shall take place in the presence of an parties thereto who appear 
therein and shall be open to the public ~ as provided by paragraph (3). 

(3) Where in the interests of juslic:e it appears to the Conduct Committee that the 
public should be emuded f!om any proceediDgs or part thereof, the Conduct Cot•" ••ittce 
may direct tbat the public shaD be so excluded; but a direction UDder this paragraph shall 
oot apply to the announcement in pmsaance of any of these rules of a ~ of 
the Coodm:t Committee. 

(4) The CQndn.ct Committee may adjoum its proceedings from time to· time as it 
tbiDks fit. 

Refa'ralto 1IJe profes9maJ SClee&tiS 

24.-(1) At aDY time dmiug tlr.c bearing, but before the Conduct thnmiuee 
determines whether by nzon of the misconduct of the respondent the Rcgisttar shaD. be 
direc:ted to remove the respondc:Dtfmm·the register or whether the respondent should be 
camioDed as to her futme amdua, in accmdance with role 18(6), the Conduct 
ConunitJee may direct that the matter shaD be refeaed to the professional saee:ners 'Who 
shaD proceed in acamiance wb:h m1e 34. 

(2) Where the ~ saeeners or the President, under rule .34(4)(b), or the 
Health Committee, tmdenule44(a). refer a matter back to the Condw:t CoJIDIJjttee, tbe 
Conduct <M•••••ittee shall ~ or begin, ~ the case may be, its :inqojiy into tbe case 
and dispose of it. 

EvideD:e 

25.-(1) The Omduct O:mni•ittce may receive o~ docmnemary or other evidence of 
any fact wbicb appealS to it relevant to the inqWiy into the case before it; provided ~ 
where a fact wbid1 it is sought to prove or tbe fozm in which any evidence is tendered is 
such that it won1d not be adrnis9ble in aiminal proceediogs in any Court in England or 
W~ or Sc:ottisb. Conrt where 1he proceedmgs are in Scotland, or Northern I:reland 
Court where the~ are in Norlhem Ireland. the Conduct Committee sban not 
receive cride:nc:e of that fact or in that fmm, U1l1css after coDSttba!ion with the legal 
~ it is satisfied that it is desirable in tbc interesrs of justice to receive it having 
regard to the dffiiaJlty or ~ of oblaining eYideuce which would be so ad•••issii•le. 

(2) Wnbout prejudire to the generality of paragraph (1), the Condoct Commi"ee 
may, if sati';fied that the iDterests of justice will not thereby be ~ admit in 
evidence without SUic:t proof, c:opi:s of documents wbic:h are themselves ~le, 
maps, ~ photograptls, c:ertific:3tes of convicti.on and sentence, certificates of birth 
and marriage and death, the rec:mds (indnding the~) of the CouDcil, the notes of 
proc:eeWng;; before the Com:ma Committee and before other tribunals and the ICCOids of 
such t:ribaDaJs aud the Conduct Carnminee may. take note without strict proof of the 
~ ~ the rcgisttas:ion, the addiess and the identity of the 
praaitioner and of any other pelSOD. 

(3) lhe Conduct Commitltt may accept admissions made by any pany and may, iD 
such case, dispense wirh proof of the manets admitted. 

(4) A witness, mdncfing the mpondent (Jf she gives evidence), shall first be c:xamincd 
by the peiSOil caDiog her and may then be~ Questions may be pai to any 
witness by the Conduct Committee, or by 1he legal assessor, with the leave of the 
c:baim•au A witness may then be te<tamined.. 

(5) The Coridu.ct Com•••ittee may require the solicitor to call any per.;on as a wimess in 
any proa:edings before it. 

(6) No witness as to fad: other than the respondent, if she gives evidence, may, prior 
to giving evidence, be present during the hearing befote the Conduct Committee. 

Voting 

26..-(1) Any question put to the vote of the Conduct Committee shall be pat in the 
fonn of a motion. The chairman shall call on an members present to vote for or against 

17 

NMC1 00086-0259 

·-

.. . 



= 

NMC1 00086-0260 

the motion by raisiDg their hailds and shall declare that the motioD appealS to have been 
carried or not carried, as the case may be. 

(2) Where the result so declared is dJallenged by any member, the cbairman shall 
requixe the Council's officer to call each member's name in turn, and the members shall 
declare themselves for or against the motion, the chairman voting last. The chairman 
shall then declare the number of members who have voted for and the nmnber who have 
voted against the motion and whether the motion has been carried or not carried.. 

. (3) Where on any motion at a hearing of the Conduct Committee to remove a 
respondent from the register the votes are equal, the motion shall be "deemed to have 
been :resolved in fa.vOu:r of the respondent. For the pmposes of this rule if there is an 
eqoal ~ote on whether to postpone judgment the chainnan shall-so illfmm the 
respondent and judgment shall be postpOned UJlle:ss the respondent objeas, in which 
case the Conduc:t Committee shall further consider iis judgment in camera and determine 
the matter in aa::ordanl:e with rule 18(6). · 

(4) Where on any motion at a hearing of the Conduct Committee to res:tcxe an 
applicant to the register the votes are equal, the question shall be deemecl"to have been 
resolved against the applicant. 

(S) No member of the Conduct Committee present when any qru=stion is put to a vote 
may abstain from voting. 

Cshllmnic:rtioo of the Cmdnrt Committee's decision to llllrSe, midwife ·or beallh vmtur 
tegistlatioD authorities outside the United Kingdom 

rJ. Where it is evident from the Councl's records that a person who has been 
removed from, or restored to, the register either-

(a) was admitted to the register following original registration outside the UDited 
Kingdom;m . 

(b) was the subject of verification of her original registtation in the United Kingdom 
to registraJion authorities in any other c:ountties, 

a commJmitation to the relevant authorities of the decision to remove the respondent 
from the register or restore the applicant to the register shall be sent by the Registtax. 

Record of c:auti<:G 

28. The CoanQl shall.keep a teaJid for 5 years of each c:amion issued and the teCOrd 
of a caution may be taken into comideration by the Preliminaiy Proceedings Committee 
and Conduct Committee in the exCitise of their respecti\:e powers. 

PART ill 

Health QwnmiUee 

29.--{1) A Health Committee shall be constiblted by, and comprise members of. the 
CoanQl in order to determine whether7 in the cin:mn.stances sperifieJI in rule 2(1)(b)-

(a) a practitioner shaD be removed from the register, 
(b) a praditioner's registtaiion shall be suspended; 
(c) a person who has been removed from the register may be restored to it; and 
(d) the suspeDSion of a peiSOD's registration shall be terminated. 

(2) The Counc:ii shall appoint some of its members who shall be eligible and requiied 
to serve from time to time on the Health Co~ such members to be selected with 
due regard to the need to represeut a wide range of fields of professional work. 

(3) The President shall be the cbaiiman of the Health Committee. 

(4) In addition, from amongst those peiSODS appointed lDlder paragraph (2) the 
Council shall appoint a panel of six persons from whom a deputy cbaitman may be 
chosen who shall then take the chair in the absence of the cbairman, or at her request. 
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(S) In the event of neither the c:baiiman nor any of the six deputy chairmen being 
available those members wbo c:onstitute the Health Committee on that occasion shall 
sekct a cbahman from within their own number. 

(6) The quorum of the Health Committee shall be three. 

(7) Any person who has participated in the consideration of a case as a member of the 
Prelimioaiy Pzoceedings COrruninee. or as a professional sc:reener, shall not be permitted 
to be a member of the Health Committee dealing with that case . 

.Appn~•"n::m of pasuus to c:oodtJCt initial cmsidH-ativu of cases 

30.-{1) The Coundl shall appoint a panel of its members to be professiOnal screenexs 
from whom ~ of .3 sbaii be selected to consider any matters xefeued to-them. due 
regard being had to the pzofcssional fieJd in which the pmctitioner works or has WOiked. 

(2) No case sbail be cousidered by the Health Committee unless it has been referred 
by the pxo:fessi~ saeeners appointed under paragraph (1). , 

laftciiaafioq l2is:iDg the question a; eo the lime.$ to p-oldise of IIIII'SeS, midwiwes oi' health 
'9Stors 

31.-{1) Where iD:formation in writing is received by the Registrar about any 
practitioner which Iaises a question as to whether the fitness to practise of the 
practitioner is seriously impaited by n:ason of her physical or mental condilion, the 
Registrar shall submit the infoxmation to the professional screeners. 

(2) Anyone wishing m lay information mast e.xeane a statUtOiy declaration which 
shall.state- . 

(a) her address and designation; and 
(b) the iiifomwion; aDd 
(c) her grounds for the belief in the tmth of any fact declared which is not within her 

pemmal knowledge.. . 

(3) If it appears to the prafes:sional saeeDeiS that there is no reasonable evidence to 
sopport the allegatiom they sbaD dired: the Regisbai so to iD:fonn the complainallt ~ if 
they consider it necessary or desirable, the practitioner. The~ saee:De!S may, 
if they amsider it nec:essmy to assist them in aniving at a decision, obtain an opinion 
from a selecl:ed medic::al exa•••iner on the :infoimarion and evidence they have received. 

(4) Unless it appealS to the professioaai saeeners tbat the matter need not proceed 
further they shall direct the Registaar to write by the recorded delivery service to the 
praaitioner-

(a) notifying her -~ iaformatioo has been receiVed which appealS to , raise a 
question as to whether her fitness to practise has become seriously p.apaned by 
reason of her physical or DleDial condition and indicatiug the symptomatic 
behaviour which gives rise to that question; 

(b) iDviting the praditioDer to agree within 14 days to submit to c;cnninarion at the 
Council's expense by two medical examiue:rs to be chosen by the professiooal 
saeene:rs and to agree that such examiners should fumish to the Rcgisaar 
repents on the praditioner's fitness to practise; 

(c) infmmiDg the praai1iooer that it is also open to her to nominate~ medical 
practitionezs to examine her at her own expense and to report to the Registrar 
on the practitioner's fitness to practise; and 

(d) inviting the practitioner to submit to the Registrar any observations or other 
~which sbe may wish to offer as to her own fitness to practise_ 

(S) AD iuformation received by the Registrar pursuant to sub-paragraphs (b), (c) and 
(d) of paragraph (4) sbaii be forwaided to the professional SCI"e~;;-netS. 

(6) In the event of the two medical examlDers not beiDg able to agr= on the result of 
their examination a tbiid medical examiner may be appointed at the Council's =PCDSC· 

(7) Before gn-mg a diredion under paragraph ( 4) the professional screeners may cause 
SD,fh enquiries to be made in relation to the matters before them as they tmnk fit. 
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Evrninatian by midical eJ3mjuers 

32.-(1) If the practitioner agrees to submit to medical examination in response to an 
invitation sent out under rule 31(4){b) and (c) the Registrar shall make arrangemems for 
suc:h eramination. The xnedical examiners shall be chosen by the professional saeeners 
in accmdance with ~ provisions of the Sealnd Schedule to these roles. 

(2) The Registrar shall send to the chosen medical mmrine:rs tbe information reaaved 
by the Registrar and the ptofessional screeners and shall ask the medical eJamiuers to 
report on the fimess of the practitioner to engage in practice, and how they recommeod 
that her case should be managed. 

Acticm following consid:tratHm ofrepmts oflllednJ eJa•••i•toS ..:.... 

33.-(1) The professional screeneiS shall consider the reports r=eived from the 
medical c:aminers, inducting any zepo1 ts by medical prac:titioners nominated by the 
paclitioner under rule 31(4)(c), and shall c:aDse the Registrar to send c:opies of tbem to 
the practitioner. 

(2)(a) If the mediaU examinees consider nnmrimoosiy that the prac:titioner is not fit to 
pxaa:ise, or is a practitioner on whose practice restrictions should be imposed, 
or if in the case of a difference of opinion amongst the medical examiners it 
appears to the professional screenezs that the practitioner may not be fit to 
pradisc or may not be fit to practise without the imposition of restrictions, the 
p:rofessiOllal screeners shall refer the iufotmalion xeceived together 'With the 
reports of the medical ~n•i••eiS to the Heahh Committee and may direct 1he 
solicitor to take an nea:ssary steps to verify the evidence to be submitted to the 
Health Committee and to obtain any necessary doc:mnents and the attendan~ 
of witnesses; 

(b) where in any case there is consi~ to be no su:ffic:ient evidence of illness in 
aa:ordance with the foregoing rules the prac::titioner and complainant shall be so 
informed by the Registrar. 

Provisions applyiDg when a case has been referred to tbe pi'Ofes!joDa1 screeoers by tbe 
PJdjminary Proceedmgs CQmuiUee, die PresideDt m: the CoDduct CoJ:nmjlfee 

34.-{1) Where a case has been referred by the Prelimina!y Proceedings Committee, 
the President or the~ Committee to the ptofcssional set~ the saeeDetS shall 
direct the Registtat- . 

(a) to imitetbe prac::titioner to sabmit to examination at 1he Council's expense by at 
least two medical examiners to be chosen by the professional saeeners; and 

(b) to ~ the pmctitioner to agree that such examiners should fmni9J to the 
ptofessional screene:rs :repo.ns on the pra.aitioners fitness to ptaerlse; and 

. (c) to infoim tbe practitioner that it is also open to her to nominate other medical 
praditiOileiS at her own expense10 examine her and to report to the professional 
sc:reeneiS on her-

(2) In the event of the medical examiners not agr=ing on their report-a third medical 
examiner may be appointed at the Council's expense. 

(3) If the practitioner agrees to submit to examination as afmesai.d the Registrar shall 
make aira:ngemeDis for sw:h examination and any reports m:eived to be 1efeued to the 
professional saeeners, together wth 1he information on which the Preliminiuy 
Proa:cdings CommiUeeJ the President or the Conduct Couuujnee, as the case may be, 
decided to refer the case. 

(4) The p1ofessional scrceners shall amsider the repons and infomJation tefeued to in 
paragiilph (3) and shaD either- . 

(a) refer the case to the Health Committee for a deteill!iuarion as to whether the 
pxaaitioner"s fitness to practise is seriously impaired by reason of her phJsical or 
mental condition; or 

(b) refer the case back to the Committee from which it was rcccived or, in the case 
of iefenal by the President under rule 14{2), to the President who sbai4 subject 
to a determination pmsuant to rule 14(1), refer the matter to the Conduct 
Committee. 
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(5) If the practitioner fails to submit to examination as provided for in nl1e 31(4}(b) or 
refuses to nominate otha medical practitioners to examine her under role 31(4)(c) the 
pxofessional screeners shaD decide whether oruot to ~fer the infoimation Jeeeived to the 
Heahh Committee indica1ing the te3SOD why no Dledical report is available. 

NcD:e of Referral 

-35.-(1) Subject to mle 34, as soon as pladicable after a case bas been rd'eired by the 
professional screeners to the Health Committee, the Registrar shaD send to the 
praditioner a Notice of Referral which ~ 

(a) inditare the grounds for the belief that her fitness to practise is seriously 
impaired; and _ 

(b) srati"ibe day, ume and place at which the Health Committee will meet to 
cnn:sider the matter. . 

(2) Except with the agreement of the praditioner no case shall be refen:ed for 
amsidemtion at any date earlier than twenty eight days after the date of posting the 
Notice of Rcfeaal ... 

(3) A Notice of Refeiral shall be delivered to the practitioner or sent by tbe reconied 
delivery service to the registered address of the pra.critioner containcd in the register or, if 
the Registrar has reason to believe that tbat address is not her present address, then to 
any later address wbid1 may be known to the Registrar. 

{4) When sending a Notice of :Refmal the Registtm: shall iDfoim tbe practitioner that 
it is open to her to be repxeseated at 1he hearing and also to be accompanied: by her 
medieal a~M;er. The Registrar shall aho invite tbe praditioner to state whether she 
pzoposes to attend the hemng. 

(5) The Registrar shall send with any Notice of Refcnal a ropy of these rules and 
copies of any repozts and otber infoimatian. which it is proposed to present to the Health 
Commjuee, other than repoi1S of wbich copies have already been sent to the pzaaitioner 
lmder rule 33(1). . 

(6) When foiwaiding copies of the iufounation or medic:altep:IIES to the praditioner 
under pamgraph (5) the Regisb:a& sball a tbe practitioner to Slate within fomteeo days 
of the receipt of the No&e of Referral whe1ber she will teqwe cW.ience of any pan of 
the iiifoimatioD or of tbe ~ and opinions w•••ai•r.ed in the repo11S to be given orally 
before the Health Csn•••ittee. If the pr.:lditicmer tequiles the presenm;cm of oral 
evidence the Regisum may fix a new date for the hearing and shall issue an amended 
Notice of Refeml in aa:ou1ance with the requireme:u!s of paragraphs {2) aDd (3). 

Pastp:mmmt Ol' cancdJatjon of heoniug 
o\ 

36.-(1) Notwitbslanding the provisions of the foregoing rules the Presid.ent.. Of her 
own motion or upon tbe application of a party thereto. may postpoue the hearing of an 
inquUy or may refer the matter back to the Pretiminaty Proceedings Committee, the 
Couducl: Oemniltce or the professional saeeners, as the case may ~ for fmther 
CODSideration as to wbetbe:r a hearing should take pJac:e. 

(2) When: befMe the hearing begins it appecus to the chainDan of the Health 
Committee, or at any stage during the heating it appealS to the Health Committee, that a 
Notice of Rcfcaal is de:fecrive, sbc or it shall cause the notice to be amended UD1ess it 
appealS that the xeqailed amendment cumot be made without injustice. or if sbe or it 
amsiders that the cin;:lnnstana:s in which an ameMment is made requite it, she or it may 
direct that the hearing shall be P.QS1pOUed or shall not take place. 

(3) The Rcgistiar shall as soou as ptaeticable inform the practitioner of any decision to 
postoDe or cmcel the hearing, specifying. in the case of a postpemement, the :futther date 
fixed for the hearing. 

Prdiminary cira1Jation of mdeme 

~. Before tbe meeting of the Health Committee the Registrar sball send to each 
tnember of the Health Committee, and to the mecfic:al examinets chosen to advise the 
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Health Committee on the particular case~ copies .of the N~ of Referral, of tbe 
information received by the Council, of any meaical reports received~~ with 
rules 33 and 34, and of any observations er other evidence submi.J;ted by "OE on· beha1j of 
the pxactitioner. · 

CoDdud: of iDquiry 

38.-(1) The Health O>mmittee shall sit in priYate. 
(2) At least one of the medical examiners se1eded _by tbf:. ptofe:ssiGnal saeeum~m· 
• • if.- • • AL.-n be • ;. thm•• .. ""'.,.. the • .. nn..;.... .. ex:;.w11re -m;:·J'I3:dltloner :.w1.1.1 m anen._.ance ~ .. mqwg except~ 

those perioCis whes the Health CoJIIIDittee Gec:iaes to deiibei:ate in ~ · 

(3) ~~.shaD ~entitled to ~ ~ ~ fH:r case;is h~ and ~y 
also be Ie_pteseared.by c:onnsel or a·so1:li:itor, or by~ officer ot. a~ 
org;:misanon, or by any other person of her ~. and may be ~ed by her 
medical adviser. 

(4) Whete. the practitioner is neither ~ .nor zepzese .fed ~ ~ of the 
Health Cot'"' •ittee sbaD ask 1he Connc:il's officer-or "tl!e solicitor,; if~~ to satisfy ~ 
Health Committee that the Notice ofRefeiralhis ~received bythepracUtioner. If it. 
does not app~:ar tO have been so ~ the Heabll ~ .maJ IlCYCitheless 
proceed with the inquiry, if it is 53tisiieq "that aH reason3ble efforts 1n accontmc:e with 
these rules bave been made to serve the Notice of Ref~.cm-~practiU<mer. 

Groaocb for belief that tbe praditiooer's fitness to ~ is- stdoasly i:al:pilfired and 
cal6ug ~ wft•~ where oo&e: bz been giRD 

39.-(1) At the opemDg of me proceeding; ~ c:bainnan shall ~ attention to the 
grounds for 1be belief that the prcditioners fitness to pzac:tise is serio&iy_impaited as set 
out in the Notice of Refetral and to the documentation. whic;h has been~ . . 

(2) Where in any case the practitioner has within the period indicaied in rule 35(Q) 
requiled that an or part of the information or repents be suppcnted by oral evidence, ihe 
pexsons on whose testimony or opiDions sudl infounation or reportS depend shall be 
called as witnesses. Such witnesses may be ePti!iined by the solicitor~ and may be cross
~ by or on behalf of tbe practitioner and may the:o be ~amiuf'Ai 

(3) Where in any case tbe practitioner has declined. medical examinatioJJ. the solicitor 
may adduce evidence of the faas alleged and the praditioner or her~ may 
aoss-examine any person giviDg evicleDce and the solicitor may then re-examine that 
petSOD.. 

Calling of witm:ssfS 'Where oo previous notice bas been give:u 

40. If, in any case where no prior notice has been given on behalf of the practitioner 
that all or part of1he evidence shall be given orally, tbe praairioner or her tepzesenrarive 
indicates tbai she requires snd:t evidence to be given orally, the Health Committee shall 
consult the legal zsessor as to whether, in the iDte:rests of justice, it shoulp adjomn the 
bearing in cmic:r to ~ tbe ;tttendance of sach peiSODS as witnesses or whether to 
proc:=d with the hearing without taking such oral evidence. If such witnesses are called 
they may be examined by the Health Committee or the solicitor and may be c:ross
eta•••i••ed on behalf of the praditioner and may be re.examined. 

41. At the ccmdusion of any oral evidence given as aforesaid the cbairman shall 
invite the ptaetitioner or her represeiitative to adchess the Health Committee and to 
adduo: eviden<:e as to tbe practitioner's fitness to practise_ 

Qoestions 
41. At any time in the proceedings questions may be put to any witness by the Health 

Committee and, with the leave of the c:bajnnan, by the legal assessor or the medical 
::~ examiner. Whether or not witnesses arc called the Health Committee may put questions 

to the praai1ioner either direct or through her representative. 
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DttttminatioD by H""OQRad-
a At the conclusion ·of p1oceedingyc: 11Ilder the foregoing roles the Health 
~m.y- . . . .. 

{a) adjonm ifle case m order to obtain further medic:al reports or evidence as to the 
ph}'sical or mentaf t:ondition of the practitioner or for such other pmposes as 
may·in the cuosnstances be appropriate; or 

'{P) .determine that the~ to practise of the practitioner is-not serio~ impaired 
: by reasbn·of herp~ or meptal.condition; or 

(c) ~ judgm~;, oi ~ 
(d) ~rmjsif\-thai 1he. fitness to pmaise of the p!Ciditioncr is serio~ impaired by 
. itason of her phj;kal ~ ~ condition. . 

~ •• • odo....~&hc- .t.. • ~ m•Hin:tio!l ~ ~D"tllit ~ 

~ Iffbc ~-Oaaua~ des a determination under JU!e 43Q>j ii shall either
( a)~ sm:h opiBlon UKI-~ tbe Registla;t·to refer the maitcr bUt to the 

Cnmn~ittee ~ 'Wbic:fl ~ case _was tefei1ed, or, in the case of a refe#af by the 
-~ tD:tfie.~ who.~ su9jecttoa determination pursu;mt to role 
14{l)_;Ieier~.~lhe·tbnauct~;or '* ceuludc~· 

Pw;lj I A rst ef _,...._. 

~. If the :He:;dth ~ mates ..a detemtination tmder'rule 43(c) it shaD. also 
deremnne ~ month and~ in -wbidi $c.hearing will resu:me and shall ~ tbe 
mtcical mderice of the ~er's fitness to pi3dise whidr it will ~ at the 
~fteiring. . 

Ddtf;;;M4ia SUI: fiiDr:.olt-is B!!pi!Wted 

~. H the Health Committee makes a determination UDder rule 43(d) it shaD direcl 
tJ:tC Registrar to remove lhe ptadi!ioner from tbe register, or to suspend the 
~s tegisnatinaa... ~or not for a specified period. 

AEnmc:ement of deteuainalioa 

· ~; 1be c:bainnan sba1l aanouuce the determination or detetmina1ions of the Heal!h 
Committee ·under the fotegOing rules in such terms aJJd with such rec:ommendations as 
the Heahh Committee sbaD. have approved. . .\ 

Oc-•••ncuaic aOOD ar decisioo 
48.-{1) The Registtar sbaJl forthwith communicate with the praaitioner' by the 

recorded d.c1ivcty set9ice infonuiug her of the decision of the Health Committee and 
stating any regisaasion-fee which may be due wheie the Conduct Commjnee has 
detenuiDed not to remOYe tbe pradi.1ioner from the tegist=' • 

. (2) In th9se cases where a decision has been posqxmed the letter shall set om any 
rerommendations made by the Health Co!llmittee including a requirement for the 
payment of any regjslration fee wbich may be due. 

(3) In those cases where a peiSOn has been removed from the register, or wbere her 
registlation has been ~ tbe letter shaD set out any recommendations made by 
the Health' Committee. In su.ch cases the letter shall also require that she should retnm to 
the Registtar within 21 days any document or insigrria issued by the Counc:il or its 
predecessor wbich indicates xeg:isttation status and warn her of her liability to 
proc.eedings under section 14{l)(b) of the Act if she holds herself om to be a practitioner 
in a part of the register from which her name has been removed, or from wbich her 
registration has been suspended. 

(4) W'Itb. the Jeuer $ill be sent a fonn to be signed by the pxactitioner or peiSOO, as 
tiie case may be. and returned to .the Registtar, admowledging the receipt of the 
"Couuic:irs dec:isioq and confirming that the Q)Dtents of the letter are undetstood. 

NMC1 00086-0265 

... 
-, 



.-

I 

Termination of saspensjoo aDd restot-a:tioa to the register 

49.-(1) Where removal of a person from the register or suspension of a person's 
~in the c:iit:umstmces set out in rule 2(1)(b) and rule 3(1)(a) respectively, has 
been for a specified period, snch removal or suspension shall temJinate at the expiry of 
the period so specified. · 

(2) Where, in the ciLo:mNauces set out in rule 2(l)(b) or rule 3(1)(a) respectively, a 
peiSOn has, for an llllSpCCi:fied period, been removed from the register, or a peiSOD.'s 
regisu:~ . has, for an unspecified period, been snspended. any application for 
restoration to the register, or for the suspension to be temrinated, -shall be made in 
writing addressed to the Registtar and signed by the applicant stating the grounds on 
wbid1 the application is made. 

(3) The appfu:ant shall then be sent a letter by tJ:le Registlax to
(a) outline the application procedwe; · 
(b) enclose a fonn on which the applicant must stale the necessary personal details 

and the name aDd address of a medical prnaitioner to whom the -council may 
apply for a report on the applicanfs health~ 
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(c) requhe the app)icant to declare ~er or not she has been mnvicted of a 
criminal offeiKe since the date ofher:removal from the register, or suspension of 
her registration, or that she is not the subject of any cuuent criminal 
proceeding:;, but if she has been convicted of a <7imiual offence or if she is 
currently the subject of aiwinal proceedings to provide details thereof inclncting 
the judgment and the ~of the Court at which the ptuceedings took pl<..:e 
or are takDJg p~; 

(d) require her to declare whether or not she has kDowing1y represented herself to 
be a practitioner smc:e the date of her removal or suspension from the register, 
ezc:ept in respect of any part from which she was not temoved or from which her 
regisuation was not sospeoded; 

(e) s=c the fee (if any) for restoration should the application be sncc:essful; 
(f) state any tegistration fee wbich may be due. 

The Healtb Committee may invite the applicant to verify by statotoey declaration any 
smrmem made in her application. 

(4) As soou as practicable after the docmnents have been received in respect of the 
;zpptic:atiDD a ~ time and place for tbe amsideration of the applkcition by the Health 
Committee shall be detennined aiKI shall be notified to the ~licant in a letter signed by 
tbc Registtar. _, 

(S) The professioual saeeners sbaB direct the Registrar to invite the applicant to 
submit: to ex;nnjnatjoo at the Counc:il's ~before the applic:ation is amsidered by 
the Health Committee, by at least tw0 medical examiners to be chosen by the 
professioDa1 scrceners and to agree 1hat snch examiners sboold famish to the Health 
Committee repons on the applicant's fitness to pradise. 

(6) In tbe event of the medical eca•• •i•~CJS not agreeing OD their report a tiiird medical 
euminer may be appointed at the Council's expense. 

(7) If the applicant agrees to submit to e;ramination as afoo:said the Registrar sban 
make arraDge:ments for such eJI'amination and aey reports received shaD. be :refeued to 
the Health Committee. If the applicant declines to submit to a medical examination as 
aforesaid the Regjsttar shall refer the appJiad:ion to the Health Committee bat indicating 
the reason why no medical repon is available. 

(8) The chairman may require the Council's officer to provide infOIImstion about any 
known activities of the applicant since the applic:aDt was removed or suspended from the 
register. 

(9) The Health Committee shall consider the evidenee submitted in respect of the 
application, and may question ~e applicant. 

(10) Where the Heahh Commiaee decides that the applicant shall be restored to the 
register or that the suspension sban be terminated, and so directs the Registrar, it shaD 
also determine the date when the restOration or tenninarion shall take effect and whether 
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it should be subject to any of the limitations for which rules made under section 10(3)(c) 
of the Act provide. The dedsion of the Health Committee shall be announ.ced in the 
presence of the applicant audlor her xepzesen1ative and/or her medical prac:ritioner (as 
refeired to in paragraph (3)(1; )) if the practitioner wishes any or an of them to be present. 

· (11) The decision of the Health Committee shall be signed by the Registrar and 
c:ouveyed to the applicant by the recorded delivecy servH:e. 

(12) Where the Health Co~ has decided that the app~ shall be restOred to 
the ~ or that the suspension shall be terminated., then, upon the payment by the 
~of any restoialion and registta1ion fee, the R.egimar shall call'ie the ~to 
be :restored to the register and shall issue to the applicant a full copy of the entry in the 
register. ~ 

(13) Subject to the foregoing parasraphs of this rule and the tequiiements of natUral 
justice the procedwe of the Heallh Committee shall be such as it may de~ 

Notice ofrsmd hearing 

50.-{1) Where under any of tbe fotegoing rules the Heahb Committee has adjourned 
the case or postpOned judgmeut, the Registrar sbaJl not later than 4 weeks before the day 
fixed for the RSWDption of the pi<x:eeding; send to the practitioner or applicant, as the 
case may be, a notice which sbal!-

(a) specify the day, time and place at wbicb the poc=dine-; are to be resumed and 
invited her to appear thereat; and 

(b) if the Heahh Committee has so directed, invite her to submit to examiDation by 
the medical examiners chosen by the Health Committee; and 

"(c) if the Health Committee has so directed, invite her to furnish the names and 
addresses of medical pi3ditione!s or other persons to whom the Health 
Committee may apply for confidential information as to their knowledge of her 
fitness to practise since the time of the original inquiry. . 

(2) Paxagraphs (3), (4), (5) aud (6) of rule 35 shaD apply to the sending of notices 
under this role. . 

App&ati.m of rules "51 to 49 

51. At any resumed hearing the procedare shall be that provided by rules 37 to 49 for 
the original hearing and ~ Health Committee may exercise any power which under 
those rules it could have exercised at the original heariDg. 

Adjou:rument of pms:eedmgs 

SZ. The Health COJnminee may adjomn any of its proceedings or meetings from 
time .to time as it thinks fit. · 

Deiberation in camela 

53.. Subject to the provisiom of these tu]es, the HeU!h Committee may deliberate in 
camera at any time and for any pwpose dmmg any p:roceerling;; and for such pmpose 
may c:xclude tbe pxactitioner or applicant, as the case may be, her represeutative and her 
medical adviser. · 

Erideuc:e 

54. The Health Committee shall comply with rule 2S iDsofar as it is applicable. 

Voting 

55. The voliDg pnx:edwe of the Health Committee sball be governed by rule 26 
insofar as it is applicable. 

Postal service of doo•n'tf'Ja!S 

~56. W"rthout prejudice to any requimnent of these rules as to the service of 
documents by registered post or the recorded deliveiy service. any notice authorised or 
required by these rules may be sent by post. . 
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Cu••AIInM alinn o£ Health ()mnnjttee's decision to ll1D'Se, mKlwife or heabh visitor 
n:gistr.ldimi :-t&rritirs omside the UDited Kingdom 

57. Where it is evident from the Colim:il's records that a person who has been 
removed from, or restored to, the registc:r or whose registraDon has been suspended, or 
wbose suspension of registraiion has been terminated, either- · 

(a) was admitted to the register followiDg original registration omside the United 
IGDgdom;or 

(b) was the SDbjec:t of verification of her original registtation in the United Kingdom 
to registration authorities in any other countries, 

a commtmication to the relevant authorities ot the decision made in respect of the petSOn 
or applk:ant, as the case may be, shall be sent by the Regisi:Iar. . 

-- • ..-.:s.. 

PART IV 

IDtaim W5le!Sirin of 1egisb21iuu 

SS.--{1) If, during a hearing before the Conduct Committee or the Health · 
ComminH:" it appears that the hearing will not conclude in the time set aside for that 
~ and it further appealS to the Committee necessary to direct the interim 
saspe11Sion of a prac:titiooe:r's registration, the chairman shall-

(a) so infOim the practitioner giving reasons for the Committee's views; 
(b) give the practitioner and her 1epresentative, if any. :reasonable opportunity to 

show cause to the Committee wby she shoald not be made the subject of Slttb a 
~; . 

(c) require tht: Committee to detemrlne, within the period set aside for the hearing, 
whether it 6 sati.~ed that a direction of interim suspension is neressary for the 
protection of the public or in tbe interests of the practitioner. 

(2) Subject to the provisions of paragraph (1), if at any stage in the exercise of powers 
under these rules it appealS necessaiY to do so, the Pre1i:minaiy Proc:eediDgs Co• • IU!irree, 
CODduct Ccnmuirree or Heabb Committee (refeaed to in 1his Part hc:reafter as •'the 
Commi~") shall, in aa:ordancc wiih the following paragmpbs, consider whether to 
direct the iute:tiw suspension of a praditioner's :regbtration. 

(3) The Regisnm shall, before a ctircaion of jmerim suspension Ul1der paragraph (5) is 
given-

(a) ~By registered~ notice to the practitioner to show cause why she should 
not be made the subject of a diieclion of interim suspension pwsuant to. 
paragraph (5), at a hearing on a dat.e wbic:h shaD be specified by the Registrar 
and wbicb shall not be a date earlier than 14 da.vs from the date the notice is sent 
to the pra.ditioner, unless the pmctitioner otherwise agrees; such DOtice to be 
sem to the praclitioncrs regi:stered addiess or9 if the Registtat has reason to 
believe tba% that address is not ber present address, then to auy later address 
which may be known to the Registrar; 

(t') send to the practitioDer with the notice referred to in paragJ:aph (a), copies of 
any documents in the Coun.cirs possession, or any infonnation., relevant to the 
qoestion of interim suspension which 1he Committee will consider; 

(c) infcmn the praa:itiouer of her right to attend the hearing refened to in paragraph 
(a) and to be heard on the issue of whether a direction of interim suspension of 
registration should be given; 

(d) inform the pxactitioner that she may be represented at the hearing by counsel or 
a solicitor, or by an officer of a representalive organisation, or by any other 
peiSOil of her choice; 

(e) a:mvene a hearing of the Committee, to be attended by a legal assessor., to 
a:msider the question of imerim suspension.. whether or not sw:h bearing takes 
place for any otber purpose laid down in Pans I, II. or m of these rules. 
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( 4) The Committee sha14 before a direction of interim sospension under paragraph (5} 
is given-

(a) give the practitioner. her witnesses and her representative, if present at the 
heariug, the oppo1tunity to be heard in response to the documents and 
information refened to in patagraph 3(b ); 

(b) pm questions to· the practitioner, if considered nec:ess3Iy, either direct or 
tbrough her rqneseuta.tive; 

(c) put questions to any witness di:rect, by the solicitor or, with the leave of the 
. cbainrum, by the legal assesror or medical oaminer, if any; 

(d) reqUire Such assistance from the solicitor as may be deemed neceSsa:ry; 
(e) detennjne whether it is satisfied that a direction of interim suspension of the 

practitioners registtation is necessaiy for the protectiOD of the public or in the 
interests of the practitioner. · 

(5) The Connnittee my ctiiect the interim suspeDsion of the practitioner's regisbation 
to have effect ciming such period as may be specified in the diredion. 

{6) After a diiection has been made under paragraph (5}, the Registrar sb3n :fix a 
date, which shall be as soon as reasonably practicable, for such hearing, or resumed 
bearing, as may be requiied to be held, in respect of the pelSo.D. whose registtation has 
been suspended. in aa:orda:nce with Part n or m of these rules. . 

(7) During tbe period io which a direclion of interim saspeusion is effec:tive, the 
Ounmjuee which made the direction shaD. review the suspension at 3 monthly intervals, 
and may so review at ;my time. and the provisions of paragraph ( 4) shaD apply to such 
review. 

(8) The Committee which Sits to exercise powers under this rule shall sit in private. 

(9) lbe Committee may, at any stage when considering the question of interim 
saspeusion adjoum, or decline to proceed with, such CODSideration. 

(10) The votiDg procedme Of the Con•• nittee shaD be governed by rule 26 insofar as it 
is applicable. . 

SIJ.-(1) Wbere a direc:tion made UDder rule 58(5) specified a period during whkh 1he 
suspensioa is to bavc effect, sudl sospeusion shall tell•• i••are at the cpiiy of the sperified 
period. 

(2) ~ a dirccrlon made under rule 58(5) does not specify a period dming which 
tbe Sl15peDSioo is to have effect, such suspemio~ shall termi1laie in accordanc:e with the 
followiDg pnMsioD5- ., 

(a) where tbe direction was given by the Ptetiminary ~~ eomm;nee, it 
sball te:rminare-
(i) upon the issue of a caution or the case being closed by the PrelimiDaiy 
~ Comminee: . 

(ill in aceordanc:e with the following sub-paragraphs, whce the case was 
refe!:red to the Conduct Cotnmjnee or Health Committee; 

(b) where tbe ctiiedion was given by the Conduct Co"'1!Dttee or was given by the 
Ptdicniumy P!oc:eedings Committee or Health Committee prior to, or at the 
time of. refcn:al to the Conduct Committee, it sbaD temiioatc-
(i) upon the issue of a ~ postpoDelllellt of judgment, direaion of 

.removal fn?m the· register, or the case being dosed by the Conduct 
Committee; 

(n) in accordance with sub-paragraph (c) wbcre the case was detennined by the 
Health Committee OD refemd to it; 

(c) where the diredion was given by the Health Commjnee or was given by the 
Prelimmazy Proceedings Committee or Conduct Committee prior to, or at the 
time ~ refemll for consideration of the praaitioners titiJess to ptaaise. it shall 
terminate-
(i} upon the diled:ion of removal from the register or suspension of 

.regisllation under rule 46; 
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(nl upon postponement of judgment under rule 45; 
[m1 upon the case being closed by the Health Committee. 

(3) At any stage dwing the exercise of its functions under these mles, the Committee 
may revoke a direction made under rule 58(5). whether by tbat, or another, Committee. 

:MisceDaneous 

60. Save where indicated otherwise in rules 58 and 59. the Committee shall proc:eed 
in aa:q_rdance with tbe provisions of Parts I, ll and m of these rules..' as required. 

TrausitioBal psowision ..._ 

61. The provisions of these roles and an ~es and powe:ts cxmtained therein 
(indnding the power.; provided in roles 2, 3, 4 and 5) shall as of the date of ooming into 
force of these rules have full and jmmedjare "effect in respect of-

( a) all allegations of misconduct notified or referred to a National Board or the 
Co1mcil prior to such date; 

{b) an investigations already ~ being carried om or otherwise under 
consideration by a National Board on such date; 

(c) aU pzuceedin~ referred by a National Board to the Conduct Committee or the 
Council and then pending; 

(d) an cases or proceeding;; before the Conduct Committee which have not been 
concluded by ~ judgment (including an cases in which the Conduct Committee 
has postponed judgment prior to the said date and has not thereafter resumed its 
consideration). 

Revoca1ioD of previous rule; 

6l. The NUISCS; Midwives and Health VISitOIS (Professional Conduct) Rules 1987(a) 
axe heieby revoked. 

-~ 

(~) S« S.I. 198712156. 
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FIRST SCHEDULE 

FORM OF NOTICE 

(Rule 6(1)) 

UNITED KINGDOM CENTRAL COUNCIL FOR NURSING, MID'WIFERY AND 
HEALTH VISITING PROFESSIONAL CONDUCI" COMMITTEE 

Nmses, Midwives and Health VJSirms Act 1979 as amended 

NOllCE OF INQUIRY 

To·······~····-~···············,·····································································.....:..-.- ........... . 

of ............................... __ _. _____ ~·--···································-···············-···························· . . 

Take notice that the chaJgc (or c:barges) against you, partiaiJa!s of which are set fonb ~.has! 
have been biOngbt to the :ootke of tbe Coancil, aud that the Professional CoDduet Committee of 
the Comx:il p:roposes to iovestigare such c:barge(s) at a meeting to be held at ......... ... 

••••••••••••••••••••••••·••··················-····••••••·••••••••••••··········· al ....................... .am/pm OD 

-------······-······ tile: ····························-···-·· 19---········ and to det:e>•••i•te wfleth.e::r' )'CJIIU:" 
name should be removed from the tegister or my pan or parts of it. or whed1et you should be 
cazaioned as to your future ~ If me meeting has to be adjourned it is open to the 
P:toft:ssimJal Coudw:t Qmrnrittc¥: to direc:t me jmmedjate ~nsinn af your registration but this 
will notoc:c:arwitbout your being given an oppcnamitytomake lepiese••tatitms to tbe ProfessioDal 
Conduct Committee to show came wby tbis is not necessaty for the protec:tKm of tbe public: or in 
yoo:r OWJl Wte:tests. 

PARTICULARS OF CHARGE(S) 

You arc bcrcby reqaiied to attmd before tbe Professional Conduct Committee of the COimcil at 
the time and place !Demiaoed above :md to answer SDCb charges briDging wiib you an papeiS and 
documents in JOUr pos:;ession relevant to the maucr and any pe&sous whose evidence yoa wish to 
lay before tbe P!ofcssioDal CODduct Qwmnjttee It sbould be c:arefuDy noted-

You are emided to be xqnesented at d:Je hearing before the Ptofessional Conduct 
Ocw•••••inee by wuusel or a solicitor, or by an of6c:er of a teprese:DI3tive oxga••isa,ion, or 
by aDY otbe:rpe:son of your c:hoice, but if yoa propose to be so represemed. you should 
give written D01ice to tbe Regis11ar of the Couucil at the ~ mentioned above at 
least seven days be;foxe the heariDg. 

A copy of the Nmses, Midwives and Health V"ssitms (Prof~ Conduct) Rules 1993 is 
eudnsed 

Repstaa~ and CJief &eaniveofthe Council 
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SECOND SCHEDULE 

MEDICAL EXAMINERS 

(Rule 25(1)) 

' 
1. Subject to paragraph 4 of this Schedale, medical examiners shall be chosen by the Health 

Committee from p=sous nominated by any one of the following bodies: 

The Royal College of Psycbiatrists Psytbiati ists 

The Central Committee for Hospital Mecfi.. Neurologists. Physicians and"Smgeom 
cal Setvices of the British Medical Associa-
tion 

The ~Medical SezvicesCommittee of 
the Biitish MedU::al .Associatton 

Royal College of GeDc!al Practitione!S 

Royal College of PhysiciaDs of London 

Royal Coilege of Fhysicians of Edinbmgh 

Royal College of Surgeons of England 

Royal College of Physicians and SaJgeOilS of 
Glasgow 

Royal College of Physicians of lreland 

Royal College of Swgecms in IIdaDd 
. 

Ge:oeial Practitioners and otber Branches of 
Medicine 

General PractitioDers 

Nemologi:sls and PbysiciaDs 

Physicians 

Smgeons 

Nemol~ PbysiciaDs and Surgeons 

2. Mcmbe:Is of the Council sbail DDt be etigible for :nommattan as medka1 examiners. 

3. The Colmc:il shall from time to time detemrine tbe miDimaw number of per.;ons to be 
nominated in respect of eadl branch of mecfuine,lhe periods for which nmninatkm shall be made, 
and the iotc:rvals at wbit:hlists of those nominations shall be revised and may give dircc:tioDs as to 
the nomiDation of petSODS on a geogiapbk:al basis. 

4. In choosing medical ~ to att in relation to paniallar ~ the profcssicaa1 
.screencs and 1be Health Commjnee sbaD have :Eeg3Id to the oatDJe of tbe ph:ysic:aJ or me:nt2l 
cxmdition which is aDeged to iDrpm the prac::titionc:rs fitoess to pradise. 

5. (a) It sbail be tbe duty of at least ODe of the medical naD!iiM"tS selected to eumine the 
prac:Wooer, wbetber or not the ~ bas agreed to be emnincd, to be pxesent at 
tbe inquiiy aud to advise the Health Committe C.l the medica) signi5<;mct; of lhc 
evidt::Dt:e ~ iL 

(b) Medical en!Tlinen sball give advice on qucstious refcned to them by the Health 
Com•••illee, and shaD also advise the Health Committee of their own motiou if it appealS 
to them tba1. balforsuc:h ~ thele is a possibility of a mist3ke being made in judgiJJg 
the medical sig .. if4::2ncr of sod1 cMdence ("mcJnding the abse:Dc:e of evideoc:e) on any 
particWar mancr J:e1evant to the fimess to practise of me praaiDouer. 

GIVEN UDdc::r the Offiaal Seal of the 
UNriED KINGDOM CEN1RAL 
COUNCU .. FOR NURSING~ 
MIDWIFERY AND HEAL1H VISITING 
thls 18th day of March 1993 
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EXPLANATORY NOTE 

(This note is net pan of lhe Order) 

This Order, as respectS proceedings in Gteat Britain, approves the Nurses, Midwives 
and Health VJSitors (Professional Conduct) Rules 1993, which are set out in the 
Schedale. The Order comes into fon:e on 1st Apri11993 an~ in pulS1J3l1Ce of seaion 
22(4) of theN~ Midwives and Health VISitots Act 1979, the Rules c:omeimD force as 
respedS Great Britain on that date; a further Otder, made by the Lord Cliief Justice of 
Nonhem ~ is reqaited to bring them into force as respeciS Northern _Ireland. 

The Rules :revoke and rep)ai:e. with amendments. the Nurses, :Midwives and Health 
VJSito!s (Profei;ional Conduct) Rules 1987. Most of the amendments ariSe as a 
conseqaen~ of tbe Nmses, Midwives and Health VJSitors At::t 1992 which, among other 
JJlatte!s, ttansfened from the NaticmaJ. Boards to the Council the obligation to-investiga:rc 
aDegari.oDs of misconduct; gave to the C01mcil power to camion praditianeiS as to their 
fntnre c:ondad: and power to suspend praclitioneis' registration. Rule 7 amstitutes a 
Preliminary Proceedings Committee ("PPC') wbich will investigate and give- initial 
amsideration to aTiegotiODS of misconduct; a camion may be issued by this Committee 
after admission by a practitioner of the fads alleged and that they amount to tuisconduct 
(rule 9). The PPC will refer to the Professional Conduct Committee ("PCC") those cases 
whidl appear to justify IeDWW1 from the Iegister. The PPC may refer cases to the 
professioual saeeners for assessment of a practitioner's fitness to practise {rule 9). The 
power to caution is also given to the PCC (rule 12) though not to the Health Committee. 
The Health ~ may suspend a practitioners Jegisaation (rule 46) though it 
retains the altemative power to remove the practitioner from the register {rule 29). AD 
three Ccn•••••ittees are granted a :oew power to diiec:t the interim suspension of a 
practitioners registtalion (rule 58) in c:ircmnstances in which it is thought necessary for 
the protection of the public or in the interests of the practitioner. 

The PPC, the President and tbe PCC may refer cases of alleged IDisc:onOuct to the 
pt:ofessicmal screeDeiS (rules 8, 14 and 24). 'Ihe professional screeDeiS are given a new 
discretion to assess the suitability of cases for amsideration by the Heahh CoJ'IJIIljtt:e and 

. to retm:n those which they deem unsuitable to me :aefe• dug Oml!i!iUee (rule 34). 1be 
procedme to be followed where a practitioner is required to amwer allegations of 
miscondntt and mattClS evidenced by c:onvictiDn has cbanged so that the PCC will first 
c:.ousider an other matters before addlessiuga convidion (rnle 19). Rule 28 provides that 
the Coum:il will keep for a period of five JeaiS a reeonl of any caulion :issued. All 
practitioners the subject of CXJDSidcta1ion by the PPC wm be iuformed, if not before the 
Committeets amsideration, then afterwan:isy of 1he outcome (rule 9). The complaiuant 
no longer has a right to prosecute ailegations before the PCC (rule 13). Whe:Ee a 
praail:ione:r admits misCOnduct the Conm•illee amsidering the case wii4 nevc:nh~ be 
:reqain:d to make a determination as to whetber7 m its view y the praaitionei is guilty of 
JIJiscondoct (rule 9 and mle 18). The traiJsitional provision (rule 61) provides that the 
Rnles wiD apply to an aDegatioos already the subject of c:onsiderarlon on tbe dare the 
Rules become~; an newpowetS given in the Rules may be exercised in~ to 
an such cases. 
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STATUTORY INSTRUMENTS 

1998 No.1103 

NURSES, MIDWIVES AND HEALTH VISITORS 

The Nurses, Midwives and Health Visitors (Professional 
Conduct} (Amendment) Rules 1998 Approval Order 1998 

Made-

CAJming buc force -

20th April1998 

IBlh May 1998 

The Lord Chancellor and the Lord Advocate, in exercise of their powers under section 19(5) of 
the Nurses, Midwives and Health VISitors Act 1997(a). and as respectS proceedings in Eng!and 
and Wales and in Scotland. respectively. hereby approve the Nurses, Midwives and Health 
Vl.Sitors (Professional Conduct) (Amendment) Rules 1998 made by the United Kingdom 
Central Council for Nursing, Midwifery and Health V1Sitingand set out in the Schedule hereto. 

This Order may be cited as the Nurses, Midwives and Health ·~rl.Sitors {Professional Conduct) 
(Amendment) Rules 1998 ApproV21 Order 1998 and shall come into force on 18th May 1998. 

lrvine cfLairg. C. 
Dated 8th April 1998 

Hardie 
Dated 20th Aprill998 

(2) !99i ~. 2~. 
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SCHEDULE 
The Nurses. Midwives and Health Visitors (Professional Conduct) (Amendment) Rules 
1998 made by the United Kingdom Central Council for Nursing, Midv.tifery and Health 

Visiting under the Nurses, Midwives and Health Visitors Act 1997 

Tne United Kingdom Central Council for Nursing,. Midwifery and Health V.isiting, in exercise of the 
powers conferred on it by section 10 of the Nurses. Midwives and Health Visi!ors Act 1997(a). hereby 
:makes the following rules-

Citation, lntupretation and Transitioira] ·Pro~on 

1.-{J) These rules may be cited as the Nurses. Midwives and Health visitors _{Professional Conduct) 
(Amendmenr) Rules 1998. 

(2) FoLtlte purposes of these roles "the Professional Conduct rules" means the NllfSes, Midwives and 
Health VJShors (Professional Conduct) Rules 1993(b). 

(3) These rules shall apply in respect of a person removed from the register on or after the date of the 
commencement of these roles and any pexson removed from the register for a specified period before that 
date shall be treated as if these rules had not come into force. 

Amendment of the Professiooal Condnctndes 

2..--{1) The Professional Condua: rules shaD be amended in accordance with the following paragraphs 
of this rule. 

{2) In rule 2-
(a) in paragraph (4) the words "in accordanee with role 22(1 }, or" sb2.Il be deleted: and 
(b) in paragraph (S) the words "in ac:co~ with rule 49(1) or"' shall be deleted. 

(3) In rule 18(4) before the word "guilty" th~e shall be added th~ word .. not ... 

(4) In rule 22-
(a) paragraph (1) shall be deleted; and 
(b) in paragraph (2) th; words "', for an un.specified. period • .,. shall be deleted. 

(5) In rule 49-
(a) paragraph (1) shall be deleted; and 
(b) in paragraph {2) the words ... for an unspecified period." where they twice appear shall be 

~leted. 

GIVEN under the Official Seal of the UNITED KINGDOM CEN"TRAL COUNCIL FOR 
NURSING, MIDWIFERY AND HEALTii VISITING this 16th day of March 1998. 

~ MaryUp~d e President 

(~) 1997 c:. 24. 
c (b) S.l. 19931193. 

2 

Sue Norman 
Chief Executive/Registrar 

·-
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EXPLA-~ATORY NOTE 

(This noce is noz parr of rhe Order j 

This Order, as respects proceedings in Great Britain, approves the Nurses, Midwives and 
Health ViSitors (Professional Conduct) {Amendment) Rules 1998, which are set out in the 
Schedul~. A funher Order made by the Lord ChiefJustice ofNonhem Ireland, is required to 
bring them into force as respects Northern Ireland. 

The 1998 Rules amend the Nurses. Midwives and Health VISitors (Professional Conduct) 
·Rules 1993 so that a person who has been removed from the register for a specified. period for 
ill health or·misconduct has to apply for restoration at the end of that period i,p. the same way 
as a person wno has been removed from the register for an unspecified period. 
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STATUTORY INSTRUMENTS 

2001 No. 536 

NURSES, MIDWIVES AND HEAL TB VISITORS, 
ENGLAND AND WALES 

The Nurses, Midwives and Health Visitors (Professional 
Conduct) (Amendment) Rules 2001 Approval Order 2001 

Made -

Coming into force 

.. 

23rd February 2001 

1st March 2001 

The Lord Cbanceilor, in exercise of the powers conferred upon him by section 19(5) of the 
Nurses, Midwives and Health Visitors Act 1997 (a), and as respects proceedings in England and · 
Wales only, hereby approves the Nurses, Midwives and Health Visitors (Professional Conduct) 
(Amendment) Rules 2001 made by the United Kingdom Central COlDlcil for Nursing, Midwifery 
and Health Visiting and set out in the Sclledule to this Order. 

This Order may be cited as the Nurses, Midwives and Health Visitors (Professional Conduct) 
(Amendment) Rules 2001 Approval Order 2001, and shall come into force on 1st March 2001. 

Dated 23rd February 2001 Irvine ofLairg, C. 

SCHEDULE 

THE NURSES, MIDWIVES AND HEALTii VISITORS (PROFESSIONAL 
CONDUC1) (AMENDMENl) RULES 2001 

The United Kingdom Central Council for Nu,rsing, Midwifezy and Health Visiting, in exercise of 
the powers conferred on it by section 10 of the Nurses, Midwives and Health Visitors Act 1997. 
hereby makes the following rules-

Citation and Interpretation 

1.-(1) These rules may be cited as the Nurses, Midwives and Health Visitors (Professional 
Condua) (Amendment) Rules 2001. 

(2) For the pwposes of th~e rules "the Professional Conduct rules" means the Nurses, 
Midwives and Health Visitors (Professional Conduct) Rules 1993(b). 

Amendment of the Professional Conduct rules 

2.-(1) The Professional Conduct rules shall be amended in accordance with the following 
paragraphs of this rule. 

(a) l997c.24. 
(b) 5.1. 1993/893 to whieb there arc amendments not relevant to these ruld.. 

.. 
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(2) In rule 7{5) (Preliminmy Proceedings Committee) for the number ''3" there shall be 
substituted the number ''2". 

(3) In rule 12(2) (Professional Conduct Committee) for the word "three" there shall be 
substituted the word "two". 

(4) In rule 29 (Health Committee}-

(a) in paragraph (1) the word «comprise" shall be deleted and shall be replaced by the word 
"include"; 

(b) in paragraph (5)-

(i) the word "members" shall be deleted, and 

(ii) after ihe second use of the word "chainnan" there shall be afded the words ", 
who sh~ be a member of the C01mcil,"; 

{c) for paragraph (6) there shall be substitutec:l the following-

"(6) The Health Committee shall be quorate if at least two members of the Council 
constitute a majority of those considering a particular case.". 

(S) In rule 30 (Appointment of persons to conduct initial consideration of cases), in paragraph 
(I) the words "its members to be" shall be deleted. 

GIVEN \Dlder the Official Seal 
of the UNITED KINGDOM CENTRAL 
COUNCIL FOR NURSING, MIDWIFERY 
AND HEAL lH VISITING this 
1st day ofFebruary, 2001 

EXPLANATORY NOTE 

(Ihis note is not part of the Order) 

p 

Alison Norman 
President 

Sue Norman 
Chief Executive/Registrar 

This Order approves, as respects proceedings in England and Wales only, the Rules set out in the 
Schedule. These amend the Professional Conduct Rules of the United Kingdom. Central Council 
for Nursing, Midwifery and Health Visiting so as to reduce from three to two the number of 
Council members necessmy to constitute a quorum of each of the Preliminmy Proceedings 
Committee, the Professional Conduct Committee and the Health Committee, and to increase the 
involvement of non-Council members in the initial consideration of some cases. 

£1.50 

Primed and published in the UX by Tbo SDrionety Office Limited 
under the 3Ulboricy n superintendence or Carol TuJJo, 
Contmll~ ofHe'l' M:ljcszy's Stationety Office and Queen's Printer of 
Acts or Pam amcn~ 
S 0480 03101 ON (MFK) 9 
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GOSPORT WAR MEMORIAL HOSPITAL INQUESTS 

Monday 20 April 2009 

The Law Courts 
Winston Churchill A venue 
Portsmouth, 
P012DQ 

BEFORE: 

Mr Antbony Bradley 
Coroner for North Hampshire 

Assistant Deputy Coroner for South East Hampshire 

,--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--·-·-···-·-·-·-·~---~--9 0 l CodeA ~ 
-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-= 

(DAY TWENTY -ONE) 

MR ALAN JENKINS QC~ instructed by **, appeared on behalf ofDr Jane Barton. 

NMC1 00086-0282 

MR JAMES TOWNSEND, Counsel, instructed by the Royal College of Nursing, appeared 
on behalf of a number of nurse witnesses. 
MS BRIONY BALLARD, Counsel, instructed by**, appeared on behalf of the acute trust 
and the PCT. 
MR TOM LEIPER, Counsel, instructed by Messrs Blake Lapthom, Solicitors, appeared on 
behalf of the families of Brian Cunningham, Michael Packman, Elsie Devine and Sheila 
Ore gory. 
MR P A TRICK SADD, Counsel, (instructed from 23/03/09) appeared on behalf of the 
Wilson family. 

(Transcript of the Official Recording by TA Reed & Co Ltd 
13 The Lynch, Hoddesdon, Herts, ENll 8EU 

Tel No: 01992 465900) 
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(In the presence of the jury) 

THE CORONER: Good morning and welcome back. I am going to ask you to retire again 
for the moment. There is the question of room availability and you may find that there will 
be delays coming in and going out because of alternative uses of this room. Without putting 
any pressure on you and without requiring you to answer the question, is there any question 
we might finish today? Are you close enough to a decision to give that indication? It is 
questionable? [Yes] 

I will ask you to retire and if there is anything further you need, let the usher know. 

(The jury bailiff was sworn) 

(The iury further retired to consider their verdict) 

THE CORONER: Ladies and gentlemen, you have a clear indication there of a long day. 

(The court was adjourned) 

(In the presence of the jury) 

D THE CORONER: What I will do is I will ask you if you have reached a verdict on each case. 

E 

F 

G 

H 

fA REED 
~COLTD 

I will ask you if that is a unanimous verdict. I will ask you for the cause of death. I will ask 
you for the answers to the three questions. If there are dissenters I will ask you all to sign the 
inquisition but ifthere are dissenters to note by their names that they are dissenting from the 
verdict. I will give you an inquisition as we go through each one. 

·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·----· ..... -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Code A 
·-· ... --.... -................................... -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--

THE CORONER: I will give you that inquisition which I have signed. If you could each 
sign that, please. Any dissenters if you could just put after your name "dissenting", please. · 
(Pause) 

THE CORONER: Elsie Lavender- can we do a bit ofmulti-tasking? 

THE FOREMAN OF THE JURY: Yes, certainly. 

THE CORONER: Cause of death for Elsie? 

Day21-l 
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A THE FOREMAN OF THE JURY: l(a) high cervical cord injury. 

THE CORONER: Nothing else? 

THE FOREMAN OF THE JURY: No. 

B 
THE CORONER: In response to the question the administration of medication contributing 
more than minimally or negligibly to the death of the deceased? 

THEFOREMANOFTHEJURY: Yes. 

THE CORONER: Was the medication given for therapeutic purposes? 

THEFOREMANOFTHEJURY: Yes. 
c 

THE CORONER: Was it given appropriately for the condition or symptoms? 

THE FOREMAN OF THE JURY: Yes. 

THE CORONER: Helena Service: cause of death? 

D THE FOREMAN OF THE JURY: Congestive cardiac failure. 

E 

F 

THE CORONER: Anything else? 

THE FOREMAN OF THE JURY: No. 

THE CORONER: In response to the question: the administration of medication contribute? 

THE FOREMAN OF THE JURY: No. 

THE CORONER: Ruby Lake: cause of death? 

THE FOREMAN OF THE JURY: l(a) bronchial pneumonia and (2) fractured neck of femur 
repaired on 5/8/98. 

THE CORONER: And in response to the questions: the administration of medication? 

THE FOREMAN OF THE JURY: No. 

THE CORONER: Arthur Cunningham: cause of death, please? 

G THE FOREMAN OF THE JURY: l(a) bronchial pneumonia; l(b) sacral ulcer and 
(2) Parkinson's disease. 

THE CORONER: In response to the questions: the medication contributing to the death? 

THE FOREMAN OF THE JURY: Yes. 

H THE CORONER: Was it given for therapeutic purposes? 

fA REED Day 21.-2 
&CO LTD 
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A 
THE FOREMAN OF THE JURY: Yes. 

THE CORONER: Was it appropriate for the condition? 

THE FOREMAN OF THE JURY: Yes. 

B THE CORONER: Robert Wilson: cause of death, please? 

THE FOREMAN OF THE JURY: l(a) congestive cardiac failure and (2) alcoholic cirrhosis. 

THE CORONER: Given as a (2)? 

c 
THE FOREMAN OF THE JURY: As a (2). 

THE CORONER: The medication- did it contribute minimally or negligibly to death? 

THEFOREMANOFTHEJURY: Yes. 

THE CORONER: Was it given for therapeutic purposes? 

D THEFOREMANOFTHEJURY: Yes. 

E 

F 

THE CORONER: Was it appropriate for the condition? 

THE FOREMAN OF THE JURY: No. 

THE CORONER: Enid Spurgeon: cause of death, please? 

THE FOREMAN OF THE JURY: l(a) infected wound and l(b) fractured right hip repaired 
20/3/99. 

THE CORONER: Medication: did it contribute to death? 

THE FOREMAN OF THE JURY: No. 

THE CORONER: Geoffrey Packman: cause of death? 

THE FOREMAN OF THE JURY: 1 (a) gastrointestinal haemorrhage. 

THE CORONER: Anything else? 

G THE FOREMAN OF THE JURY: No. 

H 

TA REED 
~COLTD 

THE CORONER: On the question of medication, did it contribute? 

THEFOREMANOFTHEJURY: Yes. 

THE CORONER: Was it given for therapeutic purposes? 

Day21- 3 
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A THEFOREMANOFTHEJURY: Yes. 

B 

c 

THE CORONER: Was it appropriate for the condition and symptoms? 

THE FOREMAN OF THE JURY: No. 

THE CORONER: Elise Devine: cause of death? 

THE FOREMAN OF THE JURY: l(a) chronic renal failure; l(b) ameloidosis and l(c) IgA 
paraproteinaemia. 

THE CORONER: In response to the question medication contributing to the death? 

THE FOREMAN OF THE JURY: Yes. 

THE CORONER: Was it given for therapeutic purposes? 

THE FOREMAN OF THE JURY: Yes. 

THE CORONER: Was it appropriate for the condition and symptoms? 

D THE FOREMAN OF THE JURY: No. 

E 

F 

G 

H 

fA REED 
&COLTD 

THE CORONER: Finally, Sheila Gregory: cause of death, please? 

THE FOREMAN OF THE JURY: l(a) pulmonary embolus and (2) fractured neck of femur. 

THE CORONER: In response to the questions did the medication contribute? 

THE FOREMAN OF THE JURY: No. 

THE CORONER: Thank you. Ladies and gentlemen, can I say that you have my undying 
admiration. To unscramble all that was quite extraordinary. I am sorry it was presented to 
you in that way but I could not think of any other way of putting ten together and taking 
generic evidence and the personal evidence and the expert evidence in one lump, as it were, 
but you have done a sterling job. Thank you very much indeed. You really have served us 
very well. I will formally discharge you and I sincerely hope that you never have to do a job 
like this again. It is the only time I have ever done one like this and it is the only time that I 
have had to face those issues. I do not think I will do one again either. Thank you for what 
you have done, I am very grateful. 

That completes the proceedings. Unless there is anything anyone wants to say, I will 
formally conclude. Ladies and gentlemen, thank you very much indeed. My sympathy to the 
family members; I am sure it has been very difficult for you to sit through this but I am glad 
you have and I hope you have achieved something. 

(The inquest was concluded) 
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Each registered nurse, midwife and health 7 recognise and respect the uniqueness and 
visitor shall act, at all times, in such a dignity of each patient and client, and 
manner as to: respond to their need for care, 

safeguard and promote the interests irrespective of their ethnic origin, 

of individual patients and clients; religious beliefs, personal attributes, the 

serve the interests of soci~ty; 
nature of their health problems or any . other factor; 

. justify public trust and confidence 8 report to an appropriate person or 
and authority, at the earliest possible time, 

. uphold and enhance the good 

:I 
any conscientious objection which may be 

standing and reputation of the relevant to your professional practice; 
professio':ls· 9 avoid any abuse of your privileged 

As a registered nurse, midwife or health relationship with patients and clients and 
visitor, you are personally accountable for of the privileged access allowed to their 
your practice and, in the exercise of your person, property, residence or workplace; 
professional accountability, must: 10 protect all confidential information 
1 act always in such a manner as to concerning patients and clients obtained 

promote and safeguard the interests and in the course of professional practice and 
well-being of patients and clients; make disclosures only with consent, 

2 ensure that no action or omission on your where required by the order of a court or 

part, or within your sphere of where you can justify d.isclosure.in the 

responsibility, is detrimental to the wider public interest; 

interests, condition or safety of patients 11 report to an appropriate person or 
and clients; authority, having regard to the physical, 

3 maintain and iinprove your professional psychological and social effects on 
knowledge and competence; patients and clients, any circumstances in 

4 acknowledge any limitations in your 
the environment of care which could 
jeopardise standards of practice; 

knowledge and competence and decline 
any duties or responsibilities unless able 12 report to an appropriate person or 
to perform them in a safe and skilled authority any circumstances in which 
manner; j safe and appropriate care for patients and 

5 work in an open and co-operative 
clients cannot be provided; 

manner with patients, clients and their J 13 report to an appropriate person or 
families, foster their independence and authority where it appears that the health 
recognise and respect their involvement or safety of colleagues is at risk, as such 
in the planning and delivery of care; circumstances may compromise 

6 work in a collaborative and co-operative 
standards of practice and care; 

' 
manner with health care professionals 14 assist professional colleagues, in the 
and others involved in providing care, context of your own knowledge, 
and recognise and respect their particular experience and sphere of responsibility, 
contributions within the care team; to develop their ·professional competence 



.. 
and assist others in the care team, 
including informal carers, to contribute 
safely and to a degree appropriate to their 
roles; 

15 refuse any gift, favour or ~ospitality from 
patients or clients CWTently in your care 
which might be interpreted as seeking to 
exert influence to obtain preferential 
consideration and 

16 ensure that your registration status is not 
used in the promotion of commercial 
products or services, declare any financial 
or other interests in relevant 
organisations providing such goods or 
services and ensure that your 
professional judgement is not influenced 
by any commercial considerations. 

Notice to all Registt!l'ed Nurses, 
Midwives and Health Visitors 

This Code of Professional Conduct for the 
Nurse, Midwife and Health Visitor is issued 
to all registeroo nurses, midwives and health 
visitors by the United Kingdom Central 
Council ~or Nursing.. Midwifery and Health 
Visiting. The Council is the regulatory body 
responsible for the standards of these 
professions and it requires members of the 
professions to practise and conduct 
themselves within the standards and 
framework provided by the Code. 

The Council's Code is kept under review and 
anyrecommendationsforchangeand 
improvement would be welcomed and ... 
should be addressed to the: 

Chief Executive/Registrar 
United Kingdom Ce.ntral Council 

for Nursing, Midwifery and Health Visiting 
23 Portland Place 

London 
W1N4JT 
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IN THE MATTER OF: 

NURSING AND MIDWIFERY COUNCIL ("NMC") 

GOSPORT WAR MEMORIAL HOSPITAL 

NMC1 00086-0292 

GUIDANCE TO THE PELIMINARY PROCEEDINGS COMMITTEEOF THE NURSING 
AND MIDWIFERY COUNCIL OPERATING UNDER THE NURSES MIDWIVES AND 

HEALTH VISITORS (PROFESSIONAL CONDUCT) RULES 1993 

In relation to these cases of alleged misconduct (cases relating to patients Page, Carby, Middleton, 
Wilkie and Devine) which are to be determined in accordance with the 1993 Rules, the Preliminary 
Proceedings Committee ("PPC") should follow the guidelines set out below. 

1. Where there is more than one practitioner facing allegations, each practitioner must be 
considered separately. 

2. The PPC must consider separately each allegation made against a practitioner. 

3. In relation to each allegation the PPC must: 

a. Review the allegation which is made. 

b. Review the evidence which is available in relation to the allegation and any response 
to the allegation which has been submitted by or on behalf of the practitioner 
concerned. 

c. Bear in mind that: 

i. The PPC has a limited filtering role and is considering the case in private on 
documents alone. 
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ii. Public confidence and the legitimate expectation of complainants require that 
allegations will be publicly investigated by the Conduct Committee in the 
absence of some special and sufficient reason. 

iii. It is rarely if ever the PPC's role to resolve conflicts of evidence, issues of 
admissibility, weight or inference, or to anticipate potential defences that 
might be run - that is the function of the Conduct Committee. 

iv. Any doubt as to whether a complaint should go forward is to be resolved in 
favour of the investigation proceeding. 

v. The PPC should be particularly slow in halting a complaint against a 
practitioner who continues to practise. 

vi. The PPC should exercise the utmost caution before declining to forward a 
complaint based on a finding made by another medically qualified body, for 
example, another regulator, or a coroner or a judicial inquiry after it has 
heard oral evidence in public. 

vii. The PPC may at any stage: 

• require further investigation to be conducted; 

• adjourn consideration of the matter; 

• refer the matter to the professional screeners; 

• take the advice of the NMC's solicitor and may instruct him to obtain 
such documents, proofs of evidence and other evidence in respect of 
the allegations as he considers necessary; and/or 

• require, in the case of a complainant who is not acting in a public 
capacity, that the complaint be verified by way of a statutory 
declaration. 

d. With the factors set out in paragraph (iii) above in mind, the PPC must decide the 
main matter: whether there is any question raised which is capable of resulting in a 
finding of misconduct bearing in mind that an allegation must be proved on the 
balance of probabilities, that is so the Conduct Committee is of the view that it is 
more probable than not that the allegation is correct. 

e. In order for the PPC to answer this question they must consider whether there is a 
real (as opposed to fanciful) prospect of the factual element of the allegation being 
established. In this regard the PPC should have regard to the delay in these cases 
coming before it and effect of that delay on the real prospect of each allegation being 
established. If there is such a prospect, the PPC must consider whether there is a 
real (as opposed to fanciful) prospect the Conduct Committee might decide to 

2 



NMC1 00086-0294 

remove her name from the register as a result. 

f. In deciding the main matter, it is not for the PPC to attempt to answer any question 
which is raised by the complaint: that is for the Conduct Committee, if the 
complaint otherwise passes muster. This means the PPC should not decide conflicts 
in the evidence whether factual or expert. 

g. With the factors set out in paragraph (iii) above in mind, the PPC may decide 
whether in these cases to take into account the effects of the delay upon them and 
whether the delay is such that the proceedings in relation to any allegation should be 
stayed for abuse of process. 

h. Whether proceedings are an abuse of process is generally a question for the Conduct 
Committee. The PPC should only refuse to refer a case on the basis of delay in 
highly exceptional cases where it is very clear that a fair hearing cannot take place. 
If it is not clear the PPC should, if satisfied of the criteria set out in 3(d) above, refer 
the case to the Conduct Committee and allow it to consider whether a fair hearing 
can take place and whether steps can be taken to enable the registrant to have a fair 
hearing. 

1. When determining whether a case should be stayed on the ground of delay the PPC 
should bear in mind the following principles: 

1. even where delay is unjustifiable, a permanent stay should be the exception 
rather than the rule; 

ii. where there is no fault on the part of the complainant or the NMC it will be 
very rare for a stay to be granted; 

m. no stay should be granted in the absence of serious prejudice to the registrant 
so that no fair hearing can be held; 

iv. on the issue of serious possible prejudice there is a power to regulate the 
admissibility of evidence and the trial process itself should ensure that all 
relevant factual issues arising from the delay will be placed before the 
Conduct Committee which can take all into account in deciding the case. 

If having considered all of these factors the PCC's assessment is that a fair hearing 
may 

be possible, a stay should not be granted. 

3 
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4. If the PPC decides that it is very clear in any case that no fair hearing can be held it should 
refuse to refer the case to the Conduct Committee and stay the proceedings for abuse of 
process. 

5. If the PPC decides: 

a. there is a real prospect that the factual element of the allegation could be established 
and that there is a genuine possibility that the Conduct Committee might find 
misconduct established and removal from the register to be satisfied 

and 

b. has not concluded that this is an exceptional case in which it is very clear that no fair 
hearing can be held 

then: 

1. it must direct the Registrar to send to the practitioner a Notice of Proceedings 
together with the documents referred to in Rule 9(1 )(b) & (c) of the 1993 
Rules, and then consider any written response and re-determine the matters 
set out in paragraph 3 (d) above; and 

ii. if the Notice of Proceedings stage has already been completed, it must 
forward the allegation for hearing before the Conduct Committee. 

6. If the PPC decides there is no real prospect that the factual element of the allegation could 
be established on the basis of the available evidence, it must consider what further 
investigations could (and bearing in mind the factors set out above) should be conducted 
before a final decision is made on the case by the PPC, and must order those investigations 
to be made. Subject only to this obligation, if the PPC decides at any point, that no question 
capable of resulting in a finding of misconduct and removal from the register arises, it may 
decline to proceed with the allegation. 

7. If the PPC decides that there is a real prospect that the factual element of the allegation 
could be established before the Conduct Committee and that the Conduct Committee could 
consider it to amount to misconduct, but that there is no genuine possibility the Conduct 
Committee could consider that misconduct to justify removal from the register then: 

a. if the PPC considers that the practitioner's fitness to practice may be seriously 
impaired by reason of her physical or mental condition, it must refer the case to the 
professional screeners; and 

b. if the case is not to be referred to the professional screeners and if the practitioner 
has admitted the facts alleged in the Notice of Proceedings, the PPC may determine 
whether the practitioner has been guilty of misconduct and, if so, whether it is 
appropriate to issue a caution as to the practitioner's future conduct (and if so it shall 
direct the Registrar to issue a caution.) 

4 



NMC1 00086-0296 

0 I 
J • 

8. The PPC must record brief reasons for each decision it makes. 

' 
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GUIDANCE TO 

THE PRELIMINARY PROCEEDINGS COMMITTEE 

OF THE NURSING AND MIDWIFERY COUNCIL 

OPERATING UNDER THE NURSES, MIDWIVES AND HEALTH VISITORS 

(PROFESSIONAL CONDUCTI RULES.1993 

In relation to a case of alleged misconduct which is to be detennined in accordance with 

the 1993 Rules, the Preliminary Proceedings Committee ("PPC") should follow the 

guidelines set out below. 

• Where there is more than one practitione acing allegations, each practitioner 

must be con~i9er~~ separately. ·· . .· , f • · ~ • I : ~· '~ ~~ 

,. • • The PP~ D!USI c~i~~r s~ara ely .: ·~ ~~~ -~~-~;~-~apra9titi~ner.'-: ... . .. . ... / ~~·~~ . . . . - .... ·- .. ··-- -- . 

• In relation to·~~all:~~on .:. JJ;L~st: '. . .' ·J'(' 

'··-. .. . .. . ·/ . . W'"'. . ......... , ...... ·.· ,, ···"·''"';""' ·' .. . 
I. Revie7lega?hichismade. ··• ·, , .. · .. :, .;,·,. . 

2. Review thfevi ~ce which is available in relation to the allegatio-n and any 

J'(ponse t ·allegation which has been submitted. by .or on·behalf of·the 

j practition~ Qncemed. , . . , . 

I 
/ 3. Bear in mind !Qat: .. ~ . 

I 
I 

(1) The PPC has a limited filtering role and is considering the case in private 

on documents alone. ·~n .~:.··.·~:.,,··-=:'-··~t 

(2) Public confidence and the legitimate expectation of complainants require 

that allegations will be pub.licly investigated. by the Copc;luct Comm.itt~e in. 

the absence ofsomespecial and sufficient reas,on. . ·: ... ; .,. , ;· .. ·. 

· .. 
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(3) It is rarely if ever the PPC's role to resolve conflicts of evidence, issues of 

admissibility, weight or inference, or to anticipate potential defences that 

might be run - that is the function of the Conduct Committee. 

( 4) Any doubt as to whether a complaint should go forward is to be resolved in 

favour of the investigation proceeding. 

(5) The PPC should be particularly slow in halting a complaint against a 

practitioner who continues to practise. 

' .. 

(6) The PPC should exercise the utrpost caution befot:e declining,to.:fq~~cCi 

complaint· based on a finding made by another .mecllcally qualifi,~.4. qody,~ 

for example, another regulator, or a corone~ or a.jud\~i.al. ip,.q~iry after it has 

heard oral evidence in public. 

. .. 
·'· 

(7) The PPC may at any.s1Jige; : 

. , (a) require f.Urth.er ipvestigation to be conducted;.,.. . : ,:····· .• .,1. n:.·~1 ::·c-:-! .;. 

(b) adjourn consideration of the matter; 

(c) refer the matter to the professional scre~ners; 

•• • ~ ~ •. ~ : • . J • 'I' ... '· ... 

(d) take the advice of the NMC's solicitor and may instruct him to obtain 

such documents, proofs of evidence and other evidence in. rc:;spect o(. 
• • • f- - .. of' • • 

· the allegation~ as he considers necessary; and/or, 

(e) require, in the case of a complainant who ,is npt actingjn a public, 
' ..... 

capacity, that the complaint be verified by way of a statutory 

declaration. 

... .. ; 
4. With the factors set out in paragraph 3 above in mind, the PPC must d~ide fu~ 

main matter: whether there is any question raised which is capabl~ of resul~ng 

. .. .· 
2 
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in a finding of misconduct bearing in mind that an allegation must be proved 

beyond reasonable doubt, that is, so the Conduct Committee is sure. 

5. In order for the PPC to answer this question they must consider whether there 

is a real (as opposed to fanciful) prospect of the factual element of the 

allegation being established and, if so, whether there is a real (as opposed to 

fanciful) prospect the Conduct Committee might decide to remove her name 

from the register as a result. 

6. In deciding the main matter, it is not for the PPC to attempt to answer any 

question which is. raised by a complaint: that -~s for th~ Conduct ,Cpmmi~e.e; if 

the ~omplaint,otherwise. -passes muster. 'J}li~ ~e;m~ 9te PPQ. sh~H~d.not decide 

conflicts in the evidence whether factual or expert . 

.. 
, .. 

• If the PJ:>C deci9e~ there is a re~ prospect that tp.e facw~l. ~~~IJl~t:Qf.th~ all~g~ti<;>~.> 

could . be establisped, and that there is a genuine possibility that the Conduct 

Committee might find misconduct established and removal from the 

register to be justified then: ' ~ .... 
i '\. ol 

• ~ • • ' ' • I • • "". ; .c. .. !" r • .. • ~ 11 • 

(1) it must diJ;"ecHheRegistrar to send to the practitioner a Notjc~:.of.froceedJ.p.gs 

together with the doctiments referred to in Rule ~(1)(b)&(c) of the 1993 Rules, 

and then c~nsider any written response and re-dete~e the matters set ouO~ 

paragraph 4 above; and, 

'• 
... 

the allegation for hearing before the Conduct Committe~. · 
• • • * 

: "- : ·t." • • :r.• 

. ~ . · .. 
• If the PPC decides that there is no real prospect that· the. factual.eleme:nt .. 9f the 

allegation could be established on the basis of the available ~videpce, ~t.:rp.ust 

consi~er what further investigations could and (bearing in mind the fq.ctors set out

above) should be cqnducted before a final decision is made on. the case by :the 

3 
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PPC, and must order those investigations to be made. Subject only to this 

obligation, if the PPC decides, at any point, that no question capable of resulting 

in a finding of misconduct and removal from the register arises, it may decline to 

proceed with the allegation. 

• If the PPC decides that there is a real prospect that the factual element of the 

allegation could be established before the Conduct Committee and that the 

Conduct Committee could consider it to amount to misconduct, but that there is 

no genuine possibility the Conduct Committee could consider that misconduct to 

justify removal from the register then: 

" ::; '• ,··. .. •':• 

(1) if the PPC-considers that the practitioner's. fitnes.s .to practice.:may; be~s~.r:iously 

impaired by rea$on of her physical or mental condition, it must:re(er:~the.·,q(_IS_e· 

to the professional screeners; and, 

(2) i( the c~e. is. not to b~ referred to the prof~ssio~al .:.s~r~~n~I?$ !-~~, ~f· t4~: 

,pqlctitioner,has- admitted the facts alleged.in .. th~. NQti.ce .. c;>fi~oc~~gs~ th~~ 

PPC may deteq:nine whetl;ter the practiti9ner ~as been gtijJty.·.oJ zqjscpqquqt. 

and, if so, whether it is_ appropriate to issue a cautipn ~ to th~ p~~H-tio.Q.e,':~. 

future conduct (and. if so it shall direct the Registrar to issue a caution). 

• The PPC must recor<l. brief reasons for each decision.it makes. ; 

·, 

.. . . ~ . 

... 
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PART I 

1 

Meeting of the Preliminary Proceedings Committee 
at 23 Portland Place, London, WlN 4JT 

on 22 October 2002 
in The Dame Catherine Hall Room 

at9.00 am 

Agenda 

New cases to decide whether to: 

1 
2 
3 
4 
5 
6 

7 

decline to proceed with the matter 
require further investigation to be conducted 
adjourn consideration of the matter 
refer the matter to the professional screeners 
take the advice of a solicitor 
require a complaint to be verified by a statutory 
declaration 
issue a Notice of Proceedings 

Case Ref 11995 

RGN (Part 1 of the register) 

NMC1 00086-0302 

Summary of allegations Inappropriate Contact with a former patient 

2 

Summary of allegations 

3 

Summary of allegations 

4 

Case Ref 11394 
PIN 63K0113E 
RN15 (Part 15 of the register) 

Assualt on a patient 

Case Ref 11777 

EN(G) (Part 2 of the register) 

Under took an additional position whilst 
employed at Martlesham Ward, 
demonstrated a lack of care towards 
patients in your care. 

Case Ref 11421 

Page 1 of8 
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Summary of allegations 

5 

Summary of allegations 

6 

Summary of allegations 

7 

Summary of allegations 

8 

Summary of allegations 

9 

Summary of allegations 

10 

Summary of allegations 

11 

NMC1 00086-0303 

r·-·-·-·-c·o-ct"e·-A-·-·-·-·i 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·.: 
RGN (Part 1 of the register) 

Failed to administer medication 

Case Ref 9965 

[_---~~~~~~-;Je register) 

Failure to document patient notes, failed to 
triage patients properly 

Case Ref 12219 
!-·-·-·-·-·-·c<J"Cie-·A-·-·-·-·-·-·1 
'-~N(GY{ParfTorul.e register) 

Smelt of alcohol whilst on duty 

Case Ref 11898 

Police caution for disorderly behaviour 

,._f'...ase_Re.f_945.L._ .. 
! Code A ! 
~-RGN-(Part-f"of"the register) 

Failed to give appropriate advice to 
patients. Disclosure of confidental 
infonnation. Failure to co~opearate 

Case Ref 12222 
r ........ .....n.._.. ___ ,., __ ......_....,.-._--·-·-·-·1 

! CodeA ! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·' 

RGN (Part 1 of the register) 
EN(G) (Part 2 of the register) 

Failure to control the feed and blood sugar 
of a patient. Defacing of patient records. 

Case Ref 12134 
:·-·-·-·-·-c-oCie-p:·-·-·-·-·-i 
'·-:rrnr2-·{PartT2·-~r the register) 

Causing death by dangerours driving 

Case Ref 11278 
r-~---..-·c.;d;A·'"~~7.-·-·-·~ 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-} 
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Summary of allegations 

12 

Summary of allegations 

13 

Summary of allegations 

14 

Summary of allegations 

15a 

Summary of allegations 

15b 

Summary of allegations 

16 

NMC1 00086-0304 

RN (Part 12 of the register) 

Falsified signatures of doctors and falsely 
recorded that patients had received 
Morphine 

Case Ref 11935 
r-·-·-·-·-·-·-c·oCie_A_·-·-·-·-·-·-: 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

RGN (Part 1 of the register) 

Convicted of fraud 

Case Ref 11287 

RMN (Part 3 of the register) 

Obtaining a pecunairy advantage by 
deception etc 

Case Ref 11083 

RGN (Part 1 of the register) 
RM (Part 10 of the register) 

Failure to support colleagues, failed to 
carry out a CTG trace, poor record keeping 
etc 

Case Ref 11371 

RMN (Part 3 of the register) 
EN (M) (Part 4 of the register) 

Failed to seek medical attention. Failure to 
keep relatives informed. Failure to register 
parient with GP. Failure to update careplan 

Case Ref 11372 r·-·-·-·-·-·ce>-cie-·A-·-·-·-·-·1 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

RMN (Part 3 of the register) 

Same as above 

Page3 of8 

Case Ref 11709 i·-·-·-·-·-cocie-·p:·-·-·-·-·l 
L--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-1 

RM (Part 10 of the register) 



NMC1 00086-0305 

Summary of allegations Attempted to commence a blood 
transfusion on a patient without checking it 
first and delayed a syntocin infusion on a 
patient 

PART2 

17 

Cases for further consideration other than where a Notice of 
Proceedings has been issued (i.e. the previous decision had 
been 2, 3, 5 or 6 in Part 1) - to decide as in Part 1. 

,Case._R~fllZZ.L_. 
i CodeA ! 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

RMN (Part 3 of the register) 

Summary of allegations Failed to take appropriate action when a 
patient stopped breathing 

PART3 

18 

19 

20 

21 

Cases where a Notice of Proceedings has been issued to 
decide whether to: 

1 refer the case. to the Professional Conduct 
Committee 

2 
3 

4 

refer the matter to the professional screeners 
issue a caution (N.B. admission of facts and 
misconduct required) 
decline to proceed 

Page 4 of8 

Case Ref9025 

Case Ref 10852 

Case Ref 10969 
r·-·-·-·-·-·-·-caCie·P.-·-·-·-·-·-·-·1 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 

EN(G) (Part 2 of the register) 

Case Ref 11191 
PIN 80102168 
EN (Part 7 of the register) 



22 

23 

WITHDRAWN 

24 

25 

26 

27 

28 

29 

30 

31a 

31b 

Page 5 of8 

,.C.ase..Ref.llll0_6 ____ _ 
i Code A i 
'·R.:GNTPa.Ifrorilie register) 

Case Ref 11223 i-·-·-·-·-·-·-ca-de_A_·-·-·-·-·-·: 
L-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

RGN (Part 1 of the register) 

;-·-·.C.<>.J:'A.D . ....£.1_1.dA':L., 

! CodeA i 
'"·-·-.KNrZ-"{Yatt-·r.n;i the register) 

Case Ref 10923 

RN14 (Part 14 of the register) 

Case Ref 11262 

RGN (Part 1 of the register) 
EN(G) (Part 2 of the register) 

Case Ref 11354 
__ nn..r._on.""J...T_.,_~.r-~.n._. ___ _ 
! Code A ! ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 
RN (Part 1 of the register) 
RN (Part 13 of the register) 

Case Ref 11139 r·-·-·-·-·-·c·o-de·A-·-·-·-·-·1 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 
RGN (Part 1 of the register) 
RN15 (Part 15 ofthe register) 

Case Ref 11397 ;-·-·-·-·-c-otie--A·-·-·-·-, 
'-RNMFr·{P-art-·:s-·or the register) 

CaseRefl0753 
i-·---~--T-·c;;·d;·)ca=·-·-·-·: 

·-·-·lur{Parcr-ofllie·-register) 
RN (Part 2 of the register) 

Case Ref 8733 
r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-
! CodeA ! 
·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

RGN (Part 1 of the register) 

Case Ref 8734 
r·-·-·-·ce>Cie-·-A-·-·-·1 
;_RGN-"(YarfTonhe register) 
EN(G) (Part 2 of the register) 

NMC1 00086-0306 



PART4 

32 

33 

34 

35 

36 

37 

38a 

38b 

NMC1 00086-0307 

Cases where no action would appear to be indicated - those 
cases where, even if the facts are proved, it is considered by 
the Council's Officer that they would not lead to removal. 

Case Ref 11576 
UNKNOWN 

Case Ref 12171 

RGN (Part 1 of the register) 

Case Ref 11525 
p~.:r.~./:':,XAr-~.r.z.r._. _______ .-. 

! CodeA : 
ruVfi\r(Part"-3"-ci"filie register) 

Case Ref 11920 
UNIDENTIFIED 

Case Ref 11896 

RMN (Part 3 of the register) 

Case Ref 11921 
UNIDENTIFIED 

Case Ref 11661 
r-·-·-·-·-·cocfe--A·-·-·-·-·-·: 
'-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·; 
RN12 (Part 12 of the register) 

Case Ref 11662 

EN(G) (Part 2 of the register) 

39 Chubbah and Others Case Ref 11765 
UNIDENTIFIED 

40 

41 Nurse Collins 

42 

43 
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Case Ref 11926 

L:_:~~~=~~~~K~=~-~=~~~J 
RGN (Part 1 of the register) 
EN( G) (Part 2 of the register) 

Case Ref 12176 
UNIDENTIFIED 
Case Ref 11831 

i·-·-·-·-·-·-·-·cod-e·-A-·-·-·-·-·-·-·-i 
'·-·RMN'"-{PartToltlie' register) 

Case Ref 12225 
UNIDENTIFIED 



44 

45 

46 

47 

48 

49 

SOa 

SOb 

PARTS 

Case Ref 12242 

L~~~~~-<i~~:.!.\:.~~~~J 
RGN (Part 1 of the register) 

Case Ref 11646 
!-·-·-·-·c-c;-a-e-·A-·-·-·-·i 
'·-KGN.{PattTollhe register) 

R.M: (Part 10 of the register) 
RHV (Part 11 of the register) 

Case Ref 11967 

[~~~~~~9.~~~~~~~~~~~] 
RMN (Part 3 of the register) 
RNI\ffi (Part 5 of the register) 

.. Case_Ref12.04fL. __ 
! CodeA i 
'1ur(Pruf12"o"f"ili-~ register) 

Case Ref 11495 
UNIDENTIFIED 

Case Ref 11824 
UNKNOWN 

Case Ref 11742 

Case Ref 11743 r-·-·-·-·-·-·c;c;Cie-·.A·-·-·-·-·-·-: 
'·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·--~ 

RGN (Part 1 of the register) 

Cases referred back to Screeners. 

NMC1 00086-0308 

Cases identified on the day of the meeting. 

PART6 

To follow 

Report of the outcome of cases referred by the Preliminary 
Proceedings Committee to the Professional Conduct 
Committee. 
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EXTRA CASES GOING AS ON TABLE 

lA. Case Ref 11944 !-·-·-·-·-·cocie--A-·-·-·-·1 
'-R:Gi'f(Pa:rt"foitli~ register) 

Summary of allegation: Failed to return to duty and failed to honour contracts 

lB 

Summary of allegation: As above 

lC 

Summary of allegation: As above 

ID 

Summary of allegation: As above 

2 

Case Ref 11945 
r-·-·-·-·-·-·-co-Cie·"A·-·-·-·-·-·-·: 
··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·.: 

RGN (Part1 of the register) 

Case Ref 11946 

r~:~:~:9.~~~~:~~:~:~:~J 
RGN (Part 1 of the register) 

Case Ref 11947 

RGN (Part 1 of the register) 

Case Refl2105 
i·-·-·-·-·-·c·o-de-Jc·-·-·-·-·: 
L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

RGN (Part 1 of the register) 

Summary of allegation: Failed to honour a contract 

MR/AJW 
7 October 2002 
Ag 2210 02 
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Reasons for PPC 27 August 2002 

1. 

2. 

3. 

5. 

14. 

16. 

23. 

27. 

-Reason 1. The committee considered that this was a one off incident. 

-The committee considered that this was a one off incident that would not lead 
to removal from the register. 

-Reason 1. The committee requested that the Code of professional conduct be 
drawn to the practitioner's attention. 

-Reason 1 

1. The committee considered that this was a one off incident but 
cautioned the practitioner that a repetition of such conduct would be viewed 
very seriously. The committee asked that the Code of professional conduct be 
drawn to the practitioner's attention. 

Reason . The committee considered that the matter had been appropriately 
dealt with at local level. 

Reason 1. The committee were concerned at the serious neglect of nursing 
care and asked that the practitioner's attention be drawn to the Code of 
professional conduct. She was requested to act always within its guidelines in 
her future practice. 

. The practitioner admitted to failings in her practice and informed 
the committee that she had learnt from the incident. 28.-

32. 

The committee considered that this matter could lead to removal but decided 
that in the circumstances it was appropriate to issue a caution as the 
practitioner had acknowledged that she had made a mistake and admitted to 
the charges. 

~ The committee were concerned at the failure to provide adequate 
care and act appropriately following the incident and asked that the 
practitioner's attention be drawn to the Code of professional conduct. She was 
requested to consider this document and act always within its guidelines in her 
future practice. 

NMC1 00086-0310 
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34 a and 

For complainant's letter 
The committee asked that their sympathy be conveyed to the complainants and 
acknowledge the distress and anxiety that they must have felt during this 
difficult second pregnancy. The committee were mindful when making this 
decision to close the case of the difficulty of proving the case to the required 
standard. 

35. East Glamorgan nurses 

36. 

Reason 1. The committee noted that this matter had been subject to 
comprehensive local investigation and recommendations. 

Reason 1 

37.-
Reason 1. The committee noted that the matter had been subject to an 
investigation and that following this incident the procedures had been 
changed. 

38.-
Reason 1. The committee did not condone the practitioner's actions and 
requested that the Code of professional conduct been drawn to his attention. 
The practitioner was asked to consider the code and act always with it in mind. 

39.-

40. 

Reason 1. The committee felt that this was an employment matter that had 
been dealt with appropriately at local level. 

considered that after considering the information before it 
there was no evidence of misconduct on the practitioner's part. 

41.-

42. 

43. 

Reason 1 

Pilgrim Hospital nurses 
The committee considered that no individual practitioner could be identified 
whose level of misconduct could be considered to be of such seriousness that 
it would warrant removal from the register. 

committee considered that there was no evidence of misconduct on which 
it could proceed. 
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In~ an elghtoS~rO<MlJUrl d«>cced dl.lmorpNno and otiiOl'- C1nJ00 hod·- ....., tl'lm .. olrNiy" b> ll'lt ol the cloths{~ lnOM of 
Rob<rt Wllson MdllrlhurOI!Inhglwn). M 1nqt1c1t. --· hn no ~Y to~ blam<1 liD-· llMiv'"dkl ~to a..........: ol~tiM,... 
• Nw, b<.lt mblor a pullllc Inquiry- a Sl>lpmon·lfp11 ~ent lnvml~ lnlD the daot!rlond twdln; er me~ br ......,.._- ro:sumed"""" 
oner. 

IWUH ,_an:L 

CIIOrld Forlhlrlg'J slopti>lh..- M1lut ON!n~ 
<Sed •t Gosport. FIOIIhlllg Wtl tile lnquesl tlut 
AIIJHKw ... -OIIMwoddmdl~ 
tb.otg.'lf •Wli11MY m"'l 110 ~tng 101111. b<ar.k 
m1 mcn1 Md boat glv<tt • syrlnpO tltNtl' )<M 
~sJ>o-orUJtCN..,IN!I.' 

n.e deMhootGoo!>ort '-edlrOU>CJIIM!IImcOI~IIKlndal>lnvohlnJI NHS_, onGnursn.ln 1993,1MM lle>"'lyiJIIltwu -.1o.ed ofmunloring ICUr U.ldr.,lllol..lncialnll>lrl\0$p~QI. AI lcm.t 
lhnlor billies -lrllho 11r1sto1 bAll'! snndalbetvn!<n1991onG 1tt!i,..., mono lhon ~.ooo oro-...,.. Blogolly .,._ ot .oldar Hay Chlldm~'~ liosJIIbl bet.,.., 19118 and 1995. Tllo GP lf;llllld Slllpmon wos 
CII<Wiaed ol15 rnutdor1 "' 2000 Dui a pul>lclnqlllty ftl<ln<l ~· b> .. y M bl<d 011.,.,. 2Sll pati..U. 

n.o ,......,.,. - tl1o berU'Itil lamdl .. - hove 'l"'kln 011t h tnat ~ ,...I>MIIo a~V•'\111- what ~\~~~~>«~~Clot Gol)lort. TMy ... ....,.PPY with tl1o ,., U!<llr compl&inl:l hove....,. dlsmiSJtG. 
IIN'j«<D<~ lnvfl~. Rd.U.c:s llc:IIC!YI the Oealhs"""' ~ tlef;D..,o onotl>or HHS KDn<JOI-""""' putlli<...cr.ge.,... may havol\.>cl pollllal _...,., 

Fomllos at 1110 dU<ll!l'll m.tdo o numb<r ol a>O'I'IIIrli'S ogalmt Or llo!tbft «1 IIIo Gon«ol MociGII Olut1dt (G..c), but tlul<ountll •I!Owed hor ~ ~ unrot1rtcted untlll...t. ~ar, In I<A'f ~DO$, moy ls>ued ill 
lnlerlm O<ll«Dai'OIIIn!l t...- &om pr-.cr11>1011 dl<omDfllhlno and r..UIC!l<>9 hor at>lky LD pr-.cr1DO meRd~Uvo druV dl•ft!>Om, She \0111 lo1<10olleooll0tll or seriOuS J>!OI .. slon.>l miSCilnCiliC!. ot m. GMC"""" month· 
otleoot :~e"~m~o=rs oftll' po1<e J\rtl l'ftled onlhclt ftiOS. 

uo ono - _, 1n1m tM Govomm..-.t ...:1 tho GHC- ""'Mt. "Y"" on a mrd.llllud:l trr ,..,.....,. llkNnl e.~ ... Into ..-mo dum me • Gosport ""' 01>n0rmo11y high. etner llljlllly (111Ja1mo<lal cp~o~om 
""'" wiMekl rrom UloiUI"/Irt Ulo ~O<Mr IIIM inquesb, And m~ Go•ernm<flt rOjO<led pleu lf041'1 Ulo CO<..,... LD llokla!NCIC Jnqu;ry lnlo oil ol tile llea!M rllhar than ln-t!llniO )'Jot 1 lnr The (l>ldr., 01 
MllllrOrl'olllnohom,SUnhlyOor1>r, Robort wa-ond HO<IIII Wind'Jor, who cledlletwHn L998 ....S20DD, hove on bc<:ni!MHdi>ylho oulhOr\UOfto ·....,...an· .ond •""'P' tnK !NW por..-.ts wereoiO.nd- • 
but none t. pr<pllro<l to. 1boy led let down: by tn0 NHS, police, Crc"" M...aollon Servlu, GHC, a>rnner .... lhe GovomrnenL Ther bdiiVO tiM pUbic dtser< .. Ull JMII.nrl rNt 1t111Ja1 must lM de<>e, for th<:lt 
poronlt, Dut Dloa fw ,.._ oba who has, 0< wiiii!IVe. an dclafy rtlOU.oln IIOHI'Ial. llcCD"" fl lhl"'l' go """'9, hanlt>ly wrong, 1n11 tn.m rl>cUd not 1>0 nlcldet'l - no rrwttr:< haW nnrdl R IMU, 

Arthur Cun.nlnoh• m 

Nt!u"'Drlon• OrMIIIQIWm r:ouklbo • dllllalt,.,,ln !l'lol'J'O., hehadwortarl ontlloU'• plontotlo"rllnSrt unlul, ..0 IH alklnlalalllWCittNI>bedi!IMY pe<>~>~o IIPIIII WT<\110 way, tn tllomkl-19801 ho 
_.,... ••klftson'l ........ and o CDmtll!\otlon or symptornt, modleliUOn -""" ilnCI hiS Ci!IICn~erous pcr....allty .....,.. UlO( 1\Uf11no·homo tt>IT <0114 nnd Nm oni<Ut. 

HOW...,, he and his lll!p<lln, ChMift Forlhlnt;l (loft), nod aiWI\'1 bun on V000 twms. On tM """"lr>g ol H ~-11)98, CUnnlngham wH aomlltarl Ul ~ Wor H-IIOSpll.llau"ortna lrvm lied 
...-os. 'I nrsht!<l-n to ll'lo W• HemofiAI- oome«~e on 11!Qeptlon LDkl,. nt ,.., on Dtyod W•nl." ,.1" flnhi"'J, 'N. m.t point • mon, rN)'I>olo porter or dUnOt", "lcl to ""'· 'l'Nt'ollle llfMhw•rG.' ,.llkn _,.... ""'*' l>OOUM B<larlwu ..... ~era ne.,. death, INt I <llclt\'t lhlnt t110 null of d, • 

CUMJnohom "'" <l!llng up In lied...,., IH ~~- •r1Yed,llttt iJil1 .,.,_deSpite 1 '10<11 butt', 5<1ore r~ lel'<lor wort lo london, ho >1>0to to tn0...,.. 1o <~woe, Slstw Gllllomblln. •sno oM<S 
Drlon's bod ...a "'"""' .,..,. llho'd ever....., and he might- surmo 11>0n>, ..niCI1 ..,.,..,..u~y ~ mo. lo•U!d to .... a_., Du\1'0""" wu •vall.llllo." 

11'/ tllo t1m0 fortlw>O roturne<~,.otll ""wl~- <lr(S Joter, ~"' ""' .auocft<d tal fYrtn9o driver IOr' I'O'QUI,!r I'IICIO'I'Nne ond mlda:OIOm • • .,.._ tedallvo • on<1 wK ~. ko repeats"""' \<not"" 
b>ldll'ro """"""· tJat his lot~ wu •out o/ 1111$ w<>r1d and IJhouOI>I•tr.>IQht owoy lhCJ must ""l<lllnt him,- my roum IWd bc<:n glvon • orrlngrl clrha J<oU ...,,...,lhaclcrl ol..,._ In L989." 

Hea>n!INIC:S1 "ldorMndedtii0\1 ... .-.., lhalmul<li>JkW Drlol>and llndaullltllh 1Swlllth4wm..s.· 

But D< IIOrton, """!lad ~ lho 0'\J91, Slid m« tu! was dying 11'01\t IN "Pill"""""'"""""' 'IIIo arM< r..,.lne<l., Jlloa:. F""" tNt l)lllrlt, fortlwog and N> MIO tat '"11> Cunnlngh.lm """"" Cll<d on 
Soturd.>~ 26 ~ 1998, 6g6d 7!1. 

O.tr tho r ..... fortnll\9 n.u ctaltlod ..... oldoarmenH """..,.,..,.,..._- reooru ... ~Id>"" bdlm ........... "" otep(ather'l doatllwn <ufl'kloul, but.....,.,_ uelu<lf<l trvm ll'ro "-· "lll<IIMVt 
tlroy _,'t lto Nil' D«aUM ol hb man-. 

"fw., """'" Hr IILllt lotoor! "11 In tile Oom"""" ..... Pill llltnl WO<IId novor bt oltlOII>Or Shlpman, - -· bc<:n up IQIIIIR I t>r'd< ~ol. rv~ a!Wo.,......., 0 1aw-..g dllz .... I Dtl ... eln riGht ond """"9, ancl 
!Nit'> .. not k""'J' IMI)Oing: Id want Jultk:tl." 
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llo:ttcrtWilsan 

'HOlD 1!>6 son. !My're 1:111109 rno.· T'l1esa """'the Wl WO<UI Rcl><!lt WIIOI' (lboYe), 7~. oold m his""' lhe dolf l>efonl ~-<led on O!Yod Won!. HIJ ...,,lain Wlhon,- 1<>..........., him. 'rl4 ll!ty'R not, ~ 
llleY're dot1g WbaC 1tey can to lry to h<IQ YOII. • tie .,.,. b<llcYe l1h 1-was rJOhL 

Giasgow-bonll'lobel -lougl\t In lhe S<lmnd W..lcl Woranclldllhe no..yln 1965, olroody • drln~<r. Htlr-Id>-- ofttr lollng ut helM In Septombol" IHB Md ., .. od..-to~ 
Nexanclcr Ho>lli!M IO< oiii\OM !l1rH wecb. lhe- louncl ~6<1 p.WierN "M ,.. \ldnep-....,. but none ...,. -et6<111e·ttnatonln!J, .. he ,..,,,..,.,lt!m!<l ll> GoSilO<t to ....,..,, •• Ns 
w11ecouldn'tcopo wOlf> IH broken shalll<!e<at ........_ t1e wHweaMII• olln!l,buldodn\ oven,_ ~utamel l'crl!lln. 

'Hy youngor l>rolh<r and I ..t1lttd o..d 1lle <>l9ht belllro"" .... ,,.,.,....,....-he w .. tn 90Qd fll!!ltl, Jokk"'lanound, eollrog- -l:lncl.IIIOI>QII no""'"' looklno fOnfonlll> tile Journey .. no hole<~ !*ng 
dnven Ollf"~.· U)'5 lain W1li011. 'WIItn I vlslml hlm In Goop>r\ lwo cYyiiiiiM, M WIS almmt CDmo!aM, oro a oyrtnQo <lrlv,.., ond Sister H•mlllln- ""'he would bo -~ "'lllln 1Dut d.lys. N. m• point 1 
neu1y !)Ot lilt""" aut l'cr lcld<Jno;l up 8 Ms,llut haw I WISh now I'd tNSted ~ 111<Un<t1 and 90l him out ollhtR.' 

-\ Wlbon dlcG on 18 ~I !ID, ....-ooy••~~~:<no was<ldmlttoollar r<nAWO!IOII. 

lhe expalcnal of looking orter hiS llyltlg .nr. tb Yurt bolordwld =•lnu<l lain WlW><IInal hit-,... """'ed as 11 no ,..,. • dyt09....., os"""" at he..,_, at~. But hlsllgtlt rar jlm:l<e hat 1«1 
to .._1!1 "11111'1!0 ....,tn IIOiln9> _,. ""' years. 

N. ~ hc t41t 'ec:>U\Ic" ..nenlhe Jwl 11«1<1<!<1 his cU<I hoe died l>eauK or ~lata rneGiC6IIon. M >tltWn dayt ~M oLatiCtl was 00<1"· 'I -.ally l'ecl gutted,.,.~ 1t ltoh ,..-.., Datt Olthe 
be9lnnlng. But I NVO ... ~ .... goklj). 

'Every ~""' l"m laid 'no' lrf IIlo _,.or lhe polc.o ar IIlo GHC, lt Ju<t nllkU rne ""'"'de!etmlned to lcnp ... «111110 tc< !114 tM~. I ........, 1<1 vet Jqstl<o IDr him. • 

NormoWJnd-

NotmO Wlndlor died 001 her &?th ~ all et ID dayt 01 'rest and ,_,_,.. at GosJ>o«, Windsor had • hart CJ><IGtiOn and ..... awlltl09 llypa$S sur9"'Y, wnl<h h.td "'*' -yed by \11<> ...... of a l>locd 
d-. Silo,. .. ~. tha WH and, but mora, .. 00U11110 In her noteS ID _.t that W! ,..., clylng. 

N. U1a «HH ol /oll<ll 2000, her GP, Dr l<n>pmOn (..tlo alSO ltll:ndool potlentS at Goq>Ort), ~ o anort hcopllal -1:1011 tD gh'OI\er rl<l$bonG IIIM tD p.><t IDr tlltlllmmlno:M """""ID S<mn, Wlndtl>t 
b.>ultl!d: 'You 11" tllao ID dl•, • Silo told l>erlf0UI'905l dauglltor snoon.. cut she.,....,_ h<r motller tD 11" 1n IDr o mt, 1<1 Wlndoor roluaanllr w>li.Od 1na1 Slilllln W>RI. 

She ......t- rapary. H« dot~Qhter ~ Ww (lert) uys: "Witllln doyo ohe went tram l><lltlg cnaay, IIIIX>Uo, ju>l _..,.,l"lllllf, to b<IOQ spo<od...., .,.nlly -•• Ult ar ~- n~ oyn opon. Her sun 
werlt ~- l>ting '*'""' ID t<UIIy dry.' As 1t1e t.>mlly CDnllllai...,, Wl- oot sld.or. 'Hum 1<GQt AYII>Q to us 'You -'t"""" "hi\ UW,'M <10109 to ono, 'but •• M hOiplcss. • 

on 4 Hll'f 11100, Or Knopmon- 10 • .- aplnlon onll ""-wH nnJI~ 1<> SIIWY'•IIOipltllln Portsiii<KIIh. "Mien,.. oot m .... on• af lhe-. w1c1 the(d,....., ......,.., • pallene kom 
IIIVIII'IerlmJ>IIOI In tudlbod D>lllllt!On," un Word. ~ cl<!dlf11m mu111p11 "'lJoo'1 , .. .,.. on 7 IU)' ~000. 

A 11ospil01 doc:lor ult!<l !Mm ro o;o<Hlder..., autapSy,I>UI IIM! lomoly, uoumarlled, <etused, JtN<l> u..y regrot. 11111- !'Clot lhe't'~...., arolna>mplcto ond ll!ty....,.. no Ideo "hot ml!doCatlon lho woo 
glwn. Tile poll<e ... mluedlllolrlnltloiCIIIftlplalnc In ~COl; s>ld-•dt!.slll,.as oneollhonaherlout c:.MH D<lng inY~In~OCIJ; anciOIImbMd k og.slnlnlOCI&.IIeqiiOUI roronlnque>IN¥e _, -· "Woleel ~~· Hum h.ls...., IOrQOtttll, • pyo • tearU Wm.~..., prob.1blr OK 01 GoJpcrt """'but-"" feel was alrl>lnal ~loa robbed us oltomo wttll !Wm ond..,. """· tnero ..- l)e ~· wa 
_.. unclonWid wily Ule deaths ot Gasport .....,, " ~ n the SloiptrWtl.,..,.,.,. •• 

fve<yboclr blew Slon catlly. He- a ~tllonofle IOtmer MVOI o!ll<er, "'-" W>s6q<lont..,... as..., la:-a .. m vendor h.td II'4Cit! l1lm a laaol ....,, N. 65, ha oul!ered • series 01 mlnl......,l<n- lancled 
him In tne anny hosp;W,Itoyal Hoslor, -• NO Joa<~J<>k., anclrr:lc:nllesa N-~09 ...,... ,;m lhe rOcllnlmo 'Sun lhe ,...n·. The mlnl-stra\•lla<l CIUS<d- ...,....,... .and <lnlOIIIng of hlslc:lt side, <r> 11<1 
,_.,..a per1ocl or n!wbUOI!an. His welllllt nHcl DUt hcma !dUb lnll ~· bdnar.chniedV 100 YOII"'liD< '-POrt w.r Homorl&l HoSilirol, ho ••• ....-.tudr """"rtld ro Doodat .. ,...., Allunc!Mlm4 "" 26 
Ajri~!m. 

'Ho P<lool out a .,....I« o oet ot .......s 3.311j>m, nad a (1JJI or tea ond ... gawalry ~""' • ,.yo his~ Otl>bk Hocby, lhe"""""" ClaHt o1 ~·•· "Ho,..,.- In any f'lln ond !lad-~ rrom 
_,. 001 notlllng ~INn ll>jlirlrl. ll<lt ho "" o bill!)lbrted ot>Out ~tr~1nrl tn ond hiS mtrdi<.OI ,.... .. hod 1(111 not anlYed, JOt...- surol/lo ....- t.mw ll!ty - CDI me 11 ho beolmo ups<t O<thlngo 
!)Ot ~. """tevorlhe Ume. "lha ~ ~ ldt at 9pm ond 1toeV al "oni.IO bed -orlhe 1-"'slon tiling> weno stllle<l. art Hl<'<ay-a~ u• Iilo not """'*9 lollf>O hOt Stan had tal.., a 
"turn l'or the W<I<R •• 

'Do<l'• .,.,a .,.,.loiN!. M""' dolmmy, onesponslvo ond his breathing "•• halvy," uyt his <11\1!11101 011<1y Gront (-"llh ,... -.). 'Wo ,....., doYa<UioQ 1ft tllo dw09S; ll ,. .. l»mdtlely urmpedtld. 
Wo llted lllm UIIIG try <a help hlm DrUII\e, wNd> lo when 1 .... a t..o. In Ills bo<~ - wh.at I now ~ ""'a lyJfnOO drtrtr. • 

..._ midday, tllo- came 1n end tald ""' l•mltf ""' CllSpoclr:a a m.1jor stnh: sne ..-..11<1 m.ko .... ho .. un, In any polo ...,. they - ....., 'Id nOIUfO '""" itS ,...., .... Ston car~~o took his lost Dre.>th 

K IQm, borely 24 ....... &Iter toeing Id- IDr rehoblltMJon. 

n>o lamily na•o .,_,. ,. his.~...., '*"'• om<tc:n 1rf Dt llarton, whld1-e: '11.\QpY 10r ...,...1'11,.•11 to <r>nnnn 11<01!11'. 'lll<y also """" na wM gl>on lo!JP! .....,. 01 -..lolam .ond ,_llhlneiiV1IUQIIINI 
•yttngo drt<or, dc:Sjlitl: nover mmr,.."*'9 obaul polll. Hll medial not .. kom H.Y.tarllad not arrived. 

CMI>(•- wan't _,.,..., ~ anc1 hil-d <:1111\pl.liriU to tlla G"C .,.,,. 10<1 to nothing. 'I ,..11\ lD lulodl on l!.irtr>\"1 door- llnd out the IMI>.' Nyt Grant, <10<e 10 ~ ... "Did w•• til\ti! 
"""' .,. -mum clled 1112007 w11110u1 ~II>Q "h.at Nppel'led. wa t>o•• to-~ tlwugh ror hcr." 

SPONSORED UNKS: -.... ~ 
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Jl.Ooo4U-o: 
k1.~~1»:\T MM4•J~ ZS H.,- %:101- •11. o;;D7 pm [IJTQ 

·Member 

' I N.W 1"11 nfdlal ~ ar tnnllutg. .aftll was. noc -1 ~ava ol<i111t<otll'lt __ ..._-.,., .... _. 

C'll...,lllli.,durtr'tt'tl"'ttrtit't'amp.ti"'IdS. 

ll K ~ CDI'Tftl 'ltl.ll'llwrtt olf'l Need tlW""OtiN 
!in tni•~'ChcnltlftfftsiOmell\tll:llor-tQI 
!IN C'Oflf...,.. p.ry ~ Ll:cptng u. muqo tJJriQ 01 .,.,..., _ • .,.,..,.,.,..,lontt~>t ..... .--
111.1'1• ~ ll cioM l\lnG d"'l GUih$ flit tfrO ptaplol hD1I 

antn". lbt 11n1: wun "'*-lr....s •na lt'l4l ~an •eo.. 
2'l00.1«nrt"'!ftd "Jffllll•dr!Ytf~tll>tiM .. ......,....,. 
&'Wet.t ... 'ftl.tf 

In tN nn: CUI w" wtmt4 rnuc::h mcabf ttW.r.ec w 
dehv • suhctllfti.ISI»>IO 11:tteVt .,. ~ •nd ih• f"dd.il'IIII.U 
lf'lrtlY..., ....tut 1e1 ~. O.,J end Urt .artd wecla •nlf 'jllffl!"d 
ol IC'IIU'l'no'Utt'll: n.IQt\ latls ol paJtl.. M ten. ytlrt. l.;ttf IM In I 

' dllTirV& ptr't Gl Ul4 ~ t:Mr1 •• no rtii.ICt.ltKf DD drcttwtl 
• 'the d;;D8 rtQulrtG 10 rtU4:¥. tN Plln• My hNnil IP9UM lt mt 
a~ufrDmtblrmAtOI'INI~ 

I n&-J-eiC:S.""'" tnM Mr 1ft. c:oc.m Nvt bH:n ~cd 
11 V1ll druO GOlf h.ld ~ IHu::tdi'ICM-nott 1t w.OUid MW DHn 
a lerriOI• ar. • ..ndiN wtl:h pa!n. 

lll'lltGU'I c.&Nt I I"""" dl.lt ft: mWJCAIIUI'T HN"Y'td lctDI'dlnQ 
tal~ ii'I.WttQ 4r-di IM1t btK llftM:J ID rd1:1 th•ltltuut 
d lbe p.~UIUIII. CD A ftnl, 

R SHI'ftJ 'tO rl!l tMt.lll'tttlnt -p.itltntl rfiiO:I"'l Mitt cM.,..,. 
il:Uli'U lt'l tnf" WIV IM'I: ~ ~ dmt' tt"f INN~ •nd 
IM1114'11""11tlo«Ukiolm-IOIII"""" 
lld4»uuttlr ~ r!ltdollt'Arnncon • ~.I'W!I aamlln. 
.. ll'lt oQtllW .. ,........, Wo Ill ll'lt pcyj_., OIIN
lrNotYtd nu.~ t ~,. 'TM)" Nve ill r'l'lr en tnt: Mn$ol •N 
IMI'KIIIlJ:Cn vi U..l;'nfd.iQI SI art. 

ln thl: Catt:IGI~Intht: lnci~Mtnn-II'UCIIII 
I pP~ at'S Qtl. tM tKe oi tt NI Dtthapt thi fl!tN mtcbc'll 
lnternntkltd N'f't 00f1e mo r • .-. 

In iM ·~ d clt\C1I:Sikln lll ...... bit thlt tom• 
IM'OICtl Pl'l~ wfl.lrUrrtnot.ldOtt tn.t .,.ra 
....ouM ~.,.,..mat 1111'M wM1 Ntt...-.tt'ld ICtL-

11'd t.t tnt ,..~.on d\H n miAI1t9lM11 trM ~w 
.........,......,_,., _ _,.IM'I ... 

lhtJruln lta. l1"4 ITtCII"l"W'ft' IR &M .twt\.11 to~ • 

.... ,...,,,_. 
Th11rc If th11 Church Is not with us who arc with us the devils? 
.Q_futl-tAt .. m•: 
~rt. n ,.,., ~ 111: 0.1:;.11 ,IT'll CUTCl 

l!.l.nopouo;< .................. 
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Convalescent unit faces inquest into 
suspicious deaths 

Jack SlrBw, !ha Justk:u seavlaly, hlls onlored an Inquest Into 10 
suspicious deaths at an old people's convaloscent unit In 
HllfTI!Ishln!. 

The peUonl$ wera among e llfOUP of 92 who died unexpedadly 
afler being given abnormally large closes of fiiOIJlhlne &nd Oilier 
drugs at lhe Gosport War Memorial hospital. Their relaUves 
believe the I!' deaths were a form of eulhanasla. 

Straw has clomanded !ha coroner'slnvasUgatlon even though at 
least uvan of lhe bodies were crematod. An Inquest cannot 
take place In lhe absence of a c:orpsa unlesslhera ant 
exceptional circumstances. 

The Justk:u ministry believes there 1:5 l5Umdent anxlel)l about lhe 
clrcumst&nces of !ha cases lo require such a pro1;0dure, whldl. 
In lhe absence of remains, will be based only on a ravlew of 
medical records and wtlnass statements. 

The alat~atlcn of "murder by euthanasia" Is slmllar to that 
levelled against Harold Shlpman, !ha GP from Greater 
M&nehaster who was Britain's biggest mass klHer. He was 
convlcled of 15 murders bulls believed lo have klled &bout250 
of his patlents. Shlpman commiUed sulcldaln prison In 2004. 

At Gosport, ralaUvas complained repeatedly that the vlc\lms 
wera not alck enough to require morphine. Questions aboutlhe 
hospital's heavy us a of !ha drug were also raised by tM 
Commission for Health lmprovaman~ the hospital watChdog. 

Dcsplle these concerns, police have been unablalo gather 
l5Umdent e'<ldence to pU1$UO a prosecution. The two police 
fnvestfgaUons of the affair wera lhemsalvas crllicised for 
shorlconllngs. 

The Inquest into the10 seleclad Gosport deaths was opened 
last Wcdnal5day at Portsmouth and South Eest Hampshire 
coroner's court. 

A ful hearing Is scheduled for this autumn. A different coroner, 
Mdi'!IW Bradley, from Baslngsloka, will c:onducllhe process, 
whk:h Is expected to belhe largest Inquest of Its kind • 

. ~.P.@~enl$ whose deaths era being lnvestlgated are/:c~~~:~J 
l~<:!.<!~ . .O.JEislalavander, Ruby lake. Ro!Mirt IMison, EJ"liO 
Spurgeon, Elsle Oevlne, Halana Service, Ar1hur Cumlngham, 
Sbella Gregory and Geollrey Packman. All10 died between 
1996 and 111W. 

Ann Reeves, a beauty therapist, whOse mother, Elsle Devlne, 
88, died In the hospital In 1999, has been one of ltla most YOCIIl 
cempelgnerc for the beraaved ral.allvas, She la Wilting e book 
abOut the events and dalms that quasUons had been raised as 
long ago as 1991 about the use of syringe drivers- automatic 
pumps that produce a conUnuous 1low of morphine Into a 
patlcnt's body. 

•My molher was getting better until she went Into that piece. We 
ant In no doubt therw has bean a me"lw cover-up. We arc 
determined not to rest until we gel Jus Ilea for el of these 
paUents." 5ha 11111d. 

Many of the other families ara dismayed thatlhllir cases have 
not been selecled lor lhe Inquest. Mike Wlson from Gosport 
say1 his 91-year-old mother, Edna Pumell. was out of bed and 
using a welklng frame afler a hip replacement openatlon, befDAI 
5he was nnsferred from Portsmouth's Haslar hospital for a brief 
period of rchabllitatlcn at Gosport. 
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Cohvalescent unit faces inquest into suspicious deaths - Times Online 

they slarted giving her morphine. we am In no dooblthatla 
what klled her." 

Rkhard Bailer, a pRifeasor o! dlnlcat governance at Leicester 
University, carried out the staUstlcal analyslslhat pnwed the 
ilbnormal $C8le of the death rate among Shlpman's paUents, He 
is bellowd to have raised slmllur concerns aboultha death rate 
In Gosporl. 
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Inquest into 10 hospital deaths 
An Jnqucst.ltas been opened 
tnto the deaths of 10 patients 
at a Hampshire hospital In the 
late 1990s. 

The deaths at Gosport War 
Memorial Hospital between 1996 
and 1999 were the subject of a 
lengthy Investigation by 
Hampshire police. 

In December 2006, the Crown 
Prosecution Service (CPS) said 

l!rliln Cunn~h&m died w1111e be~ 
~~ted at the hospital 

there was not enough evidence to charge anyone. 

Some families claimed paUents had died after sedatives like 
dlamorphlne were over-prescribed by staff. 

Hampshire police conducted two Investigations Into the deaths, the 
first of which was the subject of complaints to the Independent Police 
Complaints Commission (IPCC). 

1he second Investigation, which looked Into the deaths of 90 patients, 
resulted In 10 files being passed to the CPS. 

'Insufficient evidence• 

But last year the Portsmouth and South East Hampshire coroner asked 
for the police files, and opened and anjoumed the Inquest Into the 10 
deaths on Wednesday. 

BOan Cunnlnoham, who was one of the 10 patients, went Into the 
hospital because of bedsores and later died. · 

His death certlllcate said he died from bronchial pneumonia, but his 
family are convinced 1t was because of an overdose of mOfphine. 

His step·son Charles Farthing said: "it's been In my mind ever since it 
happened, I can never forget it and there will never be closure until 
someone Is b1'01Jght to task. 

•trs as simple as that, I won't rest on the Issue. 

Elcplore the B&C 

~~~ BBC Hampshire j 
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the BBC Hampshire webslte . 
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"I just hope the coroner wlH flnd a correct cause of death and there wm MOST POPUlAR STORIES NOW 
be enough evidence from the Inquest for the CPS to reopen Its case.• 

it was the death of GIN Mackenzle"s 91·year·old mother Gladys 
Rlchards that prompted the first police Investigation In 1998. Pc describes Uefa fan mob attack 

!!amber told he will die In prtson 

Maps show noise In UK urban areas 

'Wor1d's wont poems' at auction 

Commons loses MPs' expenses flilht . 
Gill Mackenzie saki: "I didn't !ID to 
the police because my mother 
died, I went because I was 
convinced ami lam still convinced 
.that her death broke the la~ and 
thars why I went to the police. 

L..-
________________________ ,__j 

"I didn't want it to ltappen to 
anybody else. • 

In December 2006, Paul Close, of GIR M~ckenlle wu the first per.;en to go 
the CPS, said: "I consldered to the police aner her mother died 
whether the evidence gathered by 
the police showed that 11 criminal offence had been committed, and 
particularly the offence of gross negligence manslaughter. 

"After looking at all the evidence • Including that of experts -and 
seeking the advice of counsel, I decided there was Insufficient evidence 
(or a realistic prospect or conviction. 

"Errors alone, no matter how catastrophic the consequences may be, 
do not, of themselves, amount to gross negligence." 

Full Inquests, which are likely to take several weeks and be heard In 
rront or 11 jury later this year, will take place into the deaths or: lesllc: 
Plttock, Elsle Lavender, Ruby Lake, Robert Wilson, Enld Spurgcon, 
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A lengthy police inquiry Into 90 
deaths at the Gosport War ~m~~;::; 
Memorial Hospital has led to 
cases being sent to the Crown 
Prosecution Service (CPS}. The deaths 1n Question happened 

between the late 9i>s arid 2002 

The CPS will decide If there Is enough evidence to charge 
anyone. 

Video and Audio 
--------------- The fami1Jes of the patients claim sedatives like diamorphine 
Have Your say were over-prescribed at the hospital, leading to the deaths. 
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In Pictures The deaths being Investigated occurred between the late 
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Det Supt David Williams said: 
"Following extensive 
investigation and reference to 
medical experts, lt has been 
established that there has 
been no criminal negligence In 
respect of the 80 cases. 

'' This Investigation has 
been necessarily detailed and 
thorough, given the 
complexity of Issues 

" Oet Supt Davld Will lams 

"However, Issues have been raised in respect of the standard 
of care in some of those cases which have been forwarded to 
the General Medical Coundl and Nursing and Midwifery 
Council for their attention. 

"We continue to fully Investigate the 10 remaining complaints 
made to us, which are now at an extremely advanced stage. 

"This Investigation has been necessarily detailed and 
thorough, given the complexity of issues. • 

Each case referred to Hampshire police has been examined 
by a panel of national experts In the fields of palliative care, 
geriatric care, general practice, nursing and forensic 
toxicology in association with the case investigation officers. 
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Nursing and Midwifery Council 
Press Association 
11 July 2006 
N/A 
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HOSPITAL STAFF MAY FACE CHARGES OVER PATIENT DEATHS 

Medical staff could face prosecution over the deaths of 10 elderly patients at 
a hospital, police said today. 

Detectives have spent several years probing 90 deaths at the Gosport War 
Memorial Hospital in Hampshire from the late 1990s until2002. 

The families of the patients claim 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 . 

A Hampshire Police spokeswoman said 10 files have now been sent to the Crown 
Prosecution Service to decide if there is enough evidence to charge people over 
the deaths. A decision is expected within a month. 

Detectives have now released the other 80 cases under investigation and have 
informed all the families. 

Detective Superintendent David Williams said: '"Following extensive 
investigation and reference to medical experts, it has been established that 
there has been no criminal negligence in respect of the 80 cases. 

"Howev~r. issues have been raised in respect of the standard of care In some 
of those cases which have been forwarded to the General Medical Council and 
Nursing and Midwiferv Council for their attention. 

"We continue to fully investigate the 10 remaining complaints made to us, 
which are now at an extremely advanced stage, and have received considerable 
co-operation from the Fareham and Gosport Primary Care Trust in facilitating 
interviews with staff. 

"This investigation has been necessarily detailed and thorough, given the 
complexity of issues. I feel confident that the Crown Prosecution Service has 
all available evidence upon which to properly consider the, determination of the 
Investigation." 

The investigation, codenamed Operation Rochester, is very complex. 

Each case referred to Hampshire Police has been examined by a panel of 
national experts in the fields of palliative care, geriatric care, general 
practice, nursing and forensic toxicology in association with the case 
investigation officers. 

end 
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Report to the Preliminary Proceedings Committee 

Gosport Ward Memorial Hospital Nurses 

NMC1 00086-0323 

Report from the in-house legal team [date) 

Introduction 

1. This report summarises the background to this case, the material received by the 
NMC, and the current situation. 

2. The NMC has received several complaints about nurses at the Gosport War 
Memorial Hospital ("GWMH"), and a number of agencies have investigated 
concerns about clinical practice there in the late 1990s. Three wards are 
involved: Daedalus, Dryad, and (to a lesser extent) Sultan. 

3. Those investigations began in September 1998. A patient named Mrs Richards 
had died on Daedalus Ward earlier that year, and her relatives made a complaint 
to the police. The police investigated the complaint, but in March 1999 the CPS 
advised that there was insufficient evidence to prosecute any member of staff for 
any offence. 

4. The investigation was reopened in 2001. The police obtained an expert report 
into Mrs Richards' death from Professor Livesley. Three nurses were named in 
this report- C~~·:;.·~-=:.·~~:;.·~--~-~:.·~:·~--~--~--~--~--~--~--~--~~~~-~--~--~--~--~--~--~--~--~-~-·~.:·:.·~--~~--~-~--~--~--~--~-~--~--~--~--~--~-·;ln September 
2001, the NMC's PPC considered the matters raised in the Livesley report about 
Mrs Richards, and decided to close the case. 

5. At about the same time, the CPS again advised the police that there was 
insufficient evidence to prosecute any member of staff. 

6. As a result of local media coverage, other families contacted the police with 
concerns about the deaths of their relatives. The police referred five cases -
Richards, Cunningham, Wilkie, Wilson and Page - to another expert, Professor 
Ford. Professor Ford reported in December 2001 (bundle pp ?? - ??). 

7. The police made the expert reports available to a number of bodies, including the 
Commission for Health Improvement ("CHI"), General Medical Council ("GMC"} 
and NMC. 

8. The CHI conducted an investigation into the trust's systems since 1998, and 
reported in July 2002. The CHI report is at pp ?? - ?? of the bundle. The CHI's 
key findings were as follows: 

• There were insufficient local prescribing guidelines in place covering the 
prescription of powerful pain relieving and sedative medicines; 

• A lack of rigorous routine review of pharmacy data led to high levels of 
prescribing on wards caring for older people going unquestioned; 

• The absence of adequate trust-wide supervision and appraisal systems 
meant that poor prescribing practice went unidentified; 
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, 

• There was a lack of thorough multi-disciplinary patient assessment to 
determine care needs on admission; 

• By the time of the report in 2002, the trust had resolved the problems by 
ensuring that adequate policies and guidelines were in place to govern the 
prescription and administration of pain relieving medicines. 

9. In response to the Ford report, the NMC asked the Trust for comments. The Trust 
replied on 15 May 2002 with details of its response to the concerns raised 
(bundle pp 216- 220). No disciplinary action was taken against any nurse. 

10. Also in May 2002, Mr Page, son of Mrs Page, made a direct complaint to the 
NMC. He named nurses C~~~~~~~~~~~~~~~~~~~~§~-~~~A~~~~~~~~~~~~~~~~~~~~~~] (bundle p ?}. 

11. In June 2002, the NMC received three further complaints: 

• Mrs Jackson complained about nursefc;;d~·-A)n respect of her deceased 
mother Mrs Wilkie (bundle pp??-??);'-·-·-·-·-·-·-·-·· 

• M rs Reeves complained about nurses C:~:~:~:~:~:~:~:~:~~:~:~:~:~~:~~~~:~~:~:~:~:~:~:~:~:~:~:~:~:~:J in 
respect of her deceased mother, Mrs Devine {bundle pp ?? - ??); 

• Mrs Bulbeck complained about the general care given to her deceased 
mother Mrs Middleton (she subsequently named Philip Seed as being the 
manager with overall responsibility) (bundle pp ?? - ??}. 

12. In August 2002, the NMC received a further complaint from Mrs Carby against 
nurses r·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-coCi~-A~---·-·-···-·····-·-·-"'-·-·!in respect of her deceased husband Mr 
carby (b.undie·i>-·?r··-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-' 

13. In September 2002, the police reopened the case and began a large-scale 
investigation into 90 deaths at the hospital. Further details of this investigation are 
given below, and in the attached police summary of the investigation. 

14. On 24 September 2002, the PPC considered the following cases: 

·-·-·-·-·-·-·-·-·-·-·-·-·-
• ·-·-·~ allegation from Jackson re: Wilkie 

; 
; 
; 

• ~~~:)-allegations from Reeves re: Devine and Page re: Page 
i_ _____ l 

; 
; 

• Code A r- allegations from Reeves re: Devine and Page re: Page 
; 

• f- allegation from Reeves re: Devine 
; 
; 
; 

• !allegations from Reeves re: Devine 
; 

NMC1 00086-0324 

L·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 

The Committee was assisted by a detailed summary of the evidence from ~~~~~~~~~1 
i-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-coCie·A··-·-·-·-·-·-·--·-·-··-·-·-·-·: (bundle pp ?? - ??). These cases were 
··-·-aa]oiiirl"ecrjiendinfflne··c;"l:itcome·onlle police investigation. 

15. There is no evidence to suggest that the PPC has considered the Carby 
complaint against nurses i-·-·-·-·-·-·-·-·-·-·-·-coCie-A-·-·---·-·-··-·-·-·-i or the Bulbeck complaint 
against L~~~~~~~~-~~J '·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·· 
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Police investigation 

16. In October 2004, Hampshire police provide the NMC with an update on the 
police investigation. The police had considered 90 patient deaths. They 
interviewed relatives of patients. They also commissioned a team of clinical 
experts: lrene Waters, a nursing expert (and at the time, an NMC panel member), 
Robin Ferner, a pharmacologist, Peter Lawson, a geriatrician, and Anne 
Naysmith, an expert in palliative care. Matthew Lohn of Field Fisher Waterhouse 
prepared a summary of evidence in most cases for the police. 

17. The experts were instructed to review the medical records and provide an 
analysis of treatment. The doctors rated care given on a scale from 1 to 4, where 
1 is optimal, 2 sub-optimal, 3 is negligent and 4 is intended to cause harm. They 
then assessed the cause of death, with A meaning natural causes, B meaning 
cause of death is unclear, and C meaning the cause of death is unexplained by 
illness. Cases were put into one of 3 categories. Cases were put into Category 1 
where the experts concluded that treatment was acceptable. Category 2 cases 
were those where the treatment was considered to be sub-optimal, but did not 
present evidence of criminal activity. Category 3 cases were considered to 
warrant further investigation with a view to determining whether criminal activity 
took place. 

18. By October 2004, the police had contacted all of the families of patients whose 
cases fell into Category 1 to notify them of their findings. The NMC was told that 
investigations in Category 3 cases were ongoing, and was not given the names 
of the patients whose cases fall into these categories. 

19. 1t was agreed that the police would provide the NMC with all of evidence 
gathered in Category 2 cases. They had reached a similar agreement with the 
GMC. The police informed the relatives, who all consented to this course of 
action. 

20. Throughout 2004, 2005 and 2006, the NMC received files relating to the 80 cases 
in Category 2. Typically, these contained the following information in respect of 
each case: 

• Police reports of interviews with family members (not in formal witness 
statement format) 

• Expert summaries 

• Summary comments by Matthew Lohn 

• Medical records 

21. I have done the following work on those cases: 

• Logged each file on a spreadsheet recording all salient details 

• Reviewed the police reports of their interviews with family members 

• Reviewed the expert comments on each case 
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• Reviewed the summaries by Matthew Lohn 

22. Except where the documents listed above drew attention to particular points, the 
NMC has not reviewed the medical records for each of the Category 2 patients. 

23. Of the cases where relatives have made complaints to the NMC, all but one 
(Devine) fell into the police's Category 2, i.e. Wilkie, Page, Middleton and Carby. 

24. In December 2006, the police announced the outcome of their investigation ten 
Category 3 cases. The Crown Prosecution Service had concluded that no further 
action should be taken on each of the cases {the police report is at pp 161 - 173 
of the bundle). 

25. In March 2007, the police delivered further files to the NMC. These included a 
large number of generic further statements, full records of police interviews with 
Or Barton and Dr Reid (a consultant at the hospital), expert reports, and witness 
statements and medical records relating to each of the ten Category 3 patients. 
The police had obtained statements from family members and all members of 
staff involved in the patients' care. They had instructed two further experts: Dr 
Wilcock, a palliative care expert, and Or Black, a geriatrician. Further experts had 
been instructed to advise on individual cases as required. Mrs Oevine's case was 
in this group. 

26. Among this material was evidence that in 1991, at least one of the nurses (Anita 
Tubritt) had raised concerns about the use of syringe drivers. There was 
correspondence between management, the unions, and the staff, and meetings 
took place. The outcome of this process is not clear. 

27. The police reported that the coroner may decide to hold inquests into the deaths 
of three patients (Mrs Devine, Mrs Lavender, and Mrs Gregory), as they had 
been buried rather than cremated. 

Coroner's inquest 

28. In March and April 2009, a coroner's inquest was held into the deaths of ten 
patients, one of whose death is the subject of a complaint to the NMC (Mrs 
Devine). A transcript of the jury's narrative verdict is attached (bundle pp ?? - ??). 

29. In respect of Mrs Devine, the jury concluded that: 

• Her cause of death was 1 (a) chronic renal failure 1 (b) ameloidosis 1 (c) lgA 
paraproteinaemia 

• Medication contributed to her death 

• The medication was given for therapeutic purposes 

• The medication was not appropriate for her condition and symptoms. 

GMC proceedings against Or Barton 

30. [The GMC is bringing proceedings under its old rules against Dr Barton. We have 
not seen the proposed charges, but we understand that she is charged with 
serious professional misconduct based on inappropriate prescribing/prescribing 
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that was not in the best interests of her patients. We understand that the GMC 
enquiry will focus on the following patients: 

• r-·-·c-oCie ___ A ____ l 
• ;_Elsie-Lavenaet 
• Eva Page 
• Alice Wilkie 
• Gladys Richards 
• Ruby Lake 
• ArthurCun~ngham 

• Robert Wilson 
• Enid Spurgeon 
• Geoffrey Packman 
• Elsie Devine 
• Jean Stevens 

31. Relatives of Eva Page, Alice Wilkie and Elsie Devine have made complaints to 
the NMC. 

32. The GMC hearing is scheduled to take place from 8 June 2009 - 21 August 
2009. 

33. The GMC intends to call a number of nurse witnesses at the hearing into Dr 
Barton's conduct, including most of the nurses who have been named in 
complaints to the NMC.) 

NMC complaint cases 

34. Having conducted preliminary reviews of the material available, I am able to 
summarise the cases as follows. 

Evidence in the case of Page 

35. On 17 May 2002, Mr Page wrote to the NMC to complain about nurses Hamblin, 
Shaw and others unnamed. His mother died at GWMH in 1998. He did not 
express specific concerns about nursing care, but referred to the Ford report. lt 
appears that at the time he wrote to complain, Mr Page had not seen a copy of 
the Ford report. 

36. On 12 June 2002, the NMC wrote to ask Mr Page to provide details of his specific 
concerns about the nursing care his mother received (bundle pp ?? - ??). I have 
not seen any further correspondence from Mr Page in the files. The NMC then 
wrote to him on 12 August 2002 to tell him that the PPC would consider the case 
(bundle pp ?? - ??), and on 27 September 2002 to inform him of the PPC's 
decision to adjourn the case (bundle p ?). 

37. Professor Ford's only significant concern about Mrs Page's treatment is with the 
decision to commence subcutaneous diamorphine and midazo!am on the day of 
her death. He considers that there was no indication in the notes that she was in 
pain or distress. In his view, the prescription was poor practice and potentially 
very hazardous. He would have expected very clear reasons for this prescription 
to have been recorded in the medical notes. He considers that, apart from this, 
the medical and nursing records were of adequate quality. He concludes: 
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In my opinion the majority of management and prescribing decisions made by 
medical and nursing staff were appropriate. The exception is the prescription 
of diamorphine and midazolam on the day of Mrs Page's death. 

38. Professor Ford does not name any individual nurses. From the medical records, I 
have been unable to identify whether nursesr_~--~--~--~--~--~--~--~~-~~~~~~--~=--~--~--~--~·.]Nere on duty on 
the day of Mrs Page's death. 

39. The police experts' agreed that the case fell into category A2. Robin Ferner notes 
that diamorphine was used for confusion rather than pain, and queries the rapid 
increase in dose. Peter Lawson concluded: 

Care being graded as sub-optimal is perhaps a little picky but relates to the 
changes in opioid and method of administration rather than the doses used. 

Anne Naysmith considers that it was not ideal palliative care, and particularly 
criticises the dose of Fentanyl. 

40. The police record of interview with Mr Page contains no other significant 
evidence. 

Page - conclusion 
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41. Although Mr Page named nurses C~:;;:::::P-<>-C:ie:~:~=~:~=~:~:;: he does not make any 
particular complaint about them. Professor Ford does not refer to either of them. 
lt is not apparent from the medical records whether nurses r-·-·-·-·-·-·-col:ie-A-·---·-·-·-·1 
were in a position to challenge the prescription on the day of Mrs-·P·age's·-aeatf( 
The police experts concluded that, on balance, treatment was sub-optimal, but 
they do not all agree as to what was wrong with it. 

42. Taking all of this together, the PPC may conclude that there is insufficient 
material to proceed with any allegation of misconduct against nurses :-·coCi~·A·-: 
and ~-~-~~-~--~Jn connection with Mrs Page's death. '·-·-·-·-·-·-·-·-·-·· 

Evidence in the case of Carby 

43. On 22 August 2002, Mrs Carby wrote to the NMC alleging that her husband's 
sudden death in 1999 was caused by the negligence of nurses r.·~.-~.-~?.d..e~-~~--~.-~."J and 
r-c;;;d;A·i (bundle p ?). She did not particularise her complaint, but stated that Mr 
'c·a-rby··-s medical records contained ample evidence of nursing misconduct. 

44. On 5 September 2002, the NMC passed the complaint to the Trust for its internal 
investigation. 

45. The Trust instructed an expert, Professor Jean Hooper, to review Mr Carby's 
medical records. Professor Hooper's report was sent to the NMC on 15 
November 2002 (bundle pp ?? - ??). She expressed concern about discrepancies 
as to dates and times in the nursing records, but could find no evidence in the 
records to indicate that the nurses were negligent in their treatment of Mr Carby. 

46. In addition to Professor Hooper's report, the Trust provided the NMC with 
excerpts from the ward controlled drugs record book (bundle pp ?? - ??), which 
showed that a syringe driver was set up with 40mgs of diamorphine at 12.15pm. 
lt was discontinued at 1.20pm on the same day, and 9.5 of the original 10mls of 
fluid discarded. 



, 

, 

47. The police experts agreed that this was an A2 case. All criticised the high dose of 
diamorphine and midazolam, but noted that Mr Carby died within 45 minutes of 
the syringe driver being set up, before the drugs had time to take effect. 

48. In interview with the police, Mr Carby's family criticised Nurse Joice, saying that 
they did not like her manner. They also suggest that after Mr Carby's death, when 
one of his daughters became extremely upset, an unnamed nurse suggested 
giving her an injection to calm her down. This has not been raised with the NMC 

Carby - conclusion 

49. lt is possible to prove that \~.l}_ljSe !."i..~d~~~j failed to record the time of her nursing 
notes entries on 27 April~ However, the PPC may conclude that this alone 
would not amount to misconduct. 

50. There is no other evidence before the NMC of misconduct by nurses Seed, Joice 
and Neville in respect of their care of Mr Carby. 

Evidence in the case of Middleton 

51. In June 2002, Mrs Bulbeck wrote to the NMC to complain about the general level 
of care her mother Mrs Middleton received at the Gosport War Memorial Hospital 
from initial admission on 29 May 2001 to August 2001 , when she was transferred 
to another hospital shortly before her death (bundle pp ?? - ??). 

52. Mrs Bulbeck gave a number of examples of her concerns: 

• On one visit, she found her mother sitting up with her meal and call bell too 
far away for her to reach and no cutlery; 

• Her mother had a gfluid overloadn despite being on a drip and having a 
catheter, and as a result of this, suffered congestive cardiac failure on 4 July 
2001; 

• On another visit, she arrived to find her mother sitting in chair with a bowl in 
front of her and another bowl full of vomit by her. Her mother was being sick 
and choking. She was covered in sweat, and was unable to call for help 
because bell out of reach. Mrs Bulbeck called a nurse, who in turn called 
doctor. The doctor carried out an x-ray, which showed that Mrs Middleton had 
a blocked bowel; 

• Mrs Middleton had to wait 45 minutes for a bedpan; 

• When Mrs Middleton told a nurse that she was worried about smelling 
because of catheter, the nurse said gdon't worry all old ladies smell"; 

• Mrs Bulbeck often found her mother sitting up in a chair, with bare feeUiegs 
and no blankets; 

• Mrs Bulbeck was worried about the drugs her mother was given because she 
gbehaved very strangely some days"; 
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• Some of the nurses were uncaring and had an unprofessional attitude to the 
patients; 

• Some of the nurses failed to carry out doctors' orders. 

53. Mrs Bulbeck was asked if she could provide further detail, but confirmed that she 
was unable to name individual nurses. She could only name Philip Seed, the 
clinical manager, as having responsibility for her mother's care. 

54. The NMC forwarded a copy of Mrs Bulbeck's letter of complaint to the trust. The 
trust commissioned an investigation and provided the NMC with a copy of the 
investigation report, and its letter to Mrs Bulbeck (bundle pp ?? - ??). Some 
generic issues were identified, but none of these were attributed to named 
nurses. 

55. The police experts reached the following conclusions in this case: 

• lrene Waters (Nurse) 

No opinion expressed about the quality of nursing care (although her notes 
are incomplete). 

• Robin Ferner (pharmacologist) 

Mrs Middleton received optimal care and died from natural causes. 

• Peter Lawson (geriatrician) 

Mrs Middleton was given appropriate doses of analgesia and died from 
natural causes. 

• An ne Naysmith (palliative care expert) 

Mrs Middleton had abdominal pain and aspiration pneumonia, and was very 
frail (on continuous oxygen). She was started on oral diamorphine PRN, then 
moved to continuous administration via a syringe driver when the pain 
became more severe. This was very reasonable treatment. Mrs Middleton 
had breakthrough pain, so the dose of diamorphine was increased. She was 
also prescribed midazolam because she became agitated and distressed. 

Middleton - conclusions 

56. Given the expert conclusions, it is clear that there is no prospect of establishing a 
case based on failure to challenge inappropriate prescribing. 

57. Mrs Bulbeck has made allegations about specific incidents, but is unable to name 
the nurses involved and has not provided any dates. Accordingly, there is no 
prospect of proving allegations relating to any particular incident against any 
named nurse. 

58. The only nurse she has named is L~~~~=~~S~d~~~~~~~~=] on the basis that he was 
responsible for poor care because he was the clinical manager. To establish this, 
we would have to prove poor care, in addition to proving that Mr Beed, as 
manager, was culpable. Given the material we have received to date, and the 
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passage of time, the PPC may conclude that there is no realistic prospect of 
establishing misconduct. 

Evidence in the case of Wilkie 

59. On 1 June 2002, Mrs Wilkie's daughter Mrs Jackson wrote to the NMC to 
complain about the care given to her mother prior to her mother's death in August 
1998 (bundle pp ?? - ??). She made a number of general points, but I have 
summarised below those could perhaps be attributed to individual named nurses. 

60. She noted that her mother was transferred from Queen Alexandra Hospital to 
GWMH for rehabilitation - on admission, she could walk and feed herself with 
assistance. After transfer, her mother appeared increasingly sleepy, weak and 
unwell, and could not stand unaided. After a few days, she received a call telling 
her to go to the hospital and spoke to r····-c-;;d;A·-·-· .. 1in the office. He told her that 
her mother was dying and nothing cou-id-·be·-ao-rie-for her. Mrs Jackson told Mr 
Seed that she did not want her mother to suffer. 

61. On 20 August 1998, Mrs Jackson considered that her mother was in pain, and 
told nursing staff, who were dismissive. She had to ask for help twice, and wait 
one hour, untilf~~~~~~~~~~~~~~~~~J attended and said that he would arrange pain relief 
which would make Mrs Wilkie sleepy. When Mrs Jackson left the hospital at 
13.55, nothing had been done to alleviate her mother's discomfort. When Mrs 
Jackson returned to visit at 20.00, her mother was unconscious. 

62. On 21 August 1998, Mrs Wilkie's catheter bag contained blood. Late in the 
afternoon of 21 August 1998, the nursing staff persuaded Mrs Jackson to go and 
take some rest. She only agreed when they assured her that they would call her if 
anything happened. When she returned to the ward at 18.30, Philip Seed said 
that Mrs Wilkie has just died, and had heard their voices before she went. From 
her mother's appearance, Mrs Jackson believes that her mother had not only just 
died. 

63. Having reviewed her mother's records, Mrs Wilkie has the following complaints: 

• On 17 August 1998, ::~:~:~:~~~~i:~~:~:~:J made an entry in the nursing notes 
"Condition has generally deteriorated over the weekend Daughter seen -
aware that mums condition is worsening, agrees active treatment not 
appropriate and to use of syringe driver if Mrs Wilkie is in pain". Mrs Jackson 
denies that her conversation withr·-·-·-·-c~d;·A"·---~·-)Vas as recorded. She states 
that she did not agree that active treatnl"enfwas not appropriate, and that 
there was no discussion about a syringe driver. She maintains that she was 
never told about the syringe driver. 

• Nobody carried out a pain assessment a) when Mrs Jackson complained 
about her mother's pain on 17 August 1998 or b) before starting the s/c 
diamorpine on 20 August 1998. 

• The drug administration record states that the syringe driver was started at 
13. 50. Mrs Jackson maintains that she did not leave the hospital until 13.55, 
and the syringe driver had not been started when she left. 

• The nursing records falsely state that Mrs Wilkie's family were with her when 
she died. 
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• There are errors in the nursing records. On a nursing care plan there are two 
incorrect entries: 

• 13 August 1998, entry scored through, reads "oramorph 1 Omgs given at 
21.00 as distressed. Settled and slept. Written in error as outside Gladys 
Richards room!" 

• 21 August 1998 "condition remained poorly pronounced dead @ 21.20 
hrs by S/N Sylvia Roberts ?? ?? relatives (2 daughters) present". 
Elsewhere in the nursing notes, it is recorded that Mrs Wilkie died at 
18.30, which is around the time when Mrs Jackson returned to the ward. 

These entries are initialled/signed, but I cannot identify the authors. 

• There is no mention in the notes about the blood in the catheter bag on 21 
August 1998. 

• Why was her mother given diamorphine, and why was she started on such a 
high dose? The prescription chart, written by Or Barton, was undated. She 
prescribed as a regular daily review (not PRN) diamorphine 20-200mg/24hr, 
hyoscine 200M800mg/24hr and midazolam 20M80mg/24hr, all to be 
administered subcutaneously. 

64. This case has been reviewed by a number of experts instructed by the police. 
The first of these was Professor Ford, who reported in December 2001. His 
conclusions were: 

• The initial assessment and plan as noted by Or Lord on 1 0 August 1998 was 
reasonable. 

• No diagnosis was made to explain the deterioration Mrs Wilkie is reported to 
have experienced around 15 August 1998, and there was no recorded 
medical assessment. 

• There is no clear evidence of pain or explanation of why Mrs Wilkie was 
started on the syringe driver. 

• Oral analgesics could and should have been tried before starting the syringe 
driver. 

• The undated prescription was poor practice and potentially very hazardous, 
as Mrs Wilkie was a frail elderly underweight patient with dementia. 

• The medical and nursing records are inadequate. 

• The use of the syringe driver may have hastened death, but Mrs Wilkie was a 
frail dependant lady with dementia who was at high risk of developing 
pneumonia even if she had not been administered sedative and opiate drugs. 

65. As part of the second police investigation, this case was reviewed by the panel of 
experts. Their conclusions were: 

• lrene Waters (nurse) 
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No opinion expressed about the quality of nursing care. 

• Robin Ferner (pharmacologist) 

Noted that there was a high dose of diamorphine from the outset. Concluded that 
treatment was sub-optimal or negligent, but unclear as to cause of death. 

• Peter Lawson (geriatrician) 

Unable to assess cause of death and standard of care as medical notes and a 
section of the drug chart were not available from the police. 

• An ne Naysmith (palliative care expert) 

Noted that medical notes and a second drug chart appeared to be missing from 
the material provided by the police, but concluded that the cause of death was 
unclear and treatment sub·optimal. This conclusion was based on the 
inadequacy of the medical notes. The patient was in late·stage dementia and 
had become very dependent following a UTI requiring IV antibiotics. She may 
have died of dementia in GWMH whatever management had taken place. 

Wilkie - conclusion 

66. In my view, there is at least one potential allegation of misconduct that could be 
put to [~~~~=~~~q~~-~~~~~~J and it relates to his disputed note on 17 August 1998. Mrs 
Jackson accepts that there was a conversation about her mother's pain, but 
denies that she agreed active treatment was ir-~-~ .. .o.ru;iate or that a syringe driver 
should be used. Accordingly, she alleges that!.~.?..~.~--~.! falsified the note of their 
conversation. 

67. There are clear problems in establishing this allegation: 

• lt would appear that the only people present during the conversation were 
Mrs Jackson and c~g:~i!~~A] 

• Mrs Jackson accepts that she was concerned that her mother should not 
suffer pain; 

• The passage of time will make it difficult to prove to the required standard 
exactly what was said during a conversation over 10 years ago. 

68. Of the other possible allegations, my views are as follows: 

• The failure to carry out a pain assessment on 17 August 1998 is impossible to 
attribute to a named nurse; 

• The PPC may consider that Mrs Jacks on's allegation about the start time of 
the syringe driver on 20 August 1998 is not capable of proof or that, if proved, 
would be likely to lead to the removal of the nurse responsible. The most that 
could be proved would be a 5--10 minutes discrepancy between the time Mrs 
Jackson says she left the ward and the time the syringe driver is recorded as 
starting; 
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• Whilst it may be possible to prove that the notes incorrectly record the time of 
death, and that the family was present at death, and the PPC may consider 
that this is unlikely to lead to removal; 

• lt would be possible to prove that the notes contain an incorrect entry dated 
13 August 1998 that was then scored through and corrected, but the PPC 
may consider that this is unlikely to lead to removal; 

• lt could proved that there was no entry in the notes on 21 August 1998 that 
the patient's catheter bag contained blood. However, the Council would then 
have to prove that the catheter bag did contain blood, that an individual 
named nurse did or should have noticed this and recorded it, and that the 
individual named nurse failed to record this in the notes. The PPC may 
conclude that this is not possible. 

69. Finally, there is the wider concern about the alleged poor prescribing, the 
administration of high starting doses, and the failure of the nurse(s) to challenge. 
Potential evidential issues relating to these concerns are as follows: 
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• The identity of the nurse who started the syringe driver is not clear, but his/her 
initials appear on the prescription records and so it is possible that he/she 
could be identified. 

• The Council could seek an independent expert to review the material we have 
and give an opinion on the prescription and whether a nurse should have 
challenged it/administered medication on the strength of it as per the 
prescription record. However, I note that two of the experts instructed by the 
police comment on the apparent absence of a drug chart and the inadequacy 
of the records. 

• The Council is not in a position to make an allegation of inadequate record 
keeping against any named nurse(s), as we have no information about who 
was responsible for the records, who was on duty, etc. 

70. [Amend in light of GMC outcome]. 

Evidence in the case of Devine 

71.!Jn..J.une_2QQ2.,_.M.r.§_.Re.~Y?.§..W.r9.~~J.9._tc_b.~d-.N.AM9.J<?.J9_~.9.~.-'!._f~~~! .. ~<?.~EI~i!l_t __ ~-~~!~.s.t 
! o e ! In 
··respeci.ai.i"t1e._care-·receiveCi._6y-fier·m-affier-E-isTed)evtn-ii-arG-wMH-oelW·een-·-·-·J 
admission in October 1999 and her mother's death on 21 November 1999 
(bundle pp ?? - ??). 

72. Mrs Reeves referred to an independent review carried out by the hospital 
f 11 . h I . t h h · I !-·-·-·-·-·-·-·-·-·-·-·-·-·-·ciiCi!!P.-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 
o ow1ng er camp a1n to t e osp1ta . '-·-··-··--·--·--·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·'gave 
evidence at that review. 

73. Mrs Reeves' complaints may be summarised as follows: 

• [.~--~--~--~--~g-~~~~-.!:\.·.~--~--~·.Jsuggested that Mrs Devine was agitated on the morning of 19 
November 1999, but none of the family had ever seen her agitated. 
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• c~--~--~--~~~~~-~-~--~-~=-~".1 applied a fentanyl patch one day, and the next day, another 
nurse (LB) gave 50mg chlorpromazine without removing the fentanyl patch 
first. 

• At 8.15am, L~:~:~§~~~~~~:~:~Jn telephoned Mrs Reeves' sister-in-law (and not Mrs 
Reeves, who was named as the next of kin), to say that Mrs Devine was 
confused. She did not suggest that there was any urgency, but by 1 pm, when 
Mrs Reeves' brother attended the hospital, Mrs Devine was unconscious and 
no one could speak to her again. 

• c.:::::!i;;J~~~~~~~~~~=~~~~~made an unprofessional comment about tension between Mrs 
Reeves and her sister-in-law. 

• Staff bathed and washed Mrs Devine's hair excessively, apparently because 
she asked for it. 

• There was an incorrect statement in the notes on 3 November 1999 that Mrs 
Devine could not climb stairs. 

• L~.-~.-~.-~-~~~~-~t\.·~--~-·J sent home clothes that had been provided by the family 
because they were considered "too good" for a hospital stay (they were dry 
clean only). 

• A relative asked to take Mrs Devine to the hospital restaurant and was 
refused without explanation. 

• A kidney infection was diagnosed and antibiotics started, but this was not 
written up in the notes. 

• When Mrs Reeves arrived at the hospital following her mother's sudden 
deterioration, :-·-co-Cie·-p;-·; did not explain the medication and said she could not 
explain what h~ia-·tl~ip-pened because she had only just come on duty. 

74. The letter contains no specific allegations about SN Barker or EN Bell. 

NMC1 00086-0335 

75. In July 2002, the NMC wrote to Mrs Reeves requesting a copy of the independent 
review report, and consent to approach the GWMH for documents and evidence 
relating to Mrs Devine's care (p ?). The NMC wrote to Mrs Reeves again in 
September to inform her that the PPC had adjourned the case pending the 
outcome of the criminal investigation (bundle p ?). 

76. In October 2002, the Fareham and Gosport NHT PCT wrote to the NMC asking 
for details of the allegations against Sister :·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-C-ode--A·-·-·-·-·-·-·-·-·-·-·-·-···-··1 
:-;;-~-~~~-~s the PCT had not previously been awal'(foftnis-reterraqoonare-p--fJ:·-·-·-·-·-·-! 
There is no indication on the file that the NMC responded to this letter. 

77. The police have provided voluminous material relating to this case, as it was one 
of the 10 cases investigated in full. From this material, it is possible to establish 
the following: 

78. Mrs Devine was born ori,-·-·-·-·-c-o.Cie·A-·-·-·-·1After the death of her husband in 1979, 
she lived in her daughter"J\"i1-n._Reeve"s'"l1ouse. From January 1999, her health 
deteriorated. In February 1999, it was suspected that she was suffering from 
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myeloma, but following tests, an expert advised in May 1999 that there was 
insufficient evidence to support a myeloma diagnosis. 

79. In June 1999, Mrs Reeves' husband was diagnosed as suffering from leukaemia. 
In October and November 1999, he was receiving treatment, including a bone 
marrow transplant, at the Hammersmith Hospital. As a result, Mrs Reeves was 
unable to care for her mother at home. 

80. On 9 October 1999, Mrs Devine saw her GP complaining of pain when urinating. 
A suspected kidney infection was diagnosed and she was admitted to Queen 
Alexandra Hospital for treatment. She was fit to leave by mid-October, but 
because of Mrs Reeves' circumstances, arrangements were made for her to be 
transferred to GWMH and she was admitted on 21 October 1999. 

81. On the day of admission, she was seen by Dr Barton. The only analgesic 
prescribed was PRN ora morph (1 Omg/5ml). No reason for this was given in the 
notes. In fact, oramorph was never administered during Mrs Devine's admission. 

82. On 25 October and 1 November 1999, other doctors noted that Mrs Devine was 
physically independent and continent but needed supervision with washing and 
dressing. She was confused and disorientated and wandered during the day. 

83. On 11 November 1999, she was prescribed PRN thioridazine, an anti-psychotic. 
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There is no corresponding entry in the notes to explain why. She was also 
prescribed trimethoprim for a presumed urinary tract infection, but an entry in the 
notes on 15 November 1999 showed that the urine specimen had not yielded any 
growth. 

84. The thioridazine was first administered on 15 November 1999, when Mrs Devine 
was reported as being very aggressive and restless at times. lt was also 
administered on 16 November 1999. On that day, Or Reid the consultant asked 
for a referral to be made to Dr Luznat, a psychiatrist, as a result of Mrs Devine's 
worsening confusion, and also noted that renal function was deteriorating. Also, 
Mrs Devine creatine level had increased from 187 to 360micromoi/L between 22 
October and 16 November 1999. 

85. She was seen on 18 November 1999 by Dr Taylor, who assessed her mental 
state and agreed that it had deteriorated. Mrs Devine was placed on the waiting 
list for Mulberry Ward as a result. 

86. On 18 November 1999, a fentanyl patch was applied (25micrograms per hour) 
but there is no explanation for this in the medical or nursing notes. A prescription 
chart continuation sheet shows that it was prescribed by Dr Barton and 
administered byC~~~~~~~-~~:A~~~J at 9.15am. 

87. On 19 November 1999, there are records of a marked deterioration, and 
statements from nurses who came on duty that morning to the effect that Mrs 
Q~_yinf?._'!{~§_.~_gtt~t_~c;t~n9._Ph~t'.~!9~J.~.-~.9B~~-~~iy_~.JP,wards them. L~=~~~§iii.X~~~~~J 
i -·-·-·--g~~~-A·-·· !give largely consistent accounts. 
'ins·-agre-ed-tfiafO ______ ~~~~--~---·_.!gave-·a-n"-injeCflon·-of 50mg chlorpromazine at Dr 
Barton's direction, but it is not agreed whether Dr Barton was present or gave the 
instruction by telephone. The chlorpromazine was given at 8.30am. Mrs Devine 
was then "specialed" by two of the nurses. 



88. There is an undated prescription by Dr Barton for 40-80mg diamorphine and 20 -
80mg midazolam, to be administered sub-cutaneously via syringe driver. On 19 
November 1999, Gill Hamblin started the syringe driver with 40mg diamorphine 
and 40mg midazolam. Dr Barton's note reads: 
-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-) 

Code A 
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·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-· -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

Code A 
.-.,.V"l"l'"rr·r~V"·""'WI'v-·._.,--,._ . .....,.. ........ .__,...- . ........_....-............... ,...,...,. ....... -·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-

90. Dr Barton has been interviewed by the police and made prepared statements, 
then answered "no comment" to all questions asked. 

91. The material has been examined by a number of experts, whose conclusions are 
as follows: 

• Dr Wilcock, palliative medicine expert: 

• Use of the fentanyl patch was not appropriate (too strong for the 
patient, less flexible than morphine solution in dose titration) 

• There was an inadequate assessment and documentation of Mrs 
Devine's marked deterioration 

• If midazolam was deemed necessary, it would have been more 
appropriate to give small doses of by intermittent subcutaneous 
injection as required -to go straight to a syringe driver could only be 
justified if it was considered without reasonable doubt that Mrs Devine 
was experiencing agitated confusion as a terminal event and was 
actively dying 

• In the absence of pain, shortness of breath or cough, there is no 
justification for use of diamorphine in a syringe driver 

• Or Black, geriatrician 

• There is no apparent justification for prescription of PRN ora morph on 
admission 

• There is no explanation in the notes for the use of fentanyl patch 



• The fentanyl patch was only removed 3 hrs after s/c diamorphine started 

• The starting doses of diamorphone and midazolam were higher than 
conventional guidance 

• However, the patient was terminally ill and the drugs given provided good 
palliation of symptoms 

• Dr Dudley, nephrologist 

• Beyond all reasonable doubt, Mrs Devine was dying from amyloidosis, 
progressive renal failure and dementia 

• Simple measures may have improved or stabilised her condition for a few 
days, but further deterioration culminating in death was inevitable 

92. The police files also contain a copy of the independent review panel report dated 
1 0 August 2001 , which concluded that there was inadequate communication 
between the hospital staff and Mrs Reeves. [=~~~~~~~~§~~~i.A~~~~~~~:j1 gave evidence that 
Mrs Reeves' brother, Mr Devine, gave instructions that Mrs Reeves should not be 
troubled because she was at the hospital in London with her husband, who was 
very iii.C:~:~:~:~:~:~?.~~:A:~:~:~:~:~:; accepted that this should have been documented, and 
that greater care should have been taken to ensure that Mrs Reeves was kept 
informed. The panel concluded that Mrs Devine's medical management was 
appropriate. 

93. Dr Reid, the consultant responsible for Mrs Devine's care, has made a police 
statement. Generally, he is supportive of the medical notes and treatment given, 
but has some reservations: 

• In his view, it was not appropriate to prescribe oramorph PRN on admission, 
as no pain had been noted at that stage. However, oramorph was never 
administered; 

• Small doses of diamorphine injected over 24 hours may have been more 
appropriate than the fentanyl patch, but this would have involved multiple 
injections, which may have increased distress; 

• 40mg diamorphine in the syringe driver was a high starting dose. 20-30mg 
would have been more prudent; 

• 50mg chlorpromazine is at the upper limit of dosage range. He would expect 
to see the effect within 3- 6 hours. Therefore it is of some concern that 
midazolam was started before the chlorpromazine may have reached 
maximum effect. However, the midazolam was being administered slowly 
over 24 hours. 

• lt is undesirable that there is no note explaining the reason for high start 
doses of diamorphine and midazolam 

94. Dr Reid also states that he established a good rapport with Mrs Reeves while she 
was pursuing her complaints with the hospital, and reports that she told him that 
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had she been able to deal him at the time of her mother's illness and death, she 
would never have made a complaint. 

95. lt should be noted that there are no police statements from Mrs Reeves' brother, 
Mr Devine, as sadly, he has died. lt is clear from Mrs Reeves' statement to the 
police that she had argued with her sister-in-law about Mrs Devine's care, and as 
a result there was tension between some of the family members. 

Devine - conclusions 

96. The PPC may conclude that there is no realistic prospect of establishing that any 
of the nurses was guilty of misconduct in the way in which they communicated 
with Mrs Reeves about what was happening. Given Mrs Reeves' difficult personal 
circumstances, and the nurses' account that her brother had instructed that she 
should not be troubled, the PPC may conclude that it was not misconduct for 
them to communicate with Mrs Reeves' brother and sister-in-law. Any attempt to 
pursue an allegation of this sort would be bound to fail because Mr Devine is 
dead and could not give evidence, and prior to his death, he never made any 
statement contradicting what the nurses say about his instruction. 

97. The PPC may consider that c.~·-~--~--~--~--~?.~.~--~~--~-~=-~--~-~ comment at the independent review 
about tension between Mrs Reeves and her sister-in-law does not amount to 
misconduct. sc=:=:=:=:::f~:~!i:~=:==:~=Jcomment was made when she was giving evidence 
(not in patient notes) and was accurate. 

98. Further, the PPC may consider that:-·-·-·-·-Eoiie-A·-·-·-·-·~ refusal to accept the clothes 
originally sent for Mrs Oevine was nofmlscondi."ic[.lhey were dry clean only, and 
the PPC may concluden that it was reasonable for L~--~--~--~--~--~~c!~-~~-~--~~--~Jo ask for 
clothing that was easier to keep clean. 

99. There could be grounds for criticising the nurse[.~--~--~--~--~~-~~~-~--~--~--~·] who gave the 
chlorpromazine without removing the fentanyl patch (it was not removed until 3 
hours later}. However, r.::~=~~~-;c~·js not the subject of a complaint from Mrs 
Reeves. Further, the PPC may conclude that there is no realistic prospect of this 
amounting to misconduct likely to lead to removal. 

100. The PPC may consider that Mrs Reeves' account of Staff Nurse C~~~~~~~~J 
comments is not capable of supporting a charge of misconduct that is likely to 
lead to removal. Her account is disputed and there is little prospect of it being 
proved. Even if it was, a panel is unlikely to find misconduct in all the 
circumstances. 

101. The other complaints made by Mrs Reeves are non-specific and do not 
amount to allegations of misconduct against named nurses that are likely to lead 
to removal. 

102. Therefore, the only potential allegation that could be pursued is the general 
allegation of failure to challenge inappropriate prescribing. Among the experts 
(including Or Reid, Mrs Devine's consultant), there seems to be general 
agreement that there were defects in Or Barton's prescribing. Apparently, this is 
reflected by the decision of the jury at the inquest. 

1 03. [Amend in light of GMC outcome] 
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The passage of time and delay 

104. The events in question took place in 1998 (deaths of Mrs Wilkie and Mrs 
Page), 1999 (deaths of Mr Carby and Mrs Devine) and 2001 (death of Mrs 
Middleton). 

105. All of the direct complaints to the NMC were made in 2002. Three of those 
complaints (arising from the deaths of Mrs Wilkie, Mrs Devine and Mrs Page) 
were considered by the PPC in August 2002 and adjourned. They were in part 1 

;_of._tba._anenda_ ___ and.Jbe_ . .aU.P..qations were not served on the registrants !-~~~~-~-] 
. C d A ' . ' ~ o e ! L--·-·-·-·-·-· .. 

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

106. The other complaints (arising from the deaths of Mrs Middleton and Mr Carby) 
have never been before the PPC, and so the registrants involved :·-·-·-Code-A·-·-·-·! 
[~~~~~~~~~~A~~~~~~~~have never been notified these allegations either. ;-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·1 

107. The trust was given the opportunity to comment on the complaints arising 
from the deaths of Middleton and Carby, and on the report of Professor Ford, 
which dealt with the death of Mrs Wilkie. There is nothing on file to suggest that 
the NMC served information on the trust about the complaints arising from the 
deaths of Mrs Devine and Mrs Page. 

1 08. We had obtained an opinion from Johannah Cutts QC, which gives guidance 
to the PPC on the approach that should be taken when considering this issue at 
this stage (bundle pp ?? to end). 

Clare Strickland 
Senior Hearings Lawyer 
In-house Legal Team 
[date] 
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Text for letter to Richards complainants (Mrs Gillian McKenzie and Mrs Lesley 
Richards) 

I am the NMC's Director of Fitness to Practise, and I write to inform you of the NMC's 
current position in respect of the Gosport War Memorial Hospital. 

I am sorry that you have not received any direct correspondence from the NMC for 
some time. As I am sure you will appreciate, the NMC has had to wait firstly for the 
outcome of the police investigations, and then the coroner's inquest, before taking 
any further steps of its own. 

We have now reached the stage where we will be inviting the Preliminary 
Proceedings Committee to consider what further steps to take, if any, following those 
inquiries. 

Prior to that, we have conducted an extensive review of our records to establish the 
status of complaints that have been made to us. During the course of that review, it 
has come to light that the information you have been given by the NMC has not been 
complete and may have been misleading. 

In September 2000, the NMC received information from Hampshire Police relating to 
the standard of care given to your mother, Mrs Gladys Richards, at Gosport War 
Memorial Hospital. · 

On 18 September 2001, the NMC's Preliminary Proceedings Committee rPPCn) 
considered documents provided by the police and the Portsmouth Healthcare NHS 
Trust which related to your mother's care. Having considered those documents, the 
Preliminary Proceedings Committee decided not to investigate further the conduct of 
any registered nurse. Accordingly, the case in respect of your mother was closed. 
From our records, it does not appear that you were informed of this at the time, and I 
apologise for that. 

Further complaints concerning nurses from the Gosport War Memorial Hospital were 
considered by the PPC in August 2002. The PPG decided to adjourn its 
consideration pending ongoing police enquiries. 

You were sent a letter dated 27 September 2002 informing you of the PPC's 
decision, a copy of which I enclose. I am concerned that this letter may have given 
you the incorrect impression that the NMC was still considering issues arising from 
your mother's case. I am sorry if that was the impression you received. 

The NMC's procedures have changed radically since 2002, and I am confident that 
an error of this sort will not be repeated (perhaps include something here about the 
NMC's commitment to stakeholder engagement, etc). 

Please accept my apologies for any distress that this matter causes. 

J~.rf\ 

... • 'I 

: 
•. 
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Text for letter t(~?.~-~~~prior to PPC 

I am writing to inform you that the NMC has received letters of complaint in which you 
are named, and to explain: 

• What the NMC has done with these complaints in the past; and 
• What will happen next. 

The complaints are as follows: 

1. While involved in the care of Mrs Wilkie in August 1998: 

a) On 17 August 1998, you made a false entry in the nursing notes of 
Mrs Wilkie in that you recorded "Condition has generally deteriorated 
over the weekend Daughter seen - aware that mums condition is 
worsening, agrees active treatment not appropriate and to use of 
syringe driver if Mrs Wilkie is in pain", when Mrs Wilkie's daughter had 
not agreed that active treatment was appropriate and/or agreed to the 
use of a syringe driver. 

b) You failed to ensure that a pain assessment was carried out in respect 
of Mrs Wilkie 

i. when Mrs Wilkie's daughter complained about her mother's 
pain on 17 August 1998 and/or 

ii. before starting subcutaneous diamorpine on 20 August 1998. 

c) You failed to ensure that Mrs Wilkie's records were full and accurate in 
that: 

i. they contained an entry stating that a syringe driver had been 
started at 13.50 on 20 August 1998 when it had not in fact 
been started until after 13.55; 

ii. there was no record that Mrs Wilkie had blood in her catheter 
bag on 21 August 1998; 

iii. they contained a statement that Mrs Wilkie's family were with 
her when she died on 21 August 1998 when they had not 
been; 

iv. they contained a statement that Mrs Wilkie had died on 21.20 
on 21 August 1998 when she had died at 18.30 on 21 August 
1998. 

d) You failed to prevent Mrs Wilkie from being started on inappropriate 
medication, namely subcutaneous diamorphine, hyoscine and 
midazolam, or alternatively, to ensure that she was started on an 
appropriate dose. 

2. While involved in the care of Mr Carby in 1999, you failed to ensure that 
appropriate care was given to Mr Carby. 
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3. While involved in the care of Mrs Middleton in 2001, you failed to ensure that 
appropriate care was given to Mrs Middleton. 

These complaints fall to be dealt with in accordance with the Nurses, Midwives and 
Health Visitors (Professional Conduct) Rules 1993 Approval Order 1993. 

Complaint 1 above (re: Mrs Wilkie) complaint was considered by the NMC's 
Preliminary Proceedings Committee ("PPC") on 24 September 2002, along with other 
complaints from members of the public about other nurses at the GWMH. 

The complaints in respect of Mr Carby and Mrs Micldleton have not yet been 
considered by the PPC. 

The NMC did not inform you of the complaints against you at the time they were 
received because this was not required under the rules and procedures in place at 
that time. 

On 24 September 2002, the PPC decided to adjourn consideration of the complaints 
it had considered, including Mrs Jackson's complaint in respect of Mrs Wilkie, 
pending completion of a police investigation into a number of deaths at the GWMH. 

That investigation concluded in 2007 with a decision not to bring any criminal 
charges. 

There then followed a coroner's inquest into the deaths often patients at the GWMH, 
which concluded recently, and a General Medical Council hearing into allegations of 
misconduct against a doctor. 

Now that those inquiries are complete, the NMC is in a position to continue its 
consideration of these matters. 

All matters will be put before the PPC on [date]. Under Rule 8{3) of the Professional 
Conduct Rules, there are a range of options open to the PPC on that date, including: 

• Declining to proceed with the matter; 
• Requiring further investigations to be conducted; 
• Adjourning consideration of the matter. 

If the PPC considers that the allegations may lead to removal, it will issue a notice of 
proceedings and invite you to respond in writing to the notice. In this event the case 
will be listed to come back to the PPC for a second consideration in light of any 
response you may make to the notice. However, it is open to you to make a 
preliminary written response to the allegations at this stage, and any letter you write 
will be made available to the PPC at its first consideration of the case. Any such 
response should reach me within [?] days of the date of this letter. 

I enclose a bundle of documents that will be considered by the PPC. 

Enclosed with this letter is an information sheet which describes the procedures of 
the PPC and offers you some advice. Please read this document carefully. 

You are reminded to keep the NMC informed of any change of address. 
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Any queries regarding this matter should be directed to r·-·-·-·-·-·-·-·-·-·-·-Code·-A·-·-·-·-·-·-·-·-·-·-·-·-·1 
··-·-·-·-·-·-·-·-) ·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·~ 

!Code A! 
i.-·-·-·-·-·-·-·-·i 
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Text for letter to L~:~:~:~~~~:~~~:~:~:] prior to PPC 
I am writing to inform you that the NMC has received letters of complaint in which you 
are named, and to explain: 

• What the NMC has done with these complaints in the past; and 
• What will happen next. 

The complaints are as follows: 

1. That you, while involved in the care of Mrs Eva Page in 1998, failed to ensure 
that she received appropriate care. 

2. That you, while involved in the care of Mrs Elsie Devine in 1999: 

a) Failed to ensure that she received appropriate medication, in that: 

i. On 18 November 1999, a fentanyl patch was applied without any 
explanation in the patient records; 

ii. On 19 November 1999, she received 50mg chlorpromazine 
without the fentanyl patch being removed; 

iii. On 19 November 1999, you failed to prevent Mrs Devine from 
being started on inappropriate medication, namely subcutaneous 
diamorphine and midazolam, or alternatively, to ensure that she 
was started on an appropriate dose. 

b) Failed to ensure that she received appropriate care, in that: 

i. Her hair was washed excessively; 

ii. She was bathed excessively. 

c) Failed to ensure that communication with her family was appropriate, in 
that: 

i. The family was not notified that they should attend hospital 
urgently at 8.15am on 21 November 1999; 

ii. You made an unprofessional comment about tension between Mrs 
Reeves and her sister-in-law at an internal review; 

iii. Clothes supplied by the family for her were sent home because 
they were said to be utoo good"; 

iv. A relative asked to take her to the hospital restaurant but was 
refused for no good reason; 

v. Her family was not given an adequate explanation for her sudden 
deterioration. 



~ . 

These complaints fall to be dealt with in accordance with the Nurses, Midwives and 
Health Visitors (Professional Conduct) Rules 1993 Approval Order 1993 ("the 
Professional Conduct Rules"). 

These complaints were considered by the NMC's Preliminary Proceedings 
Committee ("PPC") on 24 September 2002, along with other complaints from 
members of the public about other nurses at the GWMH. 

The NMC did not inform you of the complaints against you at the time they were 
received because this was not required under the rules and procedures in place at 
that time. 
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On 24 September 2002, the PPC decided to adjourn consideration of the complaints 
it had considered, including those in respect of Mrs Page and Mrs Devine, pending 
completion of a police investigation into a number of deaths at the GWMH. 

That investigation concluded in 2007 with a decision not to bring any criminal 
charges. 

There then followed a coroner's inquest into the deaths of ten patients at the GWMH, 
which concluded recently. 

Now that those inquiries are complete, the NMC is in a position to continue its 
consideration of these matters. 

All matters will be put before the PPC on [date]. Under Rule 8(3) of the Professional 
Conduct Rules, there are a range of options open to the PPC on that date, including: 

• Declining to proceed with the matter; 
• Requiring further investigations to be conducted; 
• Adjourning consideration of the matter. 

If the PPC considers that the allegations may lead to removal, it will issue a notice of 
proceedings and invite you to respond in writing to the notice. In this event the case 
will be listed to come back to the PPC for a second consideration in the light· of any 
response you may make to the notice. However, it is open to you to make a 
preliminary written response to the allegations at this stage, and any letter you write 
will be made available to the PPC at its first consideration of the case. Any such 
response should reach me within [?] days of the date of this letter. 

I enclose a bundle of documents that will be considered by the PPC. 

Enclosed with this letter is an information sheet which describes the procedures of 
the PPC and offers you some advice. Please read this document carefully. 

You are reminded to keep the NMC informed of any change of address. 

Any queries regarding this matter should be directed to L~·.~.~ .. ~ .. ~ .. ~ .. ~ .. ~ .. ~ .. ~ .. ~ .. ~~·~~~·t\·.~·.~·.~·.~·.~·.~·.~·.~·.~·.~·.~·.~·; 
i-c·~d~-A~ 
L-·-·-·-·-·-·-·.i 
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Text for letter td~~:~:j~:~~~~:!:\:~:~:~.1 prior to PPC 

I am writing to inform you that the NMC has received a letter of complaint in which 
you are named, and to explain: 

• What the NMC has done with this complaint in the past; and 
• What will happen next. 

The complaint is as follows: 

NMC100086-0347 

1. That you, while involved in the care of Mrs Elsie Devine in 1999: 

a) Failed to ensure that she received appropriate medication, in that: 

i. On 18 November 1999, a fentanyl patch was applied without any 
explanation in the patient records; 

ii. On 19 November 1999, she received 50mg chlorpromazine 
without the fentanyl patch being removed; 

iii. On 19 November 1999, you failed to prevent Mrs Devine from 
being started on inappropriate medication, namely subcutaneous 
diamorphine and midazolam, or alternatively, to ensure that she 
was started on an appropriate dose. 

b) Failed to ensure that she received appropriate care, in that: 

i. Her hair was washed excessively; 

ii. She was bathed excessively. 

c} Failed to ensure that communication with her family was appropriate, in 
that: 

i. The family was not notified that they should attend hospital 
urgently at 8.15am on 21 November 1999; 

ii. You made an unprofessional comment about tension between Mrs 
Reeves and her sister-in-law at an internal review; 

iii. Clothes supplied by the family for her were sent home because 
they were said to be "too good"; 

iv. A relative asked to take her to the hospital restaurant but was 
refused for no good reason; 

v. Her family was not given an adequate explanation for her sudden 
deterioration. 

This complaint falls to be dealt with in accordance with the Nurses, Midwives and 
Health Visitors (Professional Conduct) Rules 1993 Approval Order 1993 ("the 
Professional Conduct Rules"). 
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The complaint was considered by the NMC's Preliminary Proceedings Committee 
("PPCn) on 24 September 2002, along with other complaints from members of the 
public about other nurses at the GWMH. 
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The NMC did not inform you of the complaint against you at the time it was received 
because this was not required under the rules and procedures in place at that time. 

On 24 September 2002, the PPC decided to adjourn consideration of the complaints 
it had considered, including Mrs Reeves's complaint, pending completion of a police 
investigation into a number of deaths at the GWMH. 

That investigation concluded in 2007 with a decision not to bring any criminal 
charges. 

There then followed a coroner's inquest into the deaths of ten patients at the GWMH, 
which concluded recently. 

Now that those inquiries are complete, the NMC is in a position to continue its 
consideration of these matters. 

All matters will be put before the PPC on [date]. Under Rule 8(3) of the Professional 
Conduct Rules, there are a range of options open to the PPG on that date, including: 

• Declining to proceed with the matter; 
• Requiring further investigations to be conducted; 
• Adjourning consideration of the matter. 

If the PPC considers that the allegations may lead to removal, it will issue a Notice of 
Proceedings and invite you to respond in writing to the Notice. In this event the case 
will be listed to come back to the PPG for a second consideration in the light of any 
response you may make to the Notice. However, it is open to you to make a 
preliminary written response to the allegations at this stage, and any letter you write 
will be made available to the PPC at its first consideration of the case. Any such 
response should reach me within [14 days?] of the date of this letter. 

I enclose a bundle of documents that will be considered by the PPG when it 
considers the matter on [date]. 

Enclosed with this letter is an information sheet which describes the procedures of 
the PPC and offers you some advice. Please read this document carefully. 

You are reminded to keep the NMC informed of any change of address. 

Any queries regarding this matter should be directed to r·-·-·-·-·-·-·-·-·-·-·-·c:-ocie-·A·-·-·-·-·-·-·-·-·-·-·-·-·1 
:-·--~~ ... ·--·-·-·-·-) '-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·i 

l_~?_~-~--~.J 



Text for letter tci~~~~~~~~~:.~] prior to PPC 

I am writing to inform you that the NMC has received a letter of complaint in which 
you are named, and to explain: 

• What the NMC has done with this complaint in the past: and 
• What will happen next. 

The complaint is as follows: 

1. While involved in the care of Mr Carby in 1999, you failed to ensure that 
appropriate care was given to Mr Carby. 

This complaint falls to be dealt with in accordance with the Nurses, Midwives and 
Health Visitors (Professional Conduct) Rules 1993 Approval Order 1993 ("the 
Professional Conduct Rules"). 

NMC1 00086-0349 

The NMC did not inform you of the complaint against you at the time it was received 
because this was not required under the rules and procedures in place at that time. 

On 24 September 2002, the NMC's Preliminary Proceedings Committee ("PPC") 
considered a number of other complaints from members of the public about other 
nurses at the GWMH. The PPC decided to adjourn consideration of the complaints it 
had considered pending completion of a police investigation into a number of deaths 
at the GWMH. Accordingly, the NMC also postponed consideration of Mrs Carby's 
complaint. 

The police investigation concluded in 2007 with a decision not to bring any criminal 
charges. 

There then followed a coroner's inquest into the deaths of ten patients at the GWMH, 
which concluded recently. 

Now that those inquiries are complete, the NMC is in a position to continue its 
consideration of these matters. 

All matters will be put before the PPC on [date]. Under Rule 8(3) of the Professional 
Conduct Rules, there are a range of options open to the PPC on that date, including: 

• Declining to proceed with the matter: 
• Requiring further investigations to be conducted; 
• Adjourning consideration of the matter. 

If the PPC considers that the allegations may lead to removal, it will issue a notice of 
proceedings and invite you to respond in writing to the notice. In this event the case 
will be listed to come back to the PPC for a second consideration in the light of any 
response you may make to the notice. However, it is open to you to make a 
preliminary written response to the allegations at this stage, and any letter you write 
will be made available to the PPC at its first consideration of the case. Any such 
response should reach me within [?) days of the date of this letter. 

I enclose a bundle of documents that will be considered by the PPC on [date] 



Enclosed with this letter is an information sheet which describes the procedures of 
the PPG and offers you some advice. Please read this document carefully. 

You are reminded to keep the NMC informed of any change of address. 

NMC1 00086-0350 

r.Arr'l.~Y,eries regarding this matter should be directed to [~~~~~~~~~~~~~~~~~~~~~~~~~~~-~~~~~-~~~~~~~~~~~~~~~~~~~~~~J 
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I 

Private and confidential 
<<RecipientForenames>> 
<<RecipientSurname>> 
<<RecipientAddress 1 >> 
<<RecipientAddress2>> 
<<RecipientAddress3>> 
<<RecipientAddress4>> 
<<RecipientAddress5>> 
<<RecipientAddress6>> 
<<RecipientPostCode>> 

<<GeneralCurrentDate>> 
PRE/16A/<<Case0fficerlnitials>>/<<C 
aseDetailReference>> 
Direct Line : 
<<CaseOfficerTelephone>> 
Fax : <<CaseOfficerFax>> 
fitness.to.practise@nmc-uk.org 

Dear <<RecipientTitle>> <<RecipientSumame>> 

NMC1 00086-0353 

The Council has received allegations of misconduct from <<Complainant>> which may lead 
to the removal of your name from the register. Misconduct is defined in the Nurses, 
Midwives and Health Visitors (Professional Conduct) Rules 1993 as "conduct unworthy of a 
registered nurse, midwife or health visitor, as the case may be, and includes obtaining 
registration by fraud". 

The allegations are stated as follows: 

<<Enter Allegations>> 

In accordance with the Rules mentioned above the Council's Preliminary Proceedings 
Committee will consider the matter. Please find enclosed copies of documents relating to the 
allegation which the Committee will receive. These are as follows: 

<<DocumentsEnclosed>> 

If the Committee considers that the allegations may lead to removal, it will issue a Notice of 
Proceedings and invite you to respond in writing to the Notice. In this event the case will be 
listed to come back to the Committee for a second consideration in the light of any response 
you may make to the Notice. However, it is open to you to make a preliminary written 
response to the allegations at this stage, and any letter you write will be made available to the 
Committee at its first consideration of the case. Any such response should reach the 
Council's offices within 14 days of the date of this letter. 
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NMC1 00086-0354 

Glosparal 

The Committee will also find it helpful to see medical reports from your General Practitioner 
and any other doctors from whom you may be receiving treatment. If you would like to 
submit these reports for the Committee's attention, then I shall need your doctor's names and 
addresses together with your permission to contact them. Alternatively, you may submit the 
reports with your response to the allegation within the time specified above. 

Enclosed with this letter is an information sheet which describes the procedures of the 
Preliminary Proceedings Committee and offers you some advice. Please read this document 
carefully. 

You are reminded to keep the Council informed of any change of address. 

Any queries regarding this matter should be directed to <<CaseOfficerForenames>> 
<<CaseOfficerSumame>> on <<CaseOfficerTelephone>>. 

Yours sincerely 

<<CaseOfficerForenames>> <<CaseOfficerSumame>> 
Case Officer 

Enclosure(s) : Preliminary Proceedings Committee Information Sheet for Practitioners 
Documents 
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