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GOSPORT
FILE CONTENTS

File 1

Code A iworking notes (handwritten)

Liz McAnulty (Director FTP) letter to CHI 11.2.02 enclosing correspondence with DS
James of Hampshire Constabulary re:: Code A 1and

i Code A____: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 Code A
(Gladys Richards) .

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 DS James — passed to case manager
as may be new allegations

12.12.01 — Ford report into Richards, Cunningham, Wilkie, Wilson, Page
Jul 31 — Livesley report into Richards

8.3.02 — letter from DR Reid, Portsmouth Healthcare NHS Trust, to DS James re:
inaccuracies in Ford report

Internal emails/filenotes March/April 2002

5.2.02 — email from; Code A ito asking her to
telephone Gillian McKénzie re: complaint 2 COde A

29. 4 02~ Ietter from T "Code A case manager) to Dr Elleen Thomas acting

Ford and Livesley reports
15.56.02 — 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 Witson

Medical notes Robert Wilson
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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 invoived”)

Page complaint letter 17.5.02 re: death of Mrs E Page - names§ Code A
others

NMC acknowledgement of Page complaint 22.5.02

NMC request for further information from Page 12.6.02

_July 2002 — internal emails re: case files in respect of | Code A Land

Code A  alone (complaint from Jackson and her daughter Yeats)

Code A 2xecutive summary of CHi report 11.7.02

i Code A ‘filenote 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)

"""Code A filenote 11.7.02 summarising issues (further complaints received from
Jackson against: Code A ire: Devine.
Noted i Code A iwere no longer working for the Trust)

NMC filenote 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 PPC meeting 24.9.02 - case ref nos 11978 12012, 12011, 12012, 12013
re: registrants Code A :

PPC marked up agenda 24.9.02 - all adjourned

File 2

Jackson (pp Yeats) complaint re: Wilkie naming: Code A d 1.6.02

Duplicate CHI report and executive summary
Duplicate Ford report

Duplicate Livesley report

Page complaint re: Page naming Code A and others” 17.5.02




NMC100086-0003

|

i Code A :complaint re: Devine naming ! Code A 16.6.02

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

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 | Code A 116.9.02

Fareham PCT press release 13.9.02 announcing CMO’s clinical audit

Press cutting 10.7.02 re: CHI findings

Fareham 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
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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 Buibeck 18.7.02

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

Carby letter 22.8.02 to NMC re: Carby naming : Code A

NMC letter to Fareham PCT 5.9.02 re: Carby complaint

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; Code A , Anita Tubritt, i Code A+

correspondence acknowledged by Liz McAnulty 24.9.02

Dec letters 27.9.02 to Lesley Richards, Mrs Jackson, Mr Page, Ms Yeats, Jan Peach

adjourned to await outcome of CPS investigations

Dec letter 3.10.02 to Ms Rowles, director of public health, Fareham PCT naming
: Code A i

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:

e Aware of allegationsre Code A |
s Not previously aware of allegations re: Code A
= Unsure as to status of cases against Neville, Joice and Couchman

Letter from Fareham 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

Code A  iPPC report July 2002
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Dear all

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

! iand will take case decisions with the assistance of me and in consuitation
""where necessary. This will include a decision about whether to put the case into PPC part 2 or part
4, Tl'ns issue will be resolved at the end of the GMC proceedings.

s Atthat stage, | will update my full report to the panel and finalise the panel bundle, the whole of which will
also be disclosed {o the registrants.

e We need to start getting a PPC scheduled to follow the GMC proceedings which are due to finish on 21

o L.l start to arrange a meeting with the Trust to 1ake place prior to the PPC meeting, and immediately
atter the GMC proceedings (late August/early September). This will enable us to get up to date references
and information about the regisirants.

¢ Investigation markers will not be put against the names of the registrants until they are sent formal
notification of the PPC meeting. It was noted that | code A5 registration is due to lapse in August 2009,
it has been reporied to us that she is suffering from a terminal iliness and so is unlikely to renew.

e When notification is sent to the registrants, letters will also be sent to complainants, including the Richards

complainants, whose case was closed in 2001

o | wiil email Sarah Ellson at FFW to ask what sort of contribution the GMC wants re: the transcripts of the
inquest

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

Clare

Clare Strickland

Senior lawyer (hearings)
In-house legal team

OV T A O

Code C

First Floor
Centrium
61 Aldwych
London
WC2B 4AE

1200612009 (o f b loa. Tndtal. Code A Code A
Code A
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Meeting to discuss ihe Gosport case
!
12.6.09 2.30pm
!
Agenda
_lan Todd (Director FTP) .Je Code A iCode A
! Code A G Code A " Code A |
Code A i '
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Executive decision making arrangements 7t ?
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Code A
From: CodeA |
Sent: 12 June 2009 14:10
To: lan Todd;: CodeA Code A
Subject: Gosport agenda meeting i..... 20080612

Dear all

120090612.00C

Thank you for agreeing to attend the meeting this afternoon. | thought it might assist if we all have a list of the
points that we need to discuss, so | have prepared an agenda, a copy of which | 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)

. In-house legal team

Code A

First Floor
Centrium
61 Aldwych
London
WC2B 4AE

12/06/2009
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Clare Strickland

From: Clare Strickland
Sent: 03 June 2009 17:02
To: i Code A

Subject: Gosport !

Please could you arrange a meeting to discuss this.case? | really need to see lan and i:and{Ced ¢Aihas also
kindly offered to come along. Ideally, if iceeeams ¢ Code A ind T "Code A 1@si___CodeA _tould come

along as well, that would be great. P

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)
in-hause lenal team

Code C

First Floor
Centrium
61 Aldwych
London
WC2B 4AE

03/06/2009




NMC Filq Note
Subject: Gosport
Date: 3.6.09
Author: Clare Strickland

Discussion with]  Code A ire: 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. ‘

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 " goie i~ ~iwho 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.

{Code Alagrees we need a meeting with lan Todd (FTP director) and icod !
Code A L she is also happy to attend.
Agreed I will get | Code A i0 arrange a meeting asap.

NMC100086-0009
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Clare Strickland

From: Clare Strickland
Sent: 03 June 2009 12:09 J
To:  ["CodeA ] ‘
Subject: Gosport ‘

Hiicode ! @s you may know | have been doing some work on this case, which we are planning to put back to
the PPC after the close of the GMC's proceedings against the doctor. One of the things | am trying to do is
draft letters to the registrants to inform them about what is happening. | weuld 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 Strickland

Senior lawyer (hearings)
In-house legal team

Code A

First Floor
Centrium
61 Aldwych
London
WC2B 4AE

03/06/2009 r
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Clare Strickland

From: lan Todd

Sent: 06 May 2009 20:04

To: Code A i

Subject: RE: Last day of Gosport Inquests

Yes, happy to cover costs on transcript.
I'm away for a few days, we can discuss next steps on my return.

Regards
lan

From: Clare Strickland
Sent: 01 May 2009 13:21
To: Ian Todd

Subject: FW: Last day of Gosport Inquests

Dear lan

Attached is the verdict from the Gosport inquests.

The only patient in respect of whom we have an existing complaint is Elsie Devine. In her case, the jury f;)und

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,

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

The GMC case against Dr 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 | will
need to do significant further work befare the case can be put before the PPC. However, | am concermned

about my availability to do that work, given my other hearings commitments over the next 3 months. | 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)
In-house legal team

Code A
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From: Ellson, Sarah [mailto:Sarah.Ellson@ffw.com]
Sent: 29 April 2009 17:39

To: Clare Strickland

Subject: Last day of Gosport Inquests !

Dear Clare

It 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 - 1 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 | Partner
for Field Fisher Waterhouse LLP
dd:! oy Code A im: * Code A i

Consider the environment, think before you print!

Field Fisher Waterhouse LLP 27th Fleor Cily Tower Piccadilly Plaza Manchester M1 4BD
Tel+d4 0161 200 1770 Fax+44 0161 200 1777
E-mail info@ffw com Web www ffw.com CDE823

FFW does not accept service of documenls by e-mail for Court or other purposes unless expressly agreed in wriling beforehand. For
service o be effeclive. the sender must receive an express acknawledgement of recaipt from the person intended to be served.

This e-mail may conlain privileged and confidenlial information. If you receive it in error please tell the sender and do not copy, distribute
or take any action in reliance upon I, You should ensure this e-mail and any altachments are virus free. E-mail is not a 100% virus-free or
secure medium. It is your responsibility 10 ensure thal viruses do nol adversely affect your system and that your messages lo us meet
your own security requirements. We reserve the fight to read any e-mail or aftachmenl entering or leaving our systems without notice.

Field Fisher Waterhouse LLP 15 a limited liability partnership registered in England and Wales (registered number QC318472) and is
regulated by the Solicitors Regulation Aulhority. A list of ils members and their professional Gualifications is available at ils registered
office, 35 Vine Street, London, EC3N 2AA.

We use the term partner to refer lo a member of Field Fisher Waterhause LLP, or an emplayee or consultant with equivalent standing and

qualifications.

07/05/2009
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Clare Strickland

From: lan Todd

Sent: 16 March 2009 09:08
To: Code A t
Subject: RE: Gosport War Memorial Inquest

| agree
lan

From: Clare Strickland

Sent: 16 March 2009 09:09

To: Ian Todd; i "Code A i Code A
Ce:; Code A

Qear all

Altached below is an email from the transcribing service which is covering the Gosport inquest (which starts
on Wednesday). | have telephoned the company, and explained that we are unlikely to need the daily
updates but that we may want to buy transcnpts for ali/part of the mquest after the event. They have

Finally, | attach a further copy of my memo dated 24 February, to which | 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

Code A

From: Maxwell, James [mailto: Code A
Sent: 12 March 2009 10:41
To: Clare Strickland

Subject: Gosport War Memorial Inquest

Dear Clare,
t

Further to my call earlier today with Adele Watson at FFW, | 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 | may bring a couple of points to your attention with regards ta our daily transcript service:

¢ The transcript that we will produce at thg end of each day will be emailed to each party within 2-3 hours

|
t
16/03/2009 |
!
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of the inquest ending. It 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 transv;fript, then 1 can split the costs accordingly by 7, which
would amount to £160 + vat per day, based on a 30 day period.

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

Kind Regards,
James

James Maxwell
Merrill Legal Solutions | Account Manager - Public Sector
6th Floor | 180 Fleat Street | London | EC4A 2AG | UK

i Code A 1 Main: +44 (0) 207 404 1400 | Mob Code A :
Emall: James.maxwell@marrilicorp.com Web: www.merrillcorirconenpg -~

Winner: Private Equity News Softwarae Provider of the Year 2008 1
Winnaer: "Best In VDR Technology 2008", World Finance Magazine
Winner: "Best EDD/Litigation Support Provider", Legal Technology Awards 2009

16/03/2009
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i,

Clare Strickland

From: Clare Strickland ;

Sent: 16 March 2009 09:09 j

To: lan Todd; { CodeA i Code A

Ce: ..CodeA | | |
Subject: TRIM: FW: Gosport War Memarial Inquest

Attachments: Gosport memoic. s20090224,00C ‘
TRIM Dataset: TL o

TRIM Record Number: 335310
TRIM Record URI: 349775

Dear all

Attached below is an email from the transcribing service which is covering the Gosport inquest (which starts
on Wednesday). | 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, | 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 prabably would not need all of
the evidence in any event.

Finally, | attach a further copy of my memo dated 24 February, to which | 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

Code A |

From: Maxwell, James [mailtc Code A i
Sent: 12 March 2009 10:41 ° :
To: Clare Strickland

Subject: Gosport War Memorial Inquest

Dear Clare,

Further to my call earlier today with Adele Watson at FFW, | 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
Corcner.

If | may bring a couple of points to your attention with redards 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. It 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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o if each party were to agree on receiving the transcript, then | can split the costs accordingly by 7, which
would amount to £160 + vat per day, based on a 30 day period.

| am contacting the ather parties to also relay this infonnétion and | hope to hear from you soon. Hopefuily if
all parties agree, then | can send a quotation booking form to you, so that we can confirm the service.

Kind Regards, |
{

James

James Maxwell

Marrill Legal Solutions | Account Manager - Public Sector

5th Floor | 180 Fleet Street | London | EC4A 2AG | UK
i Code A IMain: +44 {0) 207 404 1400 | M Code A !
“emane Jamysmaxwenemerilicorp.com Web: www.maprilicorp.com/mis

Winner: Private Equity News Software Provider of the Year 2008
Winner: “Best in VDR Technology 2008", World Finance Magazine
Winner: "Best EDD/Litigatian Support Provider”, Legal Technology Awards 2009

16/03/2009
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:
NMC INTERNAL MEMORANDUM
i

To: lan Todd ! From: Clare Strickland

FRSRRP ERTY NN S —

E ¢ Code A

Code A |

Date: 24 February 2009 - CC:

Re: Gosport War Memorial Hospital

8.

. 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.

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

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

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

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 withesses, but none of the nurses is
to be separately represented.

s 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).

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

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

However, | am conscious that we have taken longer than expected to reach this
"point. and as a result, we would be unable to arrange a PPC meeting before the

inquest starts on 18 March 2008. | consider that it would be undesirable to

arrange for the PPC meeting to take place whilst the inquest is ongoing:
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* [t 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;

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

9. Atthis 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 ¢an do to be ready:

a. Establish the registration status of nurses Code A ;
i Code A {(all of whom are the subject of the cases '

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. | would suggest that |Code Aias! Code A _iis best placed to deal with points a)
and b) above, and | would invite him to email me with the results as soon as he
can. | can deal with point d). | consider that point c) is a decision to be made by

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.
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Clare Strickland

From: Clare Strickland

Sent: 24 February 2009 16:57

To: lan Todd;! Code A Code A

ce: " Code A ' '

Subject: TRIM: Gosport

Attachments: Gosport memoice: ~:20090224.D0C; Gosport memo c«~20080516.DOC;

&Catalog On Send:
Container URI:

Delete After:

Show Dialog:

TRIM Dataset:

TRIM Record Number:
TRIM Record Type URI:
TRIM Record URI:

Dear All

ppc 20090209.D0C
-1

35474

0

-

TL

320132

7

333558

Attached is my memo of today's date which gives you an update on this case. | 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,{code A} please could you let me know if you have received any invoices from Miss Cutts? We have

Lmemmmm.

received one that is marked "reminder”, but have not got the original.

Regards
Clare
Clare Strickland

Senior lawyer (hearings)
In-house legal team

Code A

First Floor
Centrium
61 Aldwych
London
WC2B 6LH

24/02/2009
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NMC INTERNAL MEMORANDUM

From: Clare Strickland

To: lan Todd
Code A
Code A -
€
3
Date: 24 February 2009 CC: t%
(&) F
Gosport War Memorial Hospital %
=
1. As you Wl|| 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.

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

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

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

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

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

e A number of nurses will be called as wntnesses but none of the nurses is
to be separately represented. .

o Ofthe nurses who are subject to existing complalnts before the PPC, only

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

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

However, | am conscious that we have taken longer than expected to reach this
point, and as a result, we would be unable to arrange a PPC meeting before the
inquest starts on 18 March 2009. | consider that it would be undesirable to
arrange for the PPC meeting to take place whilst the inquest is ongoing:
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e Itwill not achieve what was our original aim, i.e. to clérify the position for as
many nurses as possible (and the complainants) in advance of the inquest;

» The PPC is unlikely to adopt any course ‘other than adjourn pendlng the
outcome of the inquest.

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 unlikelyghat
waiting until the outcome of the inquest is known will delay the case by any‘gor8
than three months. g
If this is agreed, we must be ready to proceed qmckly once the outcome of @ﬁ_ S
inquest is known. To some extent, the course-to be followed will depend upgp he 8
outcome of the inquest. However, there are some things we can do to be rezg

a._Establish the registration status of nurses Code A

| Code A | (alt of whom are the subject of the cases
currently before the PPC);

b. Establish the identity and registration status of Staff Nursei Code A

before the PPC);

¢. 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 everythlng 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.

and b) above, and | would lnwte him to email mé with the results as soon as he*
can, |can deal with point d). | consider that point c) is a demsmn to be made by RERES

reviewed once we have the outcome of the inquest.

Please let me know if you would like to discuss further and/or need any further
mformatlon
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| have now completed my report to the PPC and sent the further instructions te Jo Cutts QC.

You will recall that there was one further matter that needs to be resolved, and which | 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. |

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, informing 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 Dr 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 Strickland
Senior lawyer (hearings)
In-house legal team

Code A

Nursing & Midwifery Council
23 Portland Place

London W1B 1PZ

WwWwW. nme-uk.orq

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
Tos CodeA

Subject: TRIMREGosport
&Catalog On Send: -1

Container URL: 35474

Delete After: 0

Show Dialog: -1

TRIM Dataset: TL

TRIM Record Number: 255393
TRIM Record Type URI: 7
TRIM Record URI: 266469

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

Clare Strickland

Senier lawyer (hearings)
~In-house leqal team

i Code A

To: Clare Strickland
Subject: RE: Gosport

Thank you.

1 will speak with lan et al about our proposal and let |_Code A_‘have a cost estimate for JC's
input. | 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: " "GodeA

Sub]ect Gosport

Thisisa just a quick note to let you know | haven't forgotten this case. | have started on a report for the PPC,

{ Code A Code A iwith our plani.e.:

¢ 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
s Inform the complainants that the PPC will be considering their complaints

25/09/2008
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It seems to me that before | can finalise everything, sonﬁeone 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 adjourmned 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.

| want to get all of this done asap, but | am now in back-to-back hearings, and my first free day in the office is
at the end of Oclober, 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)

Code A '

Nursing & Midwifery Council
23 Portland Place

London W1B 1PZ

www,. nmec-uk.org

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

25/09/2008
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Code A f
From: Clare Strickland
Sent: 24 September 2008 13:50
To: {__CodeA |
Subject: TRIM: Gosport
TRIM Dataset: TL

TRIM Record Number: 254408
TRIM Record URI: 265421

This is a just a quick note to let you know | haven't forgotten this case. | 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, | can send it to you for

comments, then on to Jo Cutts so she can prepare her advice. Meanwhile, we need to update lan Todd;ce
i CodeA ! CodeA withourplanie.:

¢ (o back ta PPC on all cases where there has been a complaint to the NMC
s Inform the registrants that the PPC will be considering them
« Inform the complainants that the PPC will be considering their complaints

It seems to me that before | 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.

| want to get all of this done asap, but | 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)
In-house legal team

Code A

Nursing & Midwifery Council
23 Portland Place
London W1B 1PZ

www.nme-uk.org

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

24/09/2008
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Clare Strickland

From: Clare Strickland
Sent: 22 August 2008 14:05

To: | Code A _i
Subject: Gosport - request for papers from 23 PP

Hi, | wonder if you could arrange for some of the Gosport papers to be retrieved from storage (| believe that
they are at 23PP)? | 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 "HLT").

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

Many thanks

Clare

Clare Strickland
Senior lawyer (hearings)
-In-house leaal team
; Code A ‘

Nursing & Midwifery Council
23 Portland Place
London W1B 1PZ2

.nmec-uk.or

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: {_...CodeA !lan Todd;! Code A&

Ce: | Code A

outstanding cornplamts ie.l Code A Have they got markers on or have
they been renewing pericdically? If the latter, are they all stili registered?

Thanks
Clare

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

Code A

From: Clare Strickland

Sent: 08 August 2008 14:05
To: Ian Todd;: Code A
Ca: Code A

Thank you for your assistance with this case this aftenoon. /- -

> T = -
As agreed, | am emailing with my understanding of what we hay - . d - - P
advise us on the following issues: i '
{
i Code A
o whether any issues arising from the police files concem’ e ﬁ k1%
a complaint from relatives about named nurses should b /ﬁﬂ
o the prospects of establishing misconduct likely to lead { HM
(to include consideration of successfully rebutting any i Og . ‘
¢ the management of the existing complaints in light of | - I . C{ : .
thereafter. ’ %M ,‘

i
!

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

Please let me know if | have misunderstood, or if | have mls ]
draft instructions and proceed to instruct counsel.

Regards \_‘

Clare
Clare Strickland
Senior lawyer (hearings)

In-house legal team

Code A

Nursing & Midwifery Council
23 Portland Place

08/08/2008
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London W1B 1PZ
www.nmec-uk.org

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

08/08/2008
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NMC INTERNAL MEMORANDUM

To: lan Todd From: Clare Strickland
Code A '. [ CodeA ] ‘
. _CodeA |
Date: 2 July 2008 CcC:
Re: Gosport

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

NMC100086-0029
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Clare Strickland i
From: Code A ’
Sent: 08 August 2008 14:30 '
To: Clare Strickland :

Subject: FW: TEL NOTE: Nurses at Gosport Memorial Hospital, 23 July 2008 - 15:30 approx
Importance: High
Sensitivity: Private

Tubritt and Turnbull. I've never heard of these. Any ideas?

From: i Code A i
Sent: 28 July 2008 09 49
To: I o i

Subject: T‘ELNO‘T’E Nurses at Gosport Memorial Hospital, 23 July 2008 - 15:30 approx
Importance: High
Sensitivity: Private

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

spoken to him. She explamed 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 |. | began again by
explaining the following:

« | was assigned a case that | knew related by the name of Gosport Memorial Hospital.
This was from a colleague of mine who had since left, but | had no hands on
experience of it. | knew that it had been ongoing for some time and had passed
between five case officers. Code A remained the constant figure in the case,
asthe¢ CodeA

« | established that the distress had been caused by an email 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. |t 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




NMC100086-0031

Page 2 of 4

Code A | |

. Anita Tubbritt t

Code A

Code A

| 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, | 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 of _ code A} given that FtP Admin had

confirmed this to her on 21 July 2008 (see below). | explained that | did not know the
substance of the allegation.

What | 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 |
did. in each case, | was able to confirm an effective registration.

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

courses until the following week, but | agreed to try and contact him today (text sent, no
response). Miss Alexander said that she could wait until early next week and agreed not to
discuss the matter with the three registrants until she had spoken to;Code Afends]

{Code A dlease call Miss Alexander on 07920 723 401.

Nursing & Midwifery Council
23 Portland Place

London

W1B 1PZ

www.nme-uk.org
Fax 020 7636 6282

020 7637 7181 (switchboard)

From:. CodeA |
Sent: 21 July Z008 14:59

08/08/2008
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To: 't Code A ,
Ccii _CodeA i _Code A 5 !
Subject: FW:: Code A ¥ - Code A

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

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

Thanks,

Code A

Nursing & Midwifery Council
23 Portland Place

London

W1B 1PZ

www.hme-uk.org
Fax 020 7636 6282

020 7637 7181 (switchboard)

From:. Code A

Sent: 21 July 2008714152

To:! Code A
Subject: FW:! code A+ PIN: 7ZA0602S

This is a matter previously assigned to Code A

Case ref. 12010.

It appears to be part of a multiple case. Other names are | Code A

There's a note on Profcon: file in garage.
Do you know anything about this matter before | continue to dig around?

Thanks

Code A

Nursing & Midwifery Council

08/08/2008
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23 Portland Place
London
wWiB 1PZ

Fax 020 7636 6282

020 7637 7181 (switchboard)

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 Alexanderon; Code A

08/08/2008
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NMC INTERNAL MEMORANDUM
To: [ Code From; Glare Strickland
lan Todd i _CodeA
Code A i
Code A
........ CodeA
Date: 16 May 2008 CC:

Re: Gosport Ward Memorial Hospital — meeting with GMC 16.5.08

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

Altending on behalf of the GMC were Sarah Ellson of Field Fisher Waterhouse,
Peter Swain (Head of Case Presentation) and Juliet St Bemnard.

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

3. | 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:

i CodeA
ElSie Lavender

Eva Page

Alice Wilkie

Gladys Richards
Ruby Lake

Arthur Cunningham
Robert Wilson

Enid Spurgeon
Geoffrey Packman
Elsie 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

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

Carol Ball {provided a statement to the police but cannot be traced now)

Code A

Tina Douglas (provided 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
Code A
Fiona Walker

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

‘Margaret Wighall

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

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:

i Code A |

Elsie Lavender

Ruby Lake

Robert Wilson

Enid Spurgeon

Elsie Devine

Helena Service

Arthur (Brian) Cunningham
Sheila Gregory

Geoffrey Packman .

* & @ & & & & o o o

10. The GMC is anxious that we should not do anything that might discourage the
nurse witnesses from co-operating with the GMC proceedings. | 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, | have seen correspondence between the NMC and the Trust,
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so it may be that at least some of the nurses 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 closed 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, hamely 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. NMC actlon could also follow a relevant finding by the coroner.

14. In my memo of 20 April 2007, | ldentlﬂed the two complaints reoelved 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 withess 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:

e 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, | 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 | have identified, we
may wish to seek an opinion from leading counsel.

Attachments
18. | attach the following to this memo:

My memo 20.4.07
Police investigation overview
My spreadsheets 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)
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Clare Strickland
From: | Code A
Sent: 17 April 2008 12:03
To: | Code A '

Subject: RE: Meeting

Yes | am. Please can you let me know who else is coming so | 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.

From:: Code A :
Sent: 17 April 2008 11:56
To:! Code A i

' Subject: FW: Meeting

Importance: High

Code A

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

From: Jullet StBernard;____Code A____} [mailto] Code A
Sent: 14 April 2008 12:52

To: ¢ Code 2 —

Cer ™ e A i;i Code A

Subject: RE: Meeting
Importance: High

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

With thanks
Juliet

From: Juliet StBernard (C Code A

Sent: 03 Apr 2008 15:28
To:! Code A :

Cc:; Code A iTamsin Hall ffw (formerly Tomlinsor. Code A
Subject: Meeting

Dearicode A

Further to our telephone conversation today thank you for confirming that Claire is able to attend the meeting
to discuss the Gosport War Memoriat Case on the 16%,

The details of the meeting are:
Date: 16 May 2008

Time; 9.30 to 11.30
Venue: GMC, Room 2.18, Second Floor, 350 Euston Road, Regents Place, London NW1 3JN

15/05/2008
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Please askicode A to report to our ground floor reception when she arrives.
{
| will be attending the meeting as well as our Solicitors, Sarah Ellson and Tasmin Hall.

Please acknowledge receipt of this email.

With kind regards
Juliet St Bernard

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

gme@gme-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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NMC Internal Memorandum

To: - From: Clare Strickland
COde A : In-house lawyer
i Code A
Copy to: Date: 20 April 2007
Re: Gosport War Me‘morial 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 Professor Livesev. Three. nurses.were named in
this report — Code A iIn September

2001, the NWViC'§ PPC ¢onsidered the matters raised in the Livesey 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

Commission for Health Improvement (“CHI"), General Medical Council (*GMC")
and NMC. _

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:

o There -were insufficient " local prescribing guidelines in place covering the
prescription of powerful pain relieving and sedative medicines;

e 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;

» 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 govem the
prescription and administration of pain relieving medicines.

8. We do not have any formal information from the GMC about its procéedings. We
have been told that they are investigating one doctor, Jane Barton, and that she

is currently allowed to practise having given undertakings relating o the
prescription of opiates.

9. Inresponse 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. 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 Code A

11. In June 2002, the NMC received three further complaints:

* Mrs Jackson complained about nurse code Aiin respect of her deceased
mother Mrs Wilkie;

« i CodeA complamed about nurses Code A iin

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

mother Mrs Middleton (she subsequently named i ¢C 55'57& """" ias being

____________________________

responsible).
12. In August 2002, the NMC received a further complaint from Mrs Carby against
nurses Code A 1in 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.

. allegation from Jackson re; Wilkie

. n — allegations from| Code Aire: Devine and Page re: Page

. Code A yegations from§ '''''''''''''''''' re: Divine and Page re: Page
iCode A

. —allegation from| re: Divine

. llegations frochdeAh‘e Divine

NMC100086-0040
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"15. Prewously, l had been told that the PPC considered the Bulbeck oomplaint

October 2002 does not mention this case Accordingly, | 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! Code A i

17. In October 2004, Detective Chief Inspector Nigel Niven and Detective
Superintendent David Williams met with Liz McAnulty,: Code A i and

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: Irene
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, B meaning
cause of death is unclear, and C meaning the cause of death is unexplained by
ilness. Cases were put into one of 3 categories. Cases were put into’ Category 1
where the experis 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.

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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24

25.

26.

s Expert summaries

* Summary comments by Matthew Lohn

¢ Medical records

. | have carmied 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 membel_'s
+ Reviewed the expert comments on each case

* Review the summaries by Matthew Lohn

. Except where the documents listed above draw attention to particular points, 1

have not reviewed the medical records for each patient as | 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.

Of the cases v}ére relatives have made complaints to the NMC, all but one
(Devine) fell into the police’s Category 2.

discuss the outcome of its investigation into the 10 Category 3 cases.; ____9_‘2.9'_%._6
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

27.

28.

29,

30.

fhat 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. i

The Category 3 cases were investigated in far greater 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: Dr
Wilcock, a palliative care expert, and Dr Black, a geratrician. Further experis
were instructed to advise on individual cases as required.

In March 2007, the police delivered further files to us. These included a large
number of generic further statements, full records of police interviews with Dr
Barton and Dr 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.

| have reviewed this material enough to provide a summary of the issues (set out
below), but | should stress that | have not considered every document. This is
parlly because | 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 | do
not have that sort of time available at present.

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;

s The Portsmouth coroner has asked the Lord Chancellor to appoint a judge to
conduct the inquest

NMC complaint cases

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

Evidence in the case of Page

32.0n 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 concems 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.

33.0n 12 June 2002, the NMC wrote to ask Mr Page to provide details of his specific
concemns about the nursing care his mother received. | 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 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:

) In my opinion the majority of management and prescribing decisions made by
L medical and nursing staff were appropriate. The excepfion is the prescription
of diamorphine and midazofam on the day of Mrs Page's death.

35. Professor Ford does not name any mdmdual nurses. From the medical records, |

have been unable to identify whether nursee Code A were on duty on
the day of Mrs Page's death. '

36. 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.

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




Page — conclusion

38. Although Mr Page named nurses Code A ‘he does not make any
particular complaint about them. Professor Ford does not refer to either of them.
It is not apparent from the medical records whether nurses: Code A ;
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-opttmal 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 nurses; Code A /in connection with Mrs Page’s death.

Evidence in the case of Carby

40.On 22 August 2002, Mrs Carby wrote to the NMC alleging that her husband's
T sg_c_j_gg_q_death in 1999 was caused by the negligence of nurses & Code A » and

i Code A iShe did not particularise her complaint, but stated that™mMi Carby's
medical records contained ample evidence of nursing misconduct.

41.0n 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 concem 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 confrolled drugs record book, which showed that a
syringe driver was set up with 40mgs of diamorphine at 12.15pm. It 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

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

and vy R !

Evidence in the case of Middleton
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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 fransferred
to another hospital shortly before her death.

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

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

¢ Her mother had a “fluid overload” 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 calied

doctor. The doctor carmried 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 “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
“behaved 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 | ¢o¢ iea ithe

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 int this case:

» Irene Waters (Nurse)

No opinicn expressed about the quality of nursing care (although her notes
are incomplete).

» Robin Ferner (pharmacologist)
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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 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 prescriw.‘i!un:j

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.

55. The only nurse she has named is | Code A | on the basis that he was
responsible for poor care because he was the ginical 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 | have summarised below those
could perhaps be atfributed 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 nét stand unaided. After a few days, she received a call telling

hour, unti
would make Mrs Wilie 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 Mrs Jackson
returmned to visit at 20.00, her mother was unconscious.

59 On 21.8.98, Mrs Wilkie's catheter bag contained blood. Late in the aftemoon 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 retumed to the ward at 18.30;"""¢cde’A """\ 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:

¢ On17.8.98] coieAimade an entry in the nursing notes “Condition has
generally deteriorated over the weekend Daughter seen — aware that mums
oondition is worsenmg. agrees active treatment not appropnate and fo use of

discussion about a syringe driver. She mamtalns 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 s/c 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 until 13.59,
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 nursmg care plan there are two
incorrect entries:

» 13.8.98, entry scored through, reads “oramorph 10mgs given at 21.00 as

dlstressed Settled and slept. Written in error as outside Gladys R|chards
room!”

« 21.8.98 “condition remained poorly pronounced dead @ 21.20 hrs by S/N
Sylvia Roberts 7?7 77 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 | 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 prescripfion 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.
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61. This case has been reviewed bya number of experts instructed by the police.

The first of these was Professor Ford, who reported in December 2001. His
conclusions were: :

+ Theinitial assessment and plan as noted by Dr 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.

o 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 fried 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.

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

+ Irene 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 unciear as to cause of death.

o 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 freatment 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
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put tq ______ Code A iand it relates to his drsputed 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 inappropriate or that a syringe driver should be

used. Accordingly, she alleges that | Code A | falsified the note of their
conversation.

64. There are clear evidential issues with this allegation:

* ltwould appear that the only people present during the conversation were

« Mrs Jackson accepts that she was ooncerned that her mother should not
suffer paln

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

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

o The failure to carry out a pain assessment on 17. 8 98 is difficult to attribute to

concens;

» 1do 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;

» 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;

« ltwould be possible to prove that the notes contain an incotrect 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 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, | note that two of the experts instructed by the
police comment on {he 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 unti{f GMC action is concluded, and
then follow their findings. However, there has already been a substantial passage
of time since the incident. Alternatively, we may 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

________________________________________________________________________________________________________________________________

.............................
I

69.  Code A _ireferred to an independent review carried out by the hospital
following her complaint to the hospital. | Code A igave
evidence at that review.

» 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.

«i Code A iapplied a fentanyl patch one day, and t-he next day, another

nurse (LB) gave 50mg chlorpromazine without removing the fentanyl patch
first.

e At8.10am, Code A :telephoned Code A

: Code A ' to say that Mrs Devine was
‘confused. She did not suggest that there was any urgency, but by 1pm, when

| Code A attended the hospital, Mrs Devine was unconscious and
no one could speak to her again.

. Code A ! made an unprofessional comment about! Code A
Code A i

« 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 clothes that had been provided by the family

because they were considered “too good” for a hospital stay (they were dry
clean only). -

» Arelative asked to take Mrs Devine to the hospital restaurant and was
refused without explanation.

» Akidney infection was diagnosed and antibiotics started, but this was not
written up in the notes,

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 contains no specific allegations about SN Barker or EN Bell.

72. In July 2002,the NMC wrote to!__Code A __irequesting a copy of the independent

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

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.

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 10 cases investigated in full. From this material, it is possible to establish
the following:

75.Mrs Devinewas bornon  Code A iAfter the death of her husband in 1979,
she lived in: Code A thouse. 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.

76.

Code A

77.0n 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

because of, Code A circumstances, arrangements were made for her to be

.......................... =1

transferred fo GWMH and she was admitted on 21 October 1999.

78. 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.
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79. 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.

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 resfless at times. It was also
administered on 16 November 1999. On that day, Dr 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 aiso noted that renal function was deteriorating. Also,

Mrs Devine creatine level had increased from 187 to 360micromol/L between 22
Qctober and 16 November 1999,

82. 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.

83. On 18 November 1899, a fentanyl patch was applied {25micrograms per hour)
but there is no explanation for this in the medica! or nursing notes. A prescription

_Devine was agitated and physicall aggressive towards themi____Code A

: Code A give largely consistent accounts.
Itis agreed that: ___code A ___:gave an injection 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.

85. 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,: Code A _istarted 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 further deterioration in general condition
Needs SC analgesia with midazolam

Son seen and aware of condition and diagnosis
Please make comfortable

| 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 50mg given IM at 08.30 — taken 2 staff to




special. Syringe driver commenced at Oé 25 with diamorphine 40mg and -
midazolam 40mg. Fentanyl patch removed.: Code A  iseen by Dr Barton

at 13.00 and situation explamed to hlm (e Il GONEACE] Code A :and

87. Dr Barton has been interviewed by the police and made prepared statements,
then answered "no comment” to all questions asked.

88. 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

« |f 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 confusmn as a terminal event and was
actively dying

¢ Inthe absence of pain, shortness of breath or cough, there is no
justification for use of diamorphine in a syringe driver

+ Dr Black, geriatrician

s There is no apparent justification for prescription of PRN aramorph on
admission

e 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 dlamorphone and midazolam were hlgher than
conventional guidance

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

e Dr Dudley, nephrologist

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

s 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
10 August 2001, which concluded that there was inadequate communication
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‘between the hosnital staff and. __, Code A gave evidence that
- Code A igave instrictions that Code A
Code A
Code’ A raccepted that this should have been documented, and

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

91.

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, oramarph 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.

» Itis undesirable that there is no note explaining the reason for high start
doses of diamorphine and midazalam

Dr Reid also states that he established a good rapport withi Code A ‘while she

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

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. Code A _lillness and death, she
would never have made a complaint.

92. It should be noted that there are no police statements from: Code A

i Code A ias sadly, he has died. Itis clear from{ code A _istatement to the

troubled, a panel is likely to conclude that it was not misconduct for them to
communicate with; Code A _iAny attempt to pursue
an allegation of this sort would be bound to fail because: Code A iand

contradicting what the nurses say about his instruction.
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94. 1 considerthat  code A comment at the independent review about

: Code A does not amount to
misconduct. Code A somment was made when she was gwmg evidence
(notin patlent notes) and was fair and accurate.

95. Further, | do not considertha  Code A 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 cntncusmg the nurse; Code A ;who gave the

97. 1 do not COHSIdel' that Code A account of Staff Nurse:Code A! comments is

capable of supporung a charge of misconduct that is ||ke|y to lead to removal. Her
account is disputed and in my view there is littie 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] Code A lare non-specific and do not amount

{o allegations of misconduct against named nurses that are Ilkely to lead to
removal.

99. Therefore, the only potential allegation that could be pursued is the general
allegation of failure to challenge inappropriate prescribing. Ameng the experts
(including Dr Reid, Mrs Devine's consultant), there seems to be general
agreement that there were defects in Dr 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. Al of the direct complaints to the NMC were made in 2002. Three of those
complalnts (arising from the deaths of Mrs Wilkie, Mrs Devine and Mrs Page) ’

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

______________________________

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.




105. The passage of time could give rise to an abuse of process argument based
on the delay. However, recent authority (R v S [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. | 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 adjoumned in 2002). Accordingly, |

am of the view that there is little prospect of an abuse argument on the grounds
of delay being upheld.

107. 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.

108. 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.

Qld rules or new rules?

110. The complaints from pa’iient 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. It 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, | 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. | have reviewed all of them with a view to finding any
particular criticism of named nurses by patient relatives. | particularly noted the
case of Cunningham {one of the police’s Category 3 cases), where the family

suggested to the police that Code A iwas part of a conspiracy to practise
euthanasia.

114. It 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

NMC100086-0056
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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:

o Although | 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. It would be highly unsatisfactory to have

two sets of proceedings running parallel about similar issues arising from
similar times;

o The new rules are less favourable to registrants (e.g. lower standard for

referral to CCC). It would be more appropriate to take the course least
prejudicial to the nurse in these circumstances.

" 116. | 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, | 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, | have identified the following Profcon case
numbers:

11978
12010
12011
10212
12013
12053

e & & & o O

119. Inrespect of each of these | 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, 1 have not yet received this information. It 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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focus upon, and the timescale for the GMC proceedings, it will be in a better
position to determine a final strategy.

123, At this stage, | 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. | 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. It would be helpful to book MR4
for any meetings, as all of the files relating to this case are stored there.

125. Finally, | have been the first point of contact for the police in this case since
October 2004. | consider it would be more appropriate for this role to shift to the
case officer (and case manager). | 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: i

s Code A

Subject: RE: Re Filing space for case files
Thanks;"ég'a;';'g

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 DS Code A i Fareham Police Station, on 07880 900921;

There are 10-12 boxes of material

The address for Fareham Police Station is Quay Street, Fareham, Hants, PO16 ONA, 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
{_CodeA !

—---Original Message- —
From: .o CodeA
Sent: 05 March 2007 11:56
To: Clare Strickland
Cc: I =77y S

Subject: Re Filing space_fjm' 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.

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 email address above.
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_CodeA |

From: Clare Strickland

Sent: 28 February 2007 15:30
A& Code A
Subject: RE: Gosport

I've just received a message from DS Code A n 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: | CodeA |
Sent: ey rearuarv’zwr 17:10
To: Clare Strickland

Subject: RE: Gosport

~—0Original Message—
From: Clare Strickland
Sent: 13 February 2007 17:08

To: i Code A

Subject: Gosport

I have had a call from
disclosure.

from Hampshire Police in response to my email about outstanding

He is geing to arrange for us to receive:

+ inrespect of the 10 outstanding patient cases:
e 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
the CMO.,

Code A 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 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




Clare Strickland

In-house lawyer

Nursing and Midwifery Council
23 Portland Place

London W1B 1PZ

Code A

NMC100086-0061
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Clare Strickland

From: Clare Strickland

Sent: 13 February 2007 17:08
To: i Code A i
Subject: Gosport

He is going to arrange for us to receive:

* in respect of the 10 ocutstanding 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 concems that were
raised in 1991 -

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

DS 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 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

Clare

Clare Strickland

In-house lawyer

Nursing and Midwifery Council
3 Portland Place

Code A
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Clare Strickland

From: Clare Strickland

Sent: .-13. February 2007 08:46
To: Code A

Subject: “FW: Operation Rochester

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

Regards
Clare
----- Original Message-----

From: Clare Strickland
Sent: 13 February 2007 08:45

To: ! Strickland

Cc: 1

thris C o d e A

dick. : . Code A ;

ibjecti RE: Operation Rochester

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 W1B 1PZ

Code A

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

[ Code A
Sent iy I3 FEBLUATY 2U07 06T dE
lo: Clare.Strickland@NMC-UK.ORG

Code A

Subject: RE: Operation Rochester

Dear Claire..

The Corcner is minded to hold inquests in respect of the ten most
serious cases following advice from the Shipman coroner and the loxd
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 i Code A N who will
manage the material you request to be forwarded asap.. I will ask DS
ol %A T o 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..
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David WILLIAMS
Detective Superintendent.

----- Original Message-----
From: Clare Strickland®
Sent: 12 February 2007 15:52
To: Williams, David

Subject: Operation Rochester

..o, 3, 1AL _PRPA o,

Code A :

Dear Detective Superintendant Williams

This message is further to the stakeholder meeting on 19 December 2006,

which was attended by my colleague [ "TodeA 1

I understand that at that meeting, it was suggested that the coroner may
decide to hold an inquest intc 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
~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

* + *+ i+

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

London W1B_1PZ

Code A

vk ok e g e ek ok ok ok ke ke e ok ke ke ok sk ke sk ke e sk ke ke ke ke e ke e e e o ke Sk e e e de e e o de e e e de e de e e de e de e e g e de e e e e e e de e e ke e
e de e v g ok de de o ke Kk

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.
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dede ek ek ke he ok ke ok
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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
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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.
hhkhkkdkhkkhhhhddhhhkhhbhhdhhbhhhbhkdddhdhhkdkddbhkddhhdhhddkdbdbdbhbddbddbdbdhdbhhbdbdhhhhbbbrhthhkthhtik
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Clare Strickland

From: Clare Strickland

Sent: _12 February 2007 15:56
To: Code A ;
Subject: Gosport

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

Gosport memo Gosport memo
12.2.07.doc 13.12.04.doc

Please let me know what you think.
Regards
Clare

Cilare Strickland
‘ -house lawyer
ursing and Midwifery Council

23 Portland Place
Aondeo WARABZ..

CodeA
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NMC Internal Memorandum

To: Code A From: Clare Strickland, IHLT

Copy to: Date: 12.2.07

Re: Gosport

1. Following our recent conversation, | have now had an opportunity to review all of

4,

the files in this case.

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

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.

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 10 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 10 cases to

the NMC of all outstanding material.

« Paul Hylton of the GMC also attended this meeting. He said that the GMC
is only investigating Dr 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 10 outstanding cases.

1 will contact the police today to reiterate our request for disclosure of the
outstanding 10 cases. | will also ask whether there has been any decision from
the coroner about holding inquests.
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5. | have not yet been able to establish what cases are outstanding on our system. |

have asked | "¢ode A ito 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 | have
that information, | will be in a better position to advise further.

6. When | wrote my memo dated 13 December 2004, | had been informed that the

on 22 October 2002 and closed. | noted this, but also noted that | had seen no
evidence to support it on the paper files. | have today checked the PPC agenda
for 22 October 2002, and could not find any reference to Mr Beed on it.
Accordingly, | 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: i\ Code A

Material received from police? | TES
Previously considered by PPC? Yes (24.9.02) — adjourned pending criminal
investigation

1 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: Mrs Carby

Date of complaint: August 2003
Named nurses: Joice, Beed, Neville

Material received from police? Yes
Previously considered by PPC? No

| 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.

Wilkie

Complainant: Mrs Jackson (Ms Yeats)
Date of complaint: June 2002

Named nurses: Beed

Material received from police? Yes
Previously considered by PPC? Yes (24.9.02) — adjourned pending criminal
investigation

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

Devine
Complainant: Mrs Reeves
Date of complaint: June 2002

Named nurses: : Code A
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Material received from police? No
Previously considered by PPC? Yes (24.9.02) — adjourned pending criminal
investigation

| 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, | have requested this
information today.

Middleton

Complainant: Mrs Bulbeck
Date of complaint: June 2002
Named nurses: iCode A

Material received from police? Yes
Previously considered by PPC? No

| 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.
However, as noted above, | can find nothing to support that, so | 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. Iremain 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 deait with
under the new rules.

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

11. 1 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. It will be remembered that one of the experts was Irene 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. | have not reviewed the files containing the patients’ medical records, as | lack
the clinical expertise to make this a worthwhile exercise.

13. | have not yet reached a view on what should be done about these cases. It may
be that this is a decision that should only be made by the director in any event. |
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.
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Clare Strickland

From: Clare Strickland

Sent: 12 February 2007 13:25
To: Code A :
Cc: Code A ;
Subject: -L-:-uspm_ ......................

| have been going over the files and making some good progress. However, | would welcome your help with a check
on Profcon {which | cannot access). | 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 W1B 1PZ

Code A




NMC100086-0071

s
Clare Strickland
From: ; Code A
Sent: 05 September 2006 16:24
To: i Code A R - \ .
Ce: % Code A CodeA Code A i CodeA
Subject: KE: Gosport

Clare - Thanks for your help with this.
All - This matter is in hand.

In the first instance: code A team will gather the material that is in the Mews garage and join it with the papers already
in the Chamber. ===~

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.

P, S

{Code A} at SOME point soon after we have moved, | think it is necessary for a schedule of all the Gosport material to be
““fiplied. Can I leave this with you, please?

Thanks

Code A -

-+

—0Qriginal Message—

From: Clare Strickland

Sent: 05 September 2006 14:23

To: Ty — ’

Ce: L Code A i Code A i Code A
Subject: RE: Gosport

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

-—0riginal Message—--
From: Clare Strickland
Sent 05 September 2006 14:00

c:- M Code A Code A b Code A
Subject: R:_WL .......................

Further to my last email, | code A has just checked for me and established that all of the boxes that were in

the basement have been moved £ the council chamber. | am going to go over there now to identify the
Gosport boxes.

Regards

Clare

-—--Original Message-——-

From: Clare Strickland

Sent: 05 September 2006 13:53

To: | Code A

Ce: N Code A
Subject: RE: Gosport

In preparation for our clear-up on Friday, | have gone through all of the material in the Mews House
1
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garage that relates to this case. it 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 | have said before, it is my view that all of this material, together with the other boxes that are on the
3rd floorfin 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 M&age-«-

From: : i

Sent: 14 August 2006 11:07

To: ﬁamsu'iddand _

Cc: Code A

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

its being stored on the floor up here at the moment. 4 boxes behind!  Code A i desk. I'm not sure

what the storage space is like in the basement but if there is room we ¢an put the most recent arrivals
down there until on site storage has been arranged.

—0riginal Message—

From: Clare Strickland

Sent: 14 August 2006 10:04

To: Code A i Code A

Ce: Mamtenance

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 stared?

| 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 befare we move. There are a number of
boxes in the Mews House garage, and | understand that maintainance did have a number of
boxes in the basement. It is really important that these records are stored properly - perhaps we

coudask{ Code A tosort it out forus?

Regards

Clare

-—-=-Qriginal Mesage-—-

From: T -
Sent: 03 Kﬁéﬁ's‘t 2006 ‘iz 04

To: i Code A " Code A i Clare Strickland

Subject: RE: Next tuesday Hampshire Police will be delivering two more boxes of "stuff”
{CodeA!

1f'i§"§fbbably worth alerting: code A}SO that she or one of her team can take receipt of the
informaton. @~

iCode A
Code A
—0Qriginal Messagﬁ-.:.-_-.-_ .......................
From: i_...GodeA !
Sent: Q&Aunust 2005.11:55_ ..........................
To: Mvuﬂnwrw mnﬂﬂ @ranyy Clal‘e Slﬂckland d_._ __(:_qqg_A_ !
Subject: Next tuesday Hampshire Police will be delwen‘ng 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.

2
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”

Clare Strickland

From: Clare Strickland

Sent: 05 September 2006 14:23

To: i Code A !

Cc: Code A i Code A i Code A
Subject: RE: Gosport

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

—--0Original Message——-

From: Clare Strickland

Sent: 05 September 2006 14:00

To: i Code A i .

Cc: i Code A H Code A Code A

Su.bject: RE: Gosport

boxes.

——-0Original Message-—

From: Clare Strickland
Sent: 05 September 2006 13:53
To: |  CodeA |
Cc: Code A
Subject: RE: GOSPGt

In preparation for our clear-up on Friday, | have gone through all of the material in the Mews House garage
that relates to this case. It 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 | have said before, it is my view that all of this material, together with the other boxes that are on the 3rd
floorfin 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

From: { CodeA |

Sent: o PRt 20ge 11307

To: Clare Strickland

Ce: | Code A i

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

the storage space is like in the basement but if there is room we ¢an put the most recent arrivals down
there until on site storage has been arranged.

~-=0riginal Messages---

From: Clare Strickland

Sent: 14 August 2006 10:04

To: i Code A i Code A

Cc: Maintenance

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

1
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Please could you let me know if this material érrived, 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 | understand that maintainance did have a number of boxes in the

team to sort it out for us?
Regards

Clare

—--0riginal Message-——-

Fl'Om: .f'..-u.l.n!ml-sl»an .....
Sent: !‘v.r r\ggoug.»s érw :.2 04
To: : Code A 3 Clare Strickland
Subject: RE: Next tuesday Hampshire Police will be delivering two more boxes of “stuff”
{ _CodeA | .
Itis probably worth alerting _9_9_95_»_0_«_50 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 (?
;Code A/
[Code A}
—~Qriginal Messagp.
Frc:nmrigl T CodeA i
Sent: 03 August2006 11:56
To: : Code A i Clare Strickland, i _______ CodeA !
Subject: ‘Nex fuesday Hampshire Police wili be dellvenng two more boxes of "stuff

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

Code A
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Clare Strickland

From: Clare Strickland

Sent: _05 September. 2006 14:00

To: ; Code A i ,

Cc: ' Code A ! Code A Code A
Subject: RE Gosport

Regards

Clare

-——-0riginal Message-——

From: Clare Strickland

Sent: 05 September 2006 13:53

To: ooty S :

Cc: Code A

Subject: RE: Gosport
‘ In preparation for our clear-up on Friday, | have gone through all of the material in the Mews House garage that
relates to this case. It 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 | have said before, it is my view that all of this material, together with the other boxes that are on the 3rd fioor/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: T !
Sent: “I% Rugusrz wo511:07
To: Gare Strickland
Cc: Code A

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

its being stored on the floor up here at the moment. 4 boxes behind: Code A idesk. I'm not sure what the

storage space is like in the basement but if there is room we ¢an put the most récent arrivals down there until
on site storage has been arranged.

—0Qriginal Message—

From: Clare Strickland

Sent: 14 August 2006 10:04

To: i Code A N Code A

Cc: Maintenance '

Subject: RE: Next tuesday Hampshira 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 heing stored?

| have previcusly 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 | understand that maintainance did have a number of boxes in the basement. [t is really
mgortant that these records are stored properly - perhaps we could ask"‘c"gd";‘j&'ieam to sort it out for

us? T e R T TR Code A

Regards
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Clare
—--Original Mesage——-
From:  rmeamiogeeo :
Sent: 03 ?_i.ugust“mﬁﬁ 12&4 .............................
To: Code A i Clare Strickland
Subject: RE Next tuesday Hampshire Police will be delivering two more boxes of "stuff”
Mcode Al

From: K CodeA |

Sent: Oo mugustzous 1).56 S

To: Cvrorrenrern o B i Clare Strickland; i C295 Mur-

Subject: Next tuesday Hampshire Police will be delivering two more boxes of "stuff”
+

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

From: Clare Strickland '

Sent: |05 September 2006 13:53

To: i Code A i

Cc: Code A
Subject: RE: Gosport

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

~-—--Original Message—

Erom: T
Sent: 14'Augusf 2005 11:07

To: Clare Strickland

Cc: ; Code A

Subject: RECwexe WESGHVHEMMI’E FOIRE Wl bE uenvenngw;ro more boxes of "stuff*

its being stored on the floor up "here at the moment. 4 boxes behind { " Code A desk. I'm not sure what the

storage space is like in the basement but if there is reom we can put the most recent arrivals down there until on
site storage has been arranged.

—Qriginal Message——

From: Clare Strickland

Sent: 14 August2006 10:04
To: i Code A i Code A

Ce: Maintenanca

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 | understand that maintainance did have a number of boxes in the basement. It is really important
that these records are stored properly - perhaps we could ask} Code A team to sort it out for us?

Regards
Clare
——Original Message——
From: T "Code
Sent: 3 AR 2006 12:04
To: Code A Clare Strickland
Subject: RE: Next tuesday Hampshire Police will be delivering two more boxes of "stuff
NCodeAl




From: M CodeA i ‘

Sent: D3 Anoust. 2006 11:5A.._ S,

To: Code A Clare Strickland; {...,.CodeA |

Subject: Next tuesday Hampshire 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.

NMC100086-0078
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Clare Strickland

From: Clare Strickland

Sent: 14 August 2006 10:04

To: Code A

Cc: MaEintenance

Subject: RE: Next tuesday Hampshire Palice 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?

| 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 |
understand that maintainance did have a number of boxes in the basement. It is really important that these records

Regards
Clare
——Original Message—-—-__
From: 5 Code A |
Sent: wnugusr U5 12:04
To: Code A i Clare Strickland

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

Code A
——Criginal Message—
From: § CodeA |
Sent: O3 AGGUStZE 1166 e
To: i Code A 1 Clare Strickland, q ______ Code A
Subject: Nexttissday Hampstite 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.

Code A
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s dp Rochester..Gosport War Memorial Investigation. Page 1 of 2

Clare Strickland

From: Clare Strickland

Sent: 28 July 2006 12;29
To: E Code A

Subject: FW. OP Rochester..Gosport War Memorial Investngahon

Afttached is an update on the Gosport Hospital case.

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

Regards

Clare

---=-0Original Message-----
From: david.williams@hampshire.pnn.police.uk | Code A
Sent: 28 July 2006 12:11

To: PHylton@gmc-uk.org

Cc: Code A
jenifer.smith@southcentral.nhs.uk;: Code A
christopher.mckeown@hampshire. pnn police.uk; dave. grocott@hampshzre pnn.police.uk;
:David,Horsley@portsmouthcc.gov.uk; “Toy.StEprensorananmpsire. gt ponceak
Subject: OP Rochester..Gosport War Memarial Investigation.

Dear Paul HyIton(GMC)I Clare Strickland(NMC) /Jenifer Smith(SHA) David HORSLEY
(H.M.Coroner)

Please find attached a family group update letter that | am sending today to relatives of the
10 remaining cases under investigation.

<<Operation ROCHESTER Family Greup Update 28/7/2006.>>

All files have now been forwarded to the CPS and | 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 Dr 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.

| spoke with Dr BARTON's legal rep lan BARKER last week, he confirmed that Dr 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..

| will be in touch post 2nd August to discuss the way forward.. It 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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OP Rochester..Gosport War Memorial Investigation. Page 2 of 2

G

Regards..

Dave WILLIAMS Det Supt.. I

Code A

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 tha use of the Individual(s) or entity named above. If you are not the inlended 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 iL.

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
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Clare Strickland

From: Clare Strickland

Sent: 29 September 2005 09:02

To: { _ CodeA

Subject: RE: Kate Robinson - Gosport Memorial Hospital

I've

just had a reply to my enquiry from the officer in charge, which tells us nothing - | will forward it on to you.

| 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'l forward on the email | received to you, and 'l give you a copy of his letter when it arrives, and we can discuss the

position then.
Regards
Clare
-----Original Message-----
Sontr ;Lacp'cgi%('!:?z%\rrrzgtl‘}
To: Clare Strickland

Subject: Kate Robinson - Gosport Memorial Hospitat

Clare

The above nemaed is a police officer who has been investigating gosport. She is coming tomorrow around 10.30-
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.
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Clare Strickland i} ‘.
From: Clare Strickland &
Sent: _26 September 2005 16:11 !
To: Code A ‘

Subject: Gosport

I've now had a look through all my papers and reminded myself of where these cases have got to.

Attached is a copy of my last memao 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. | have sent an email to the police asking for an update.

| have also speken 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.

1 will let you know what sort of response | 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 | can do.

Regards

Clare
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T %00
Clare Strickland (Mc 084S 3 ST 800
From: Clare Strickland

Sent: 11 January 2005 16:37

To: Liz McAnulty

Subject: Gosport Nurses

| have just spoken to Paul Hylton at the GMC.

They are very keen to get on as the doctor involved, Dr 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 palice to disclose the category 3 material.

| 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.

Regards

Clare

| Pead HyLlon - 31.1- 0
Gosport draft letter . L / /
text 11.1... u%#lmm;g:@,mu et etel oy
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NMC Internal Memorandum

To: Liz McAnulty.. _Caode A ! Date: 13 December 2004
I Code A e ‘

Copy to: Ref: {Code Al

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 of Mrs 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 — Code A { In September
2001, the NMC’s PPC considered the matters raised il the Livesey 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 bedies, 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 15 May 2002 with details of its response to the concerns raised. No
disciplinary action was taken against any nurse.

Page 1 of 6
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8. Also in May 2002, Mr Page, son of Mrs Page, made a direct complaint to the
NMC. He named nurses ! Code A '

9. In June 2002, the NMC received three further complaints:

e Mrs Jackson complained about nurse | CodeAn respect of her deceased

mother Mrs Wilkie;, e

e Mrs Reeves complained about nurseg Code A ‘in
respect of her deceased mother, Mrs Divine;

e Mrs Bulbeck complained about the general care given to her deceased

mother Mrs Middleton (she subsequently named [ Code A 1 as being
responsible). T

10. In August 2002, the NMC received a further complaint from Mrs Carby against
nurses: Code A iin respect of her deceased husband Mr

' Carby.

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 llegations from Reeves re: Divine and page re: Page
allegation from Reeves re: Divine

legations from Reeves re: Divine

mvestlgatlon

13.1 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.

J.AT b & |

Code A

14. It appears that the PPC has not yet considered the Carby complaint against nurses

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 Ferner, a pharmacologist, Peter

Page2 of 6
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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
Waterhouse.

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 iliness.
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 concemns 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 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.

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, 1
have been unable to identify whether nurses Code A  iwere on duty on
the day of Mrs Page’s death.

25. 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.

26. The police record of interview with Mr Page contains no other significant
evidence.

Page — conclusion

27. Although Mr Page named nurses: Code A , he does not make any
particular complaint about them. Proféssor Ford does niot refer to either of them. It
is not apparent from the medical records whether nurses! Code A ! 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.

28. Taking all of this together, it is my view that there is insufficient evidence to
proceed against nurses ! Code A i 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 of Mr Carby.

Page 4 of 6
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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 diamorphine at 12.15pm. It was discontinued at
1.20pm on the same day, and 9.5 of the original 10mls 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

notes entries on 27 April 2004. However it is my view that this alone would not
provide sufficient evidence of misconduct.

________________

fannly, 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 | Code A :
i oded 3 1in connection with patients Page and Carby to the BPC 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 complalnts against them before the NMC. However, nurses

Code A i are the subject of other allegations. I do not know
whether it is possible to refer them to the PPC with a view to closmg 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

: Code A in 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.

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.

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.

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.

. 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.

Page 6 of 6
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Clare Strickland

From: Clare Strickland

Sent: 09 November 2004 08:56

To: Liz McAnulty; i 625'&6 A

Cc: i Code A

Subject: Gosport nurses - progress report

been given. Qur prellmrnary 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:

a) Nursing expert report from Irene Waters - this amounts to a summary of the significant information in
the patient records;

b) Extract from report of Dr Robin Ferner, medic and expert in pharmacology;

c) Extract from report of Dr Peter Lawson, geriatician;

d) Exliract from report of Dr Anne Naysmith, expert in palliative care;

e) Case review by Matthew Lohn - this amounts to a summary of the conclusions of the experts.

I Each of ihe 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
sub- optimal, 3 was negligent and 4 was intentionally harmful; and
(i} 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 B2, together with a short
statement of their reasons for the grading.

| attach a table [ have prepared summarising the information that can be gleaned from this summary file.

o

Gosport review of
police cases...

2 The remainder of the files consist of the medical records for each patient that were considered by the expert.

Ina  couple of cases, these are very brief, but in others they run to two lever arch files. | Code A}and | have looked

at some of these files, but without further assistance, we lack the medical/practical expertise 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

are Carby and Page. "¢ oge aiand | are going to review the medical records in these cases with a view to obtaining
evidence in relation & the' specific complaints made.

4 When | met Irene Waters at the new legis!ation conference, she suggested that she would be very happy to
discuss this case with us. Given my second point above, | am of the view that we will need expert assistance if

we are to take this case forward. Given that Irene Waters is already familiar with the case (and | understand that

she  still has all of her papers), you may take the view that this would be a sensible way to proceed. | am aware that
she is a panel member, but | do not consider that this prevents us from using her expertise, provided that she

does not participate in the NMC's proceedings as a panel member, and provided that there can be no suggestion of
contamination of the pane! members that do consider the complaints.

5 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 o 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 o proceed,
particularly with regard to involving Irene Waters.

1




Regards
Clare
Clare Strickland

Lawyer - FTP
.7 Portland Place

Code A

NMC100086-0092
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Page 1 of 3
Thanks{Code A - | will forward it on to | Code A andiCode A|
Regards
Clare
Ctare Strickland
Senior lawyer (hearings)
In-house legal team
t CodeA
From:: Code A
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 | was on holidays.
¥ Code A Dré¢ Code A are the ones dealing with the first stage process of the Freedom of
frivormaton requests,
Regards,..

Code A

From: Clare Strickland

Sent: 18 May 2009 14:20

To: Code A i

Subject: FW: Gosport War Mémorial Hospital Freedom Of Information requests.

Do you deal with FOI/DPA requests? If so, please could I give you this for your information. If not, please could
you let me know who | should be sending it to?

Many thanks
Clare

Clare Strickland
Senior lawyer (hearings)

Code A

From: Clare Strickland
Sent: 18 May 2009 14:17
To: ' . Co A '

Subject: RE: Gosport War Memaorial Hospital Freedom Of Information requests.

F

Dear D/Insp Grocott [

i
I

03/06/2009
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Thank you very much for informing us of your position. | will forward this to the relevant person at the NMC.

Regards

Clare Strickland
Senior lawyer (hearings)

In-house legal team
‘ Code A

rew-N () L 1.0,

From: {{ave.grocott™
Sent: 07 May 2009 1574
To: Clare Strickland

Cc: roy.stephenson@hampshire.pnn.police.uk

Subject: Gosport War Memorial Hospital Freedom OF Information requests.

" Code A

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 | imagine to be a number of formal requests for
information under the terms of the Freedom of Information act. | 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 | 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.

l intend to publish such material as is requested and appropriate in line with the Freedom of
Information Act once all hearings connected with the investigation have been concluded. To
inform this process | will create a publishing strategy which should address the immediate
needs and concerns of family members connected with the investigation. | 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 | would be obliged if you
could pass my email to the relevant department. | 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 |
don't want anything to adversely affect any other agency hearings. | 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
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Regards

Dave

D/Insp Dave Grocott
Serious Crime Review Team
Hampshire Constabulary

. Code A

BRI R AR AR N W ek el deai s i skl e s e desie st dede s s s s ol sl b o deded e dedeok dedy o e de e

This electronic message contains information from Hampshire Constabulary which may be legally privileged
and confidential. Any opinions expressed may be those of the individual and not necessarily the Hampshire
Constabulary.

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

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

WA A A A At v e sy e i el s i e e st e e el e Bl e o A e R R AR i e i R el

03/06/2009
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Clare Strickland

From: david.williamg Code A i

Sent: 10 April 2007 15;02 .

To: Clare.Strickland: Code A ;

Cc: dick.lawi Code A iroy.stephensong Code A
Subject: FW: Opération Koghester """ :

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
nutcome/timescales?.

~- I am meeting with HM Coroner David HORSLEY (Portsmouth) tomorrow to
iiscuss ingquest issues.. The latest is that he has invited the Lord
Chancellor to appoint a judge to hold the inquest..

Regards..

David WILLIAMS Det Supt.

----- Original Message----- .
From: Clare Strickland Code A
Sent: 12 February 2007 15752

To: Williams, David

Subject: Operation Rochester

Dear Detective Superintendant Williams

This message is further to the stakehclder meeting on 192 December 2006,
which was attended by my colleague Code A |

understand that at that meeting, it was suggested that the coroner may
decide to hold an inquest intc 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 teo
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 c¢linical 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, oxr if you need any further information from me.

Many thanks

Clare Strickland
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In-house lawyer

Nursing and Midwifery Council
23 Portland Place

London W1B 1P2

Code A

Yr v dr e Je d de de e gk e g e e ok ke e ok ok o ok e ke e ek R ok e e R e e o o e i e e e e e e e e e ke e e ke ke sle e e e de e e e e de d de e ek ke ke e
Rk khkhhkhhkkk

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,

Fhhkhkhkhkhkhbhbhhkbhhkhhkhdhhhhhdkddddddddhddddbbbddhdddbdpdbddibrdbbbbhhhddhkhhddi
ook ok okok ok ok A okk

khdhhkkkhkhhhddkddddddddbdhdddiddddkddddbbbrrrdbhhdd bbb bbb bbb hhdddhhhddkdbdhddhddd

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,

wistribution or use ¢f 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.
e e e de de e v e e e ok e ok e e g g v ke e e e e e e e ke e e R ke ke ke ke ke ok ek ke ke e sk sk ket ke ke ke ok ke e e ke ke ok Sk v v e ok ok ok e i e ok ok e e e e o e v o
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NMC File Note

Subject: Gosport
Date: 28.2.07
Reference: {Code A}
Telephone conversation with ! , Code A ,Fareham Police

Station. He has 10-12 boxes of material ready for collection.

I asked him if he could hold the material until | have sorted out storage — agreed |
would call him back late this week/early next week.

| said | 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 | have had to
decline as it is not practical. | can call him if | need any help once | have the material
though.

| have emailed Code A to ask about storage —4_ Code A s on leave until

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

2.3.07.i CodeA uggested thaticode Aicould also ask T Gode A “about storage.

___________________________________________________________________

-
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Clare Strickland

From: Clare Strickland

Sent: 13 February 2007 08:45

To; ‘david.williams{™" o t-——=24: Clare Strickland

Cc: roy.stephensor Code A :
christopher. mcKEOWHEIR=marRiFa mar Aalion ule dick law@ Code A
dave.grocott( Code A i ‘ ’

Subject: RE: Operatioti RotHester "

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

T T2 ...,

Code A

————— Original Message---—--

From: david.williams§
[mailto:david.willian Code A
Sent: 13 February 20Cr--verw
To: | Code A :
Cc P} ” " n . ‘
chi COde A 1= CL_OdeL_A . :
Code A, fj 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 loxd
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..

have copied this E mail to Detective Sergeant STEPHENSON who will
anage the material you request to be forwarded asap.. I will ask DS
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.

----- Original Message—---—-
From: Clare Strickland [mailto: Code A
Sent: 12 February 2007 15:52
To: Williams, David

Subject: Operation Rochester

Dear Detective Superintendant Williams

which was attended by my colleaguei CodeA |

| Sy iyt pout e PP |
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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

* o+ o4 %

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

Many thanks

lare Strickland

~-house lawyer

ursing and Midwifery Council
23 Portland Place

London W1B 1PZ

Code A

hhkddkddhdhkdkdhdhhhhhkdhdhddkdhdkhkhkdddddddhddddrdddddbh bbbk hbrrrhkhdrdddhhdhdddhhdhdddi
ek ook ok ok ke ok ok ok ok

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.

de e de de e ok ok de e g g e e e e o e de de de v v de ek kb e Rk Rk e o e e e ok ke e ol e e ke ok ok e v e de ok e vk e e ok e v e ok ok ok e ke e ke ok ok
sk e e e e e v vk e e e

hhkkdhkhkhdeddddhhkdddddddddddddkddddddkdk bk dkddkkkdhhdhddhhkd bbb ddh b bbb r kb drhkhk kb hddhhhhdhddk

his electronic message contains information from Hampshire Constabulary which may be
egally privileged and confidential. Bny 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.
drdedrdrdrdr gk ke kR ke Rk e ke ok ek ke e e sk e ke ke de ke e e e e e e e e e e g e T ok o e e ke e e e e v ok e ok Tk ke ke e ok ke e e e e R ke R ke e e e e e i e ke
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................. CodeA
From: i Code A 5
Sent: 12 February 2007 15:52
To: .david-williamsIB'IMI‘V'IP'GDTWI’W-‘C'gg'el'AT.FUlrUWr@ﬂ'"‘I
Subject: Operation Rochester

Dear Detective Superintendant Williams

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. | 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

London W1B 1PZ

Code A




NMC100086-0102

NMC File Note
Subject: Stakeholders meeting re investigation at Gosport WiMH
Date: 19" December 2006
Reference: Gosport War Memorial Hospital

Icode o attending a stakeholders meeting at Fareham police station, regarding the CPS

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

décision re investigation into deaths at Gosport War Memorial Hospital.

Attendees — See attached sheet.
ACCSO :Steve Walfts:

Allegations were originally made to police by family members in 1998. 92 separate
cases have been investigated since that date. Of these, 10 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. ltis 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 Reid 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
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diametrically opposed to each other. This was probably the reason for the CPS's
decision.

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 Waltts
and Mr Close. Mr Close asked specifically that his advice be kept confidential.

DS David Williarmns:

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
not 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.

Page 2 of 5
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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 Wafts:
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.

It 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.

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 concemed 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.

Page 3 of 5
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PCA and [PCC 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 Hytan advised
that they have already contacted the GMC today).

8 ot the 10 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 Goodall:

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 moming.

Page 4 of 5




Hawkins:
Contact details for Paul Close, CPS are as follows:

Paul Close

Special Crime Division
50 Ludgate Hill
London

EC4 M7EX
‘ Code A

Meeting concluded.

Page 5of 5
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Operation ROCHESTER.

Stakeholder meeting.

Fareham Police Station Hampshire.

1530hrs Tuesday 19" December 2006.

Aftendees.

ACCSO Steve WATTS.
Chief Supt PEACOCK.
Chief Supt GOODALL.

Det Supt David WILLIAMS.
Det insp GROCOTT.

Paul HYLTON (General Medical Council)

Louisa MORRIS (Solicitor for GMC)

Richard Samuel (Primary Care Trust, Strategic Health Authority)
Sarah Tiller (Media for SHA)

i Code A i

Nick Hawkins (CPS)

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 criminal mvestrgatlon into
deaths at Gosport War Memorial Hospital.

Agenda.

1. Introduction/case overview. ACCSO WATTS Det/Supt WILLIAMS.
2. General Medical Council situation report and future objectives.

3. Primary Care Trust/Strategic 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.0B.

T
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BBC NEWS | England | Hampshire | No charges over hospital deaths
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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.
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Hampshire Police conducted
two investigations into the
deaths, the first of which is

(414 Errors alone do not, of
themselves, amount to gross
negligence

the Independent Police Paul Close, CPS

Complaints Cemmission (IPCC).

The second investigation, which looked into the deaths of S0

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."”

http://news.bbc.co.uk/1/hi/england/hampshire/6194891 .stm
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L Code A

From: Clare Strickland
Sent: 18 December 2006 12:22
To: 'dave.grocott( Code A

Cc: :l Code A |

member of the NMC's in-house legal team,: Code A o attend on behalf of the NMC. She is one of our
; Code A ;

We look forward to receiving your update at the meeting tomorrow.
Regards

Clare Strickland

In-house lawyer

Nursing and Midwifery Council
23 Portland Place

London WIBAPZ ...

Code A

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

From: dave.grocott@hampshire.pnn.police.uk [mailto:dave.grocotts Code A
Sent: 18 December 2006 11:49
To: Clare.Strickland: Code A
Subject: Operation Rochester

Clare,
As per our conversation,

ACC Watts is holding a Stakeholder conference in respect of Operation Rochester at
1530hrs tomorrow aftemoon here at Fareham Police Station. You or your
representative are invited.

The address is
Fareham Police Station
Quay st

Fareham

PO16 ONA

It is only a short taxi ride from the train station.

If you could let me know who is attending I'd be very grateful

Dave Grocott
Detective Inspector
Review Team

Code A

18/12/2006
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Clare Strickland

From: Clare Strickland

Sent: 28 July 2006 12:37

To: 'david.williams@ Code A i

Subject: RE: OP Rochester..Gosport War Memorial Investigation.

copy in any further updates to ™" go 54"~ "the case manager, as wellastome.| Code A email
address is| Code A P

Many thanks

Clare Strickland

In-house lawyer

Nursing and Midwifery Council

23 Portland Place
London W1B 1PZ

Code A

----- Qriginal Message-----
From: david.williams¢ Code A
Sent: 28 July 2006 12:1x
To: PHylton@gme-uk.org

Cc:! . S LN

jenifer.smith@southcentral.nhs.uk; : Code A g
i""67!11'I'-VHHFI'I‘G!"N'I'WI‘W“'V'\'rl’\_‘:g":'eil:awTFHr'ﬂfrwr‘.'rrrro‘yw wwwww .,,-'daVE.QI'OCOttGI Code A

David.Horsley@portsmouthcc.gov.uk; roy.stephenson( Code A

Subject: OP Rochester..Gosport War Memorial Investigation.

Dear Paul Hyiton(GMC)/ Clare Strickland(NMC) /Jenifer Smith(SHA) David
HORSLEY(H.M.Coroner)

Please find attached a family group update letter that | 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 | am meeting with Treasury
Counsel next week Wednesday the 2nd August to discuss the outcome.

We have also been interviewing (under caution)a consuitant 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 Dr 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.

| spoke with Dr BARTON's legal rep lan BARKER last week, he confirmed that Dr
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

28/07/2006
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OP Rochester..Gosport War Memorial Investigation. Page 2 of 2

her surgery..

| will be in touch post 2nd August to discuss the way forward.. It may be appropriate
to pull all stakeholders together to talk this through including the local Portsmouth
Coroner Mr David HORSLEY.

Regards..

Dave WILLIAMS Det Supt..

ORI OO ALY

i Code A §

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 emall to postmaster@hampshire.pnn.police.uk immediately. Please then delete this email and destroy
any copies of il.

All communications, including telepheone 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
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Clare Strickland

From: david.williams@i Code A

Sent: 28 July 2006 12:11

To:  PHyltoni CodeA ]

Cc: - et -~ - Vel p A o
lenifer.smith@southcentral.nhs.uk; Clare.Strickland@NMC-UK.ORG;
i ) Code A ) iave.grocott@hampshire: Code A
David.Horsley@portsmouthcc.gov.uk; | Code A !

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 | am sending today to relatives of the
10 remaining cases under investigation.

<<QOperation ROCHESTER Family Group Update 28/7/2006.>>

All files have now been forwarded to the CPS and | 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 Dr 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.

| spoke with Dr BARTON's legal rep lan BARKER last week, he confirmed that Dr 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..

| will be in touch post 2nd August to discuss the way forward.. It may be appropriate to pull
all stakeholders together to talk this through including the local Portsmouth Coroner Mr
David HORSLEY.

Regards..

i_.J.'J:ama._\A[].l.J_.ll-.\.lhtl.S_‘. Det Supt..
. Code A

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 cantents of the information is prohibited. If you have received this electronic

28/07/2006
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message in error, please nolify us by telephone

+44 (0) 845 045 45 45 or email te postmaster@hampshire.pnn.police.uk immediately, Please then delete this email and destroy any
copies of it.

All communications, including telephone calls and elecironic 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
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HAMPSHIRE Constabulary

Our Ref .

Your Ref. :

-/
.

Chief Constable Paul R. Kernaghan CBE QPM LL.B MA
PRIVATE

Fareham Police Station
Quay Street

Fareham

Hampshire

PO16 ONA

Tel: 08450454545
Direct Dial: | Code A
Fax: 023 92891663

Email:

28 July 2006

Dear Mr. LAVENDER

| 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. | 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 | 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 | 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

. . . al E
Website — www.hampshire.police.uk | ERIMESTOPPERS
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HAMPSHIRE Constabulary

Operation ROCHESTER has been one of the most demanding highly resourced
investigations ever undertaken by the Constabulary. | 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. | have also continued to
update the Chief Medical Officer, the Coroner and the Strategic Health Authority.

Whilst | appreciate the frustrations that this investigation has been lengthy | 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 unturned. | am confident that the
investigation has been both expeditious and diligent when reviewed against all the
circumstances.

| 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 | have not disbanded the
investigation team, | will consider ongoing resource requirements in the light of the
CPS decision which | 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 | will keep you updated as to these matters.

Finally may | thank you for your continued patience under difficult circumstances.

Yours Sincerely

David WILLIAMS
Detective Superintendent
Senior Investigating Officer.

PRIVATE

Website — www.hampshire.police.uk "J' RS TOPPERS




Private and confidential
Deputy SIO Nigel Niven
Hampshire Constabulary
Fareham Police Station
Quay Street

Fareham

Hampshire PO16 ONA

Dear Mr Niven

QOperation Rochester

Thank you for your letter of 22 November 2005.

NMC100086-0117

Code A

Email: clare.stricklandi Code 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
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@

%Aw\g HAMPSHIRE CONSTABULARY
Paul R. Kernaghan QPM LL.B MA DPM MCIPD Fareham Police Station
Chief Constable f Quay Street
- . Fareham
- 4 Hampshire
2 4 L8gs/ 7. POISONA
SN0y gy 'S0
Our Ref. Op Rochester % Tel. 0845 0454545

Fax. 023 92891663
Your Ref.

22" November 2005

Ms Clare Strickland
In-House Lawyer
Nursing and Midwifery Council
23 Portland Place

Code A

Dear Clare

Re: Operation Rochester

Thank you for your email of the 21% 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.
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-9.

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 this matter further, should you think that is
desirable.

If I can assist you any further, please do not hesitate to contact me again.

Yours sil}cerely
, Code A

Nigel Niven
Deputy SIO
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Clare Strickland

From: Clare Strickland

Sent: 21 November 2005 11:51

To: 'nigel.niven@

Ce: david.williams Code A
Subject; RE: Operation Rochester and the NMC
DCI Niven

We have today received a further 5 boxes of files from your officers, in addition to
the 3 boxes we received on 2%.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
recelving 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 Council
Portland Place

Code A

----- Original Message-----
From: nigel.niven@hampshire.y
[mailto:nigel.niven@hampshire COde A
Sent: 28 September 2005 11:39

To: Clare.Strickland Code A i

Cc: david.williams™ et Code AT i
Subject: RE: Operatidn KécH&stsr and tHe 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

nt: 26 September 2005 1575I

————— Original Message-----
tom: Clare Strickland | Code A E

o: Niven, Nigel
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 i Code A iif there is
anything you wish to discuss in person.

Regards
Clare

Clare Strickland
In-House Lawyer
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Nursing and Midwifery Council
23 Portland Place
London W1B 1PZ
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This email and any files transmitted with it are confidential and
intended sclely 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.
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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
bove. If you are not the intended recipient, be aware that any disclosure, copying,
istribution 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.
AhkAhkhkhhkhdhhhhhhdhhhddbdbrrddbdorh kbbb bbhbrhhbdhbhdddhddhbhbbrhhthkrhbbhhhhhhkhhdhdhdddkhdhd




NMC100086-0122

Clare Strickland

From: nigel.niven@.......,......C0de A __ i
Sent: 28 September 2005 11:39

To: Clare.Strickland: Code A i

Cc: david.williamsg Code A :
Subject: RE: Operation Rochester and the NMC
Clare,

Thanks for your email. We are still on course. I will be out of the
cffice for a day or 2 but I will write to you soon with an update of our

position.

With best wishes

Nigel

----- Original Message—-——-- .

From: Clare Strickland [mailto:Clare.|

Sent: 26 September 2005 15:51 Code A

To: Niven, Nigel
Subject: Operation Rochester and the NMC

Dear DCI Niven

’e 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 | Code A lf there is
anything you wish to discuss in person. '

Regards

Clare

Clare Strickland

In-House Lawyer

Nursing and Midwifery Council
23 Portland Place

London W1B 1PZ

hdkkkkdkddhdedddkdddedehdehdddhdd ko ddkd bbbk h ok hkk ko hk ok khkhhh kb hdohdkhdhdedkd ko
de e e de ke kK ke ke e )

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.
Ak hdedrdrdrdrddkokdfrddkd kb kb hkkhdddodthhkdddhrhrhbhbhbhdhhhhhrbddbhbhr bt hdhddddhdhkbhhhhhd
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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 n
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+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,

Al)l communications, including telephone calls and electronic messages
to and from the Hampshire Constabulary may be subject to monitoring.
email may be seen by employees other than the intended recipient.

Replies to this
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Clare Strickland

From: Clare Strickland

Sent: 26 September 2005 15:51

To: 'nigel.niveri ) CodeA
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.

| would be very grateful if you could provide the NMC with an update of the current position regarding your criminal
investigation.

Regards
Clare

lare Strickland
n-House Lawyer
Nursing and Midwifery Council

23 Portland Place
London W1B 1PZ
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NURSING (>
MIDWIFERY

COUNC“. Protecting the public through professional standards
Detective Chief Inspector N Niven 25 January 2005

Operation Rochester Nicoqe aietters/Operation Rochester.4
Hampshire Constabulary _

Fareham Police Station Direct line:i_____Code A

Quay Street Fax No: 020 7031 0459

Fareham Email: | Code A

Hampshire PO16 ONA

Dear Nigel

Operation Rochester

Thank you for your response to my letter dated 12 January 2005.

| have passed the commespondence on to Clare Strickland, our Lawyer dealing with
the case.

She will be in contact with you, should the need arise.

Yours sincerely

-

Code A

Liz McAnulty
Director of Fitness to Practise

23 Portland Place, London W1B 1PZ (‘ "‘}
Telephone 020 7637 7181 Fax 020 7436 2924 www.nme-uk.org b L

Registered charity number 1091434 INVESTOR IN PEOPLE
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Fareham Police Station
Quay Street

Farecham

Hampshire

P016 ONA

Tel. 0845 0454545
Fax. 023 92891663

Qur Ref. Op Rochester

Your Ref.

™ January 2005
Elizabeth McAnulty
Nursing & Midwifery Council
23 Portland Place

London

WI1B 1PZ

Dear Liz,

Re: Operation Rochester

Thank you for your letter of the 12™ January 2005, the content of which I have
noted. :

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. Qur 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.

Yo.urs.sln.ce_@ /
v Code A

Detective Inspéector




NMC100086-0127

NURSING &
MIDWIFERY

COUNCH. Protecting the public through professional standards
Detective Chief Inspector N Niven 12 January 2005
Operation Rochester Nie:i/Letters/Operation Rochester.2
Hampshire Constabulary
Fareham Police Station Direct line: 020 7333 6548
Quay Street Fax No: 020 7031 0459
Fareham Email: Code A

Hampshire PO16 ONA

Dear Nigel

Operation Rochester

Thank you for your letter dated 6 January 2005.

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. | 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. | 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.

| lock forward to hearing from you.

Yours sincerely

/Code A —.

Liz McAnulty
Director of Fitness t@'Practise

23 Portland Place, London W1B 1PZ { ."}
Telephone 020 7637 7181 Fax 020 7436 2924 www.nmc-uk.org .

)
Registered charity number 1091434 INVESTOR IN PEOPLE
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Clare Strickland

From: Clare Strickland

Sent: 11 January 2005 16:37
To: Liz McAnulty

Subject: Gosport Nurses

| have just spoken to Paul Hylton at the GMC.

They are very keen to get on as the doctor involved, Dr 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.

| 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.

Regards

Clare

Gosport draft letter
text 11.1...

f
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GOSPORT

DRAFT TEXT FOR LETTER FROM LIZ MCANULTY
TO DETECTIVE INSPECTOR NIGEL NIVEN

Dear Detective Inspector Niven

. Re: Operation Rochester

Thank you for your letter dated 6 January 2005.

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. | would be moare than happy to meet with you to discuss this or to deal
with this in correspondence if that would be more convenient to you.

" Weare 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. | 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.

| look forward to hearing from you.

- TEmE *
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HAMPSHIRE CONSTABULARY

Paul R. Kernaghan QPM LL.B MA DPM MCIPD Farcham Police Station
Chief Constable | Quay Strect
. - Ry rd Fareham
* Hampshire
P016 ONA
OurRef, Op Rochester ’ e © Tel. 0845 0454545
| Fax. 023 92891663

Your Ref.

| Code A 6™ January 2005
Elizabeth McAnulty
Nursing & Midwifery Council (’lw Care
23 Portland Place Ceeldt Aol
London - '
W1B 1PZ o 16
Dear Liz,

Re: Operation Rochester

I write regarding the above matter. As you are aware, following our meeting of
the 6™ 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 ¢ffice in Portland Place,

The purpose of this letter is to seek to establish the current situation in respect of [j 5=
your assessment of these cases. It would clearly be of use to us to have some
understanding of your early 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 in relation to Operation Rochester
in the near future. Should you wish, we would be only to happy meet with you ” >
and your team to discuss this matter further.

I very much look forward o fi€aring from you regarding the above and f I can
assist you in any way, please do not hesitate to contact me.

Yours sincerely /

Code A

ftlgeruweu
Detective Inspector
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Clare Strickland

From: Clare Strickland

Sent: 15 December 2004 14:28

To: ‘nigel.niven@ Code A
Subject: RE: Gosport' ‘

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

-~---Qriginal Message-----

FProm: nigel.niven@! o [y *

(mailto:nigel.niver™ - Y N * '
2Sent: 15 December 2004 14:19

To: Clare.Strickland
Subject: RE: Gosport Code A

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----- i
From: Clare Strickland [mailto:Clare.Strickland:

Sent: 13 December 2004 14:09 5 (:()(j(; l\
To: Niven, Nigel
Subject: RE: Gosport

Thanks 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.niven@ham *

[mailto:nigel.niveneh Code A

Sent: 13 December 200471¥:i3%

To: Clare.Strickland Code A '

Cc: ci Code A i

Subjedt i REY CSEPOTE

Clare,

Thank you for yvour 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-----

From: Clare Strickland ! Code A !
Sent: 13 December 2004 I33:05
Tc: Niven, Nigel

Subject: Gosport

Good afternoon

As you will recall, we have been given files relating to 19 patients in
your Categery 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 Stricklangd

wyer

_itnese to Practise Directorate
Nursing and Midwifery Council

23 Portland Place
T.ondan_WIR._I1RZ

{  Code A

khkkhkhkhkhhkkkkkhkkhkhhdhhkkhbkhkkhkhkhdhkhhhbdbddddhddbdkddbddbkhbkdbddbdkdbdhhhbhhdrdhdddkdiddh
e de de de b v e e ke kX

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.

L2 2 s 2 2 R R R ARt 2 R at i s s iR a2 i RS2 R 2R R AT XLL R L L L L L RN ER
Thkkdhkkkikk

whddhkdkkdkdkhkhkhhkhrhkhkhrdkrthkhkhdkbkhhdhbhrbhihkdhdkbbddrhkhkbrhhhkrhrhhhkrrhr bkt hkhdtdk
<* %k k
drdkok ok kk

This electronic message contains information from Hampshire Constabulary
which may be legally privileged and confidential. Any opinions expressed
may be theose 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) B45 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.

kb kA TR LT TR AN AR AT AR AT AARARRANANNRARAANNRNANANAARARARRRAA A AR A A AR A A kh
k& kR
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khkkdkhkkkhkhrdkhkhhkkhhhhhhkhbbrkhhkhhbhhhhhhhdhhhkbkkhkhhhkhhhhhkhkhbhkhkhkhhhkhhhkkhkhhhhthrhhkhkrkhkrihhrhhkk

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 (8) or entity named
above. If you are not the intended recipient, be aware that any disclosure, copying,
digtribution 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 tc this

email may be seen by employees other than the intended recipient.
ThET AR TR AR TR AR AA AR REATEARARRRAAAANAAARNARRRARERRRARRR A Ak hdhkhddk
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NMC File Note
Subject: Gosport
Subject Index Ref:
Date: 15.12.04
Reference: Code A

Tel call from: ___Code A i Fareham Police Station (contact number 0845
Code A - he is going to drop off 6 boxes to us at 7PP tomorrow Itold him

--------------------------------------------

_______________________
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NURSING (5
MIDWIEERY

COUNC". Protecting the public through professional standards
Detective Chief Inspector N Niven 19 November 2004

Operation Rochester NVicoe siLetters/Operation Rochester.1
Hampshire Constabulary

Fareham Police Station Direct line: | Code A

Quay Street Fax No: 020 7031 0459

Fareham Email: | Code A

Hampshire POL16 ONA

Dear Nigel

QOperation 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

.

Code A

Liz McAnuity
Director of Fitness to Practise

23 Portland Place, London W1B 1PZ -}
Telephone 020 7637 7181 Fax 020 7436 2924 www.nmc-uk.org A

Registered charkty number 1091434 INVESTOR EN PEOPLE
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*

S |

AB\\\F? HAMPSHIRE CONSTABULARY
Paul R. Kernaghan QPM LL.B MA DPM MCIPD Fareham Police Station
Chief Constable Quay Street
Fareham
Hampshire
P016 ONA

Our Ref. ' Tel. 0845 0454545

Fax. 023 92891663
Your Ref.

)

12" November, 2004 )

Elizabeth McAnulty

Nursing & Midwifery Council
23 Portland Place

London, W1N 43T

Dear Liz,

Re: Operation Rochester

Thank you for your letter of the 20th October 2004. I have recentl ‘returned from.a-period of 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 interagency 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,

Yours sincerelv.a

Code A

INIYCT NIVl

Detective Chief Inspector
Operation Rochester
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. —* NURSING &
MIDWIFERY

COUNCH- Protecting the public through professional standards
Detective Chief Inspector N Niven 20 Qctober 2004
Operation Rochester N/.....{Letters/Operation Rochester
Hampshire Constabulary e
Fareham Police Station Direct line:i  Code A
Quay Street Fax No: 020 7031 0459
Fareham Emajl:: * _CodeA

Hampshire PO16 ONA

. .
2 2 OCT 2004
Dear /\f{/

Operation Rochester

Thank you for letter dated 12 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 1 and 2 in a little detail.

As you are aware, our Preliminary Proceedings Committee (PPC) has already considered
allegations against some nurses. These allegations fall to be dealt with under 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 1 August 2004 must be dealt with under our new rules.
They will be considered in the first instance by an Investigating Committee (IC). 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 IC considers that it is in the interests of any party or third party, or the

23 Portland Place, London W1B 1PZ Page 1 of 2 { ’\E
Telephone 020 7637 7181 Fax 020 7436 2924 www.nmc-uk.org bl

\ Registered charity number 1091434 EINVESTOR [N PEOPLE

Ve
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Page 2 of 2

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 Commiittee’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 confirm 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

a—"

9ode A

Liz McAnulty
Director of Fitness to Practise
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TN
‘%% HAMPSHIRE CONSTABULARY
Paul R. Kernaghan QPM LL.B MA DPM MCIPD ) Fareham Police Station
Chief Constable . Quay Street
T Fareham
Hampshire
P016 ONA
*‘.‘?;,‘ 'Sl
OurRef.  Op Rochester % e Tel. 0845 0454545
Voo Fax. 023 92891663
Your Ref. et T
.tp\;
4 12™ October 2004
Elizabeth McAnulty
Nursing & Midwifery Council\
23 Portland Place \
London, W1N 4JT 'zi
Dear Liz,

Re: Operation Rochester — Investigation into deaths at Gosport War
Memorial Hospital (GWMH)

I write further to our useful meeting of the 6% 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 wntmg, the terms of reference in
respect of this disclosure.
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At our meeting 1 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 ligise 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 précis 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 / '
e

, Code A

Nl'g&'l'ﬂwe.n
Detective Chief Inspector
Operation Rochester
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GOSPORT WAR MEMORIAL HOSPITAL

wenNOTES 30.10.04
1991 Nurses (including H Code A raise concerns with RCN (MURRAY),
Community Tutor (WHITNEY} and Patient Care Manager (EVANS)
10.7.01 LIVESEY report on d. RICHARDS — names Code A
and JiGode A
18.9.01 PPC decides no action against Code A ire: d.
RICHARDS

12.12.01 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

29.4.02 NMC asks NHS for further info re: d. CUNNINGHAM, d. WILKIE
and d. WILSON in light of FORD’s conclusions

15.5.02 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

17.5.02 Complaint against; Code A  and unnamed others by PAGE
re: PAGE (d. Nov 1959)

6.6.02 Complaint against Code A and BELL {7
REEVES re: DIVID.w ywn-cron-vwoy o

19.6.02 Complaint by BULBECK re: MIDDLETON (d. Aug 2001) — general
at firsty subsequently named

Code A
July 02 CHI report

22.8.02 Complaint against Code A re: CARBY (d. April
1999)

27.8.02 PPC consider complaints:

. egation from JACKSON re: WILKIE

* Code A -allegation from REEVES re: DIVINE

« i llegation from REEVES re: DIVINE
(NB: | Code A were also named in a general

~eamnlaintfeam PAGE re: PAGE)

+i Code A ilegation from REEVES re: DIVINE

C:\TEMP\Gosport 30.9.04.doc
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« Code A |allegation from REEVES re: DIVINE

7 Case adjourned pending outcome of police referral to CPS?
Sep 02 Complainants notified

3.10.02 NHS report on BULBECK complaint re: MIDDLETON - general
issues raised — no individual nurses named

5.11.02 BBC report re: DoH investigation

15.11.02 NHS report on CARBY complaint re: CARBY — no evidence of nurse
negligence

26.1.04 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.
ACTION:  Obtain PPC minutes to confirm purpose of adjournment

Contact police for current status/outcome of referral to CPS

2 There is nothine_in_the_files tn_show_that_the PPC_ has _considered._the

complaints from Code A
ACTION:  Consider whether it is necessary to refer these complaints to
PPC

3. In January 2004, BULBECK notified NMC of a further death

ACTION: Check whether any complaints received in respect of this death

CATEMP\Gosport 30.9.04.doc
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Gosport War Memorial Hos ital
Pre-Inquest Hearing Report Received by Legat =~
19" January 2009 10am '
Portsmouth Guild Hall 23 JAN 2008

Those Attending:

Ms Hill of Blake Lapthorn

John White Blake Lapthorn

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 Mellor

1.Properly Interested Persons

Dr Barton

The families of the deceased
The Health Trust

The PCT

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.
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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,




Witness Schedule

March 18"
Opening Jury and Submissions

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

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




NMC100086-0148

- David C. Horsley LLB

Coroner’s Office
Her Majesty’s Coroner " Room T20
for Portsmouth and The Guildhall
South East Hampshire Guildhall Square
' Portsmouth
PO1 24]
6™ January 2009

Fax:-023 9268 8331

Received by Lens! Tnam
08 JAN 2003 |

GOSPORT PRE-INQUEST HEARING
19" January 2009 10.00am

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- Forma

7. Aob

@ Hampshire @ Portsmouth

County Council CITY COUNCIL




" David C. Horsley LLB
Her Majesty’s Coroner
for Portsmouth and

South East Hampshire

6™ January 2009

@ Hampshire

County Council

NMC100086-0149

- Coroner’s Office
Room T20
The Guildhall
Guildhall Square
Portsmouth
PO1 24

Fax: 023 9268 8331

GOSPORT LIVE WITNESS LIST

Code A

Sheelagh JOINES
Alexander TUFFEY
Anita TUBBRITT
Charles Stuart FARTHING
Code A
Iain WILSON
Neil WILSON
- Carl JEWELL
Victoria PACKMAN
Anne REEVES
Richard REID
Pauline GREGORY
Prof BLACK
Dr WILCOCK
Dr BARTON

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). | explained that | was seeking information about the forthcoming GWMH
inquest, and that | had been given the name Mr Bradley as a possible contact. The
lady | 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 478119). He said that:

e 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.

¢ It will be held at Portsmouth Combined Court Centre.

e Mr Bradley has just prepared bundies 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.

e 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.

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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Clare Strickland

From: Elison, Sarah [ Code A |

Sent: 08 June 2009 0851 '

To: Clare Strickland

Subject: Re: Last day of Gosport Inquests/First day of GMC hearing

Dear Clare
My apologies in replying to this email.

| do not know if you are planning to attend the GMC today or tomorrow - if not | am sure you will be able to
read our opening to Dr Barton's case in due course.

The GMC have confirmed | should share the inquest transcripts with you. The delay was while | 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. o

In the meantime - | can email the transcripts to you - | believe these will fill up your inbox so we may want to
co-ordinate when | do this - perhaps some time tomorrow when | am back in the office.
Sarah Ellson | Partner

for Field Fisher Waterhouse LLP
dd: +44 (0)161 200 1773 | 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)
In-house legal team

Code A

From: Ellson, Sarah [mailto:Sarah.Ellson@ffw.com]
Sent: 29 April 2009 17:39

To: Clare Strickland

Subject: Last day of Gosport Inquests

Dear Clare

It 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 - | 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 | Partner
for Field Fisher Waterhouse LLP
dd: +44 (0)161 200 1773 | m: 4™ Coge s~~~

Consider the environment, think before you print!

Fleld Fisher Waterhouse LLP 27th Floor Cily Tower Piccadilly Piaza Manchester M1 4BD
Tel+44 0161 200 1770 Fax+44 0161 200 1777
E-mall jnfo@ffw.com Web www.ffw.com CDE823

FFW does not accept service of documents by e-mail for Court or ather 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-mail may contain privileged and confidential information. If you receive it in emar please tell the sender and do not copy, distribute
or take any action in reliance upon il. You should ensure this e-mail and any altachments are virus free. E-mail is not a 100% virus-free or
secure medium. Il 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 g-mall or attachment entering or leaving our syslems without notice.

Field Fisher Waterhouse LLP is a limited liability partnership registered in England and Wales (registered number OC318472) and is
regulated by the Solicitors Regulation Authorily. A list of its members and their professional qualifications is available al its registered
office, 35 Vine Street, London, EC3N 2AA,

We use the term pariner to refer to a member of Field Fisher Waterhouse LLP, or an employee or consuttant with equivalent standing and

qualifications.

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 addrassed.
Please do not act upon or disclose the contents if you have received it in error,
Instead, please inform the sender at the e-mail address above or notify the Nursing & Midwifery Council at itsupport@nme-uk.org

The Nursing & Midwifery Council is a registered charity in England and Wales with its registered office at 23 Portland Place, London W1B 1PZ and registered
charity number 1091434,

The Nursing & Midwitery Counch is a registered charity in Scotland, charity number SC038382

www.nmc-uk.org

12/06/2009
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Clare Strickland

From: Ellson, Sarah Code A
Sent: 08 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 | am sure you will be able to
read our opening to Dr Barton's case in due course,

The GMC have confirmed | should share the inquest transcripts with you. The delay was while | 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 - | can email the transcripts to you - | believe these will fill up your inbox so we may want to
co-ordinate when | do this - perhaps some time tomorrow when | am back in the office.
Sarah Elison | Partner

for Field Fisher Waterhouse LLP
dd: +44 (0)161 200 1773 I m: +4t§ Code A

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)

In-house legal team
i Code A

—rr, -

From: Ellson, Sarah [mailto:Sarah.™ 5 q<a
Sent: 29 April 2009 17:39 '
To:! Code A i

Subject: Last day of Gosport Inquests

Dear Clare

It 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 - | 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 | Partner
for Field Fisher Waterhouse LLP
dd: +44 (0)161 200 1773 | m: +4: Code A

Consider the environment, think before you print!

Field Fisher Waterhouse LLP 27th Floor Cily Tower Piccadilly Plaza Manchester M1 4BD
Tel+44 0161 200 1770 Fax+44 0161 200 1777

E-mall info@ffw.cam Web www ffw.com CDES23

‘FFW does not accept service of documenlts by e-mail for Court or other purpases unless expressly agreed in wriling befor¢hand. For
service to be effective, the sender must receive an express acknowledgement of receipt from the person intended to be served.

This e-mail may conlain privileged and confidenlial information. If you receive it in error please tell the sender and do not copy, distribute
or take any action in reliance upon it. You should ensure this e-mail and any aliachments are virus free. E-mail is not a 100% virus-free or
secure medium. It 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 withoul notice,

Field Fisher Waterhouse LLP is a limited liability parinership registered in England and Wales (registered number OC318472) and is
regulated by the Solicitors Regulation Authority. A list of its members and their professional qualifications is available at its registered
affice, 35 Vine Street, London, EC3N 2AA.

We use the term partner to refer o a member of Field Fisher Waterhouse LLP, or an employee or consuliant with equivalent standing and

qualifications.

This email and any files transmitted with it are confidential and intendad solely for the use of the individual or enlity to whom they are addressed,
Please do not act upon or disclose the contents if you have received it in error.
Instead, please inform the sender at the e-mail address above or notify the Nursing & Midwifery Council at itsuppont@nme-uk.org

The Nursing & Midwifery Counch is a registered charity In England and Wales with lts registered office at 23 Portland Place, London W1B 1PZ and registerad
charity number 1091434,

The Nursing & Midwifery Council is a registered charity in Scotiand, charity number SC038362

WWW.NMC-UK.0f)

12/06/2009
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Clare Strickiand

From: Ellson, Sarah [Sarah C Od e A
Sent: 28 April 2009 08:38

To: Clare Strickland
Cc: Cooper, Rachel
Subject: RE: Gosport

Many thanks for this Clare - | wait for a copy of McNicholas although Mary Timms and | 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 | 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. .
| will check with the GMC but | am sure that they will have no difficuity with me passing this on to '

the NMC. We expedited the transcript of the final day although | am not sure if we have it yet - |

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 Elison | Partner
for Field Fisher Waterhouse LLP
dd: +44 (0)161 200 1773 l; Code A

Consider the environment, think before you print!

Field Fisher Waterhouse LLP 27th Floor City Tower Piccadilly Plaza Manchesler M1 4BD
Tel+44 0161 200 1770 Fax+44 0161 200 1777
E-mail {pfo@ffw.com Web www.fiw.com CDE823

FFW does not accept service of documents by e-mail for Court or other purposes unless expressly agreed in writing beforehand. For
service 1o be effective, the sender must receive an express acknowledgement of receipt from the person intended to be served.

This e-mail may contain privileged and confidential infarmation. If you receive it in error please tell the sender and do net copy, distribute
or take any aclion in reliance upon it. You should ensure this e-mail and any attachments are virus free. E-mail is not a 100% virus-free or
secure medium. it is your responsibility to ensure that viruses do not adversely affect your system and that your messages to us meet
your own securily requirements. We reserve the right lo read any e-mail or attachment entering or leaving our systems withoul notice.

Field Fisher Walerhouse LLP is a limited liability partnership registered in England and Wales (registered number ©CC318472) and is
regulated by the Solicitors Regulation Authority. A list of its members and their prefessional quzlifications is available at its regislered
office, 35 Vine Street, Londan, EC3N 2AA,

Wa use the lerm partner to refer to @ member of Field Fisher Waterhouse LLP, or an employee or consultant with equivalent standing and

qualifications.

From: Clare Strickland [ Code A i
Sent: Friday, April 24, 2009 9:35 AM

To: Elison, Sarah

Subject: Gosport

03/06/2009
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Dear Sarah
| hope you are well.

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.

It 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, | will go direct to the coroner otherwise.

If you would like any further information from the NMC please do not hesitate to ask. | 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 | will forward it to you.

, Regards

Clare

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

Code A

First Floor
Centrium
61 Aldwych
London
WC2B 4AE

&

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 recelved it in emor.
Instead, please inform the sender at the e-mail address above of notify the Nursing & Midwifery Council al itsuppot@nmc-uk.org

The Nursing & Midwifery Counci is a registerad charity in England and Wales with its registered office at 23 Portland Flace, London WHB 1PZ and registered
charity number 1091434,

The Nursing & Midwifery Council is a registered charily in Scotland, charity number SC038362

www.nme-uk.org

03/06/2009
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Clare Strickland
From: Clare Strickland
Sent: 07 May 2009 09:19
To: 'Ellson, Sarah'
Subject: TRIM: RE: Last day of Gosport Inquests
TRIM Dataset: TL

TRIM Record Number: 36879¢
TRIM Record URI: 383897

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

020 7462 5861

From: Ellson, Sarah [mailto:Sarah. Code A
Sent: 29 April 2009 17:39
To: Clare Strickland

Subject: Last day of Gosport Inquests

Dear Clare

Itis 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 - | 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 | Partner
for Field Fisher Waterhouse LLP
dd: +44 (0)161 200 1773 | m; +44 (0)7879 842 535

Consider the environment, think before you print!

Field Fisher Waterhouse LLP 27th Floar City Tower Piccadilly Plaza Manchester M1 4BD
Tel+44 0161 200 1770 Fax+44 0161 200 1777
E-mail info@ffw com Web www ffw.com CDE823

FFW does not accept service of documents by e-mail for Court or other purposes unless expressly agreed in writing beforehand. For
samvice 1o be effective, the sender must receive an express acknowledgement of receipt from the person intended to be served.

This e-mail may contain pnvileged and confidential information. if you receive it in error please tell the sender and do not copy, distribule
or take any aclion in retiance upon &, You should ensure this e-mail and any attachments are virus free E-mail is not a 100% virus-fres or

07/05/2009
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secure medium. It is your responsibility to ensure that viruses do nol adversely affect your system and that your messages to us meel
your own security requirements. We reserve Ihe right to read any e-mail or altachment 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 their professional qualifications is available at its regislered
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
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Clare Strickland

From: Clare Stnckland
Sent: 24 April 2009 09:39
To: Code A
Subject: TRIM: Gosport
TRIM Dataset: TL

TRIM Record Number: 360140
TRIM Record URI; 375079

Dear Sarah
1 hope you are well.

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.

it would be very helpful if you could let me know if you have any idea of the GMC's current imescale 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, | will go direct to the coroner otherwise.

If you would like any further information from the NMC please do not hesitate to ask. | 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 | will forward it to you.

Regards
Clare
Clare Strickland

Senior lawyer (hearings)
In-house legal team

Code A

First Floor
Centrium
61 Aldwych
Lendon
WC2B 4AE

24/04/2009
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NMC File Note
Subject: Gosport
Date: 17.2.09
Author: Clare Strickland

Telephone call from Sarah Ellson, FFW Code A il confirmed that the
coroner has kept us fully informed about what is happening with the inquest.

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. | 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.

| thanked her for keeping me informed.
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NMC File Note
Subject: Gosport
Date: 9.9.09
Author: Clare Strickland

Telephone call to Juliet St Bernard 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 fram
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).

| asked if she was aware of any cases where the GMC's decision to proceed under
old or new rules had been challenged — she was not.

| 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 C (9 d e A

Field Fisher Waterhouse LLP e

Portland Tower clare.strickland  Code A !
Portond Steet 2 ceesTCElD CodeA |

Manchester M1 3LF 4 July 2008

Nursing & Midwifery

Council

Dear Sarah
Gosport War Memorial Hospital

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, lan 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

Code A

Clare Strickland
Senior lawyer (Hearings

www.nmc-uk.org
T 02076377181 F 02074362924
23Portland Place London W1B1PZ Ragisteraed charityin England 6 Wales (1091434) and in Scotland (SC03B362)




NMC100086-0163

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
pubficly noted that the NMC was looking at prescribing issues.
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: . Receive
F Field Fisher Waterhouse d by Leoal Taam
27 JUN 2008
Strictly Private & Confidential
Ms Clare Strickland Ourref: SLE/GML/00492-15579/7750395 vi
Nursing & Midwifery Council Your ref
23 Portland Place Sarah Ellson
London Partner
0161 2384945  (Direct Dial)
WIB 1P2 07879 842535
i Code A )
26 June 2008
Dear Clare
General Medical Council - Dr Jane Barton
I write further to our meeting with you and | Code A Peter Swain and Juliet StBernard

(GMC) on 16 May 2008.
Listing of GMC hearing

When we met we discussed the then recent announcement by the Portsmouth 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.

Field Fisher Waterhouse LLP Portland Tower Portland Street Manchester M1 3LF
Te! +44 (0)161 238 4900 Fax +44 (0)161 237 5357
E-mei! info@ffw.com Web www.lfw.com

Field FisherWaterhousa LLP is a limited liability pastnership registersd in England and Wales (registered number OC318472) and I3 lated by the Solicitors Reg Authority. oy
Alistolits bers and their prof: | qualifications Is avallable at its registered office, 33Vina Street, London ECIN 2AA. \
We use the term partner to refer 1o & member of Field Fisher Waterh LLP, or an employes or ¢ tant with equivat ding and qualifications.
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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 CHI 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 of their right to seek legal advice (and our power to summons them to gi\'fe 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 Dr Barton’s legal
advisers. We should also like to 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.

7750395 v1 ‘ 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 of the 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
StBernard at the GMC or me directly if appropriate.

Yours sincerely

Code A

Sarah Ellson
for Field Fisher Waterhouse LLP

0

7750385 v1 3
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Received by Legal Tean
27 JAN 2009

Professional Fees of
MISS JOHANNAH CUTTS-0Q Gee

VAT Registration No: 494 7059 07

ELL YAR

9-12 Bell Yard

Nursing and Widwifery Council London WC2A 2JR
Legal Team, Tel: 020 7400 1800
23 Portland Place, Fax: 020 7404 1405
London DX: LDE 390
WIB IPZ ' clerks@9-12bellyard.com

__________________________ www. 9-12bellyard.com
F.AO.! CodeA |
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RE; 'NMC' AND GOSPORT WAR MEMORIAL HOSPITAL
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TOTAL VAT £ 787.50
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Clare Strickland

From: JOHANNAH CUTTS | Code A
Sent: 09 February 2009 22:33

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 socon. 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 | Code A

Code A

From: Clare Strickland ‘<wrares SOOI VIV G U OOy

Subject: RE: FW: TRIM: RE: TRIM: RE: Gosport War Memor1a1 Hospital
To: "JOHANNAH CUTTS" < Code A
Date: Thursday, 5 February, 2009 2:55 PM

Dear Jo

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
Code A

24/02/2009
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From; JOHANNAH CUTTS | Code A
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.

I am sorry not to have done this before now. It has also been a busy time forme. Iamina
frial 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 < Code A vrote:

From: Clare Strickland < Code A

Subject: FW: TRIM: RE: TRIM: RE: Gosport War Memorlal Hospltal
To: "JOHANNAH CUTTS" < Code A :
Date; Tuesday, 27 January, 2UU9, 03T AM

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,

| have received infarmation 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 CUTTS'

Subject: RE: TRIM: RE: Gosport War Memoria! Hospital

That will be fine - thanks.

24/02/2009
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Enjoy your busy time!
Clare

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

i Code A

From: JOHANNAH CUTTS [mailtc Code A
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, 13/11/08, Clare Strickland < Code A
wrote:
From: Clare Strickland < Code A
Subject: RE: TRIM: RE: Gosport War Memorial Hospital
To: "JOHANNAH CUTTS" <~ Code A

Date: Thursday, 13 November, 2008, 11:50 AM
Hi Jo

| 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, It 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

L VN Y TN N

Code A

24/02/2009
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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. | got ali 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, | need to adapt my memo into a summary report
for the PPC, and prepare the bundles. | 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 | have the report, | 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.

Il be in touch again asap.
Take care, and enjoy yourselfl
Clare

Clare Strickland

Senior lawyer (hearings)

In-house legal team
1 Code A i

From: JOHANNAH CUTTS [mailto: Code A
Sent: 10 October 2(}08 11:04

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

[N A AT AR OO PR Ay

so if you need to contact me do call oni{™"“Code A

This email and any files tmnsmlngd with il are confidential and intended solely for the use of the individual or entity to
whom lhey are addressed.

24/02/2009
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IN THE MATTER OF:

NURSING AND MIDWIFERY COUNCIL (“NMC?)
GOSPORT WAR MEMORIAL HOSPITAL

OPINION

Introduction

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 14" November 2008.

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.

. The police investigation examined the circumstances of 90 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 ocutcome of their final investigations into the category 3 cases. The
Crown Prosecution Service had decided that no criminal charges should be brought.

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.

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.

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 évidence in the misconduct case. The GMC is
of the view that the inquests could give rise to further fitness to practise allegations or lead
to the GMC revising the charge it proposed to bring. Postponing the GMC misconduct
hearing would also allow Dr Barton to concentrate on the preparing for the inquest.

Adyvice

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?

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)?

In any other case, the prospect 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 the case is to be dealt with under the old or new rules).

The management of the existing allegations in light of the forthcoming inquest and GMC
proceedings thereafter,

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.

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.

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.
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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

i.

il

iii.

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 (SI 1993:893). These are together known as “the old
rules.”

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 o a practitioner the Preliminary
Proceedings Committee shall consider any written response by the practitioner and, subject
to any determination under Rule 8(3), shall-
(a) refer to the Conduct Committee a case which it considers justifies a hearing
before the Conduct Committee with a view to removal from the register;

This test means that in looking at any allegation received by the NMC prior
to 1¥ 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

i.

il

The procedures for allegations received by the NMC 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 (SI1 2004:1761). These are known together as “the new rules.”

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, it 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(I){a),
there is a case tc answer.
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iii. Article 22(1)(a) concems 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 1% 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

i. The Nursing and Midwifery Order 2001 (Transitional Provisions) Order of
Council 2004 (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¥ 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. Itis plain therefore that the rules which are to govern the procedure for any
allegation and the test to be applied by the PPC/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 1% 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



NMC100086-0177

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 1* 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 successfully 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.

I have considered the conclusions of Miss Strickland in her report of 14" November 2008. 1
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.

The situation is somewhat different in the cases of Wilkie 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 of Devine 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 concemed. If that
can be done then subject to any successful abuse of process argument an
allegation of misconduct could be pursued.

iv. Itis 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. ] agree with the concemns 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. | 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
of Mrs 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. [See R v 8 (SP) [2006] 2 Cr.App.R 341].
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. A deliberate delay is likely to be held an abuse of process. [See R v Brentford
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. 1 of 1990)
[1992] QB 630]

. Where delay has amounted to an abuse of process it has been held that two key
elements would need to be present;

i. 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 unfaimess. [R v Bow Street
Magistrates, ex parte DPP (1989) 91 Cr.App.R 283]

. 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 of 20 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].

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. |
can also say from personal experience in defending police officers at professicnal
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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.

. 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.

. 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 3
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
£0, has meant that now misconduct can be proved if the Committee is only of the
view that her guilt is more probable than not.

[ 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 1¥ April 1997,
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 3™ 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.

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 of Devine) 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 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 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. 1 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. Thave 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. Thave 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. Inmy 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 couid 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. Ifthe second course were adopted it leaves the cases of Wilkie 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. Ifit 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.

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

’

10
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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
{Salubi) 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, Inmy 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. Ifthe 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:;

i. 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.

11
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iii. 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;

e On whether there are documents in existence from which the
registrant could refresh her memory;

o  On whether the registrant has made witness statements for other
hearings and has therefore a document from which she can refresh
her memory; '

e On whether the registrant is to give evidence in other hearings;

¢ On whether the change in the standard of proof for hearings after
3™ 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. Itis 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. Iam 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

12
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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 of Dr 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 3™ 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. If1can be of any further assistance please do not hesitate to contact me.

0-12 Bell Yard Johannah Cutts QC
London WC2A 2JR 9" February 2009

13
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Clare Strickland
From: Clare Strickland
Sent: 27 January 2009 10:27
To: 'JOHANNAH CUTTS'
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.

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 praceedings as soon as possible, so please can you- 4
let us have your advice as soon as possible?

’ Regards
Clare

Clare Strickland
Senlor lawyer (hearings)

From: Clare Strickland

Sent: 17 November 2008 09:02

To: 'JOHANNAH CUTTS'

Subject: RE: TRIM: RE: Gosport War Memorial Hospital

That will be fine - thanks.

’ Enjoy your busy timel!
Clare ‘

Clare Strickland
Senior lawyer (hearings)
_In-house legal team
Code A

From: JOHANNAH CUTTS [mailt Code A
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

27/01/2009
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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. [s that ok? If you need it before I will make every effort to get it to you.

Hope all well

Jo

—-- On Thu, 13/11/08, Clare Strickland < Code A
From: Clare Strickland! Code A
Subject: RE: TRIM: RE: Gosport War Memorial Hospital
To: "JOHANNAH CUTTS" ¢~ o G e >~

Date: Thursday, 13 November, 2008, 11:50 AM
Hi Jo

! 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. It would be really helpful if you could let me
have a time estimate for completion of your work.

All the best.
Clare

Ctare Strickland
Senior lawyer (hearings})
In-house legal team

Code A

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 sconer. | 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, | need
to adapt my memo into a summary report for the PPC, and prepare the bundles. | 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 | have the report, | 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 | don't think it'll take too much of
your time once you do get started.

I'li be in touch again asap.

T Code A !

Clare

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

27/01/2009
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020 7462 5861

From: JOHANNAH CUTTS [mailto:johannahcutts@btinternet.com)
Sent: 10 October 2008 11:04

To: Clare.Strickland( Code A i

Subject: Gosport War Memorial Hospital

Hi Clare,
I hope all is well with you.

[ 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 1 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!!

working from home and my mobile usefully doesn't work here so if you need to contact me
docallon! Code A

' No seriously if we are ready I could get the advice to you by the end of next week. I am

Code A

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.
Pleasa do not act upen or disclose the conlents if you have received it in error.

Instead, please inform the sender at the e-mail address above or notify tha Nursing & Midwifery Councl at ilsuppori@nme-uk.org

The Nursing & Midwifery Council is a registered charity in England and Wales with its registered office at 23 Portland Place, London W1B 1PZ

‘ and registered charity number 1091434,
: The Nursing & Midwifery Councll Is a registered charity In Scotland, charity number SC036362

www.nme-uk.org

27/01/2009
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Clerks to Joanna Cutts QC
9-12 Bell Yard

London

WC2A 2JR

Dear Sirs

NMC100086-0189

Code A

clare stricklang "nmmk-m'ié-z
G!n Code A |

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
Seniocr lawyer (Hearings)
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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:

s Information from the GMC (see Clare Strickland’s filenote of telephone call to
Juliet St Bernard 9.9.08, attached)

¢ Information from the coroner (see Clare Strickland's filenote 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 Hadaway, attached)

It 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 wauld be appropriate, and we will take steps to arrange this.

Accordingly, | 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 Hadaway report referred to above (which will not be put before
the PPC). In particular, the following points should be dealt with:

s At paragraph 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;

s 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.
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s [f 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.

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 10 hours.

Please do not hesitate to contact Clare Stricklandoni  CodeA  ior
clare.stricklanc Code A  if there is anything you wish to discuss.
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Clare Strickland

From: Clare Strickland

Sent: 10 October 2008 13:01

To: 'JOHANNAH CUTTS'

Subject: TRIM: RE: Gosport War Memorial Hospital
TRIM Dataset: TL

TRIM Record Number: 261691
TRIM Record URI: 273010

Hi Jo - sorry for not gefting back to you sooner. | 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, | need to adapt my
memo into a summary report for the PPC, and prepare the bundles. | 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 |
have the report, | 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 [ 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 yourselfl
Clare

Clare Strickland

Senior lawyer (hearings)
In-house legal team

Code A

From: JOHANNAH CUTTS [ 1]
Sent: 10 Cctober 2008 11: COde A

To: Clare.Strickland Code A

|

Subject: Gosport War Memotial Héspital

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: 'joutts Code A

Ce: e A
Subject: NMC investigation - Gosport War Memorial Hospital

Dear Jo

some of the issues.

At the end of our discussions, we agreed the following:

| 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. | will also find out whether itis to be a
jury inquest.

» | will contact the GMC to obtain further information from them about their proceedings against Dr
Barton. In particular, | will ask what initiated the GMC investigation into Dr Barton, whether they are
proceeding against Dr Barton under their old or new rules, and whether the criminal or civil standard
will apply at their hearing. | 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

inquest/GMC 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 adjoumn 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, | 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 inquest/GMC 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 inquest/GMC proceedings should
be dealt with under the new rules.

Jo, | will be in touch again once | have the resuits of my enquiries.

| hope this summary is accurate and useful - please let me know if | have missed anything, or there is
anything anyone would like to add.

Regards

Clare

Clare Strickland

05/09/2008
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Code A

Nursing & Midwifery Council
23 Poriland Place

London W1iB 1PZ
www,.nme-uk.orq

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

09/09/2008
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Clare Strickland

From: Clare Strickland

Sent: 22 August 2008 13:52

To: 'rsyrett¢ Code A

Ce: {__CodeA |

Subject: TRIM: instructions to Johannah Cutts QC

Attachments: Gosport instructions to counse! {c.»20080814.00C; {Codo A

&Catalog On Send:

Container URI:
Delete After:
Show Dialog:
TRIM Dataset:

20.4.07.DOC; Gosport memo ¢:...,20080516.D0C

-1
35474
0

-1

TL

TRIM Record Number: 240857
TRIM Record Type URI: 7

TRIM Record URI:

Dear Rachel

. 251591

Gosport Memo - {coss ai-

Thank you for your assistance in this matter. As discussed, 1 attach a copy of our instructions to Miss Cults,

along with two of the attachments, which will provide most of the background information.

| 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

conference on 8 September 2008 at 6pm. My colleague {

our

Code A iif that d

Regards

Clare Strickland

Senior lawyer (hearings)

In-house legal team

Code A

Nursing & Midwifery Council

23 Portland Place
London WiB 1PZ
www.nme-uk.org

020 7580 3217 (fax)

020 7637 7181 (switchboard)

22/08/2008

Code A iand | will be attending. Please contact
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Private & Confidential C o d e A

-
Clerks to Joanna Cutis QC Lf"_’: ;
9-12 Bell Yard 43 >
London clare stricklandi Code A 5
WC2A 2JR @
22 August 2008 = "§
Dear Sirs

Instructions to counsel

Further to my telephone conversations with Rachel Syrett, please find enclosed
instructions to Miss Cutts QC.

. Yours faithfully___________
Code A’

Clare Strickland
Senior lawver (Hearings

www.nmc-uk.org
T 02076377181 F 0207436 2924
23Portland Place London W1B 1PZ Registered charityin England 6 Wales (1091434) andin Scotland (SC038362)
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IN THE MATTER OF:
NURSING AND MIDWIFERY COUNCIL (“NMC")
GOSPORT WAR MEMORIAL HOSPITAL

INSTRUCTIONS TO COUNSEL
TO PROVIDE OPINION

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 (Sl 1993:893). 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 (S1 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 Council 2004 (S|
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 lefter 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)?
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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)?

4. The management of the existing allegations in light of the forthcoming inquest
and GMC proceedings thereafter.

Please contact Clare Strickland, senior hearings lawyer, on' Code A imail
Code A or ¢ Code A :

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

8. 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 Code A
Casetracker:

12053 Memorial Hospital Nurses at Gosport

Code A

in

Nothing on

Code A (all spelling variations checked)

PROFCON:

12010
12011
12012
12013

11978

Code A

1 — complainants Reeves and Page

complainants Reeves and Page

somplainant Jackson — closed 27.8.02

12053 Memorial Hospital Nurses at Gosport

(Al correspondence post- 24.9.02 is under this case number)

WISER:

Beedi Code A Effective registration to 2010 — no FTP flag
Hamblin i Code A | Effective registration to 08/2009 — no FTP flag
Shawg Code A | Effective registration to 03/2010 — no FTP flag

Debra Barker

Code A Effective registration to 11/2009 —no FTP flag
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Elizabeth Jane Bell i__Code A _} Effective registration to 04/2010 — no FTP flag -

Couchman| Code A | Lapsed 08/2008 %

Joice{ Code A | Effective registration to 07/2009 — no FTP flag

Neville 2 Code A Effective registration to 03/2010 — no FTP flag ¢ 3

FITNESS TO PRACTISE DATABASE:

No records corresponding to any of the above case numbers or registrant names

Page 2 of 2
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GOSPORT

REVIEW OF EVIDENCE - DEVINE

NMC FILES (folder 4)

Reeves letter of complaint 6.6.02

Formal complaint against Sr: Code A ire:
care received by mother Mrs Devine at GWIWH in November 1959 (d. 21711.89).

Refers to independent review and evidence given by nurses at it — complaints made:

e In Sricode A} statement to independent review, stated that mother woke
and dressewu nerself 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

gave 50mg chlorpromazine — fentany! patch not removed

e [ess than one hour later, administered morphine syringe driver 40mg
morphine and 40mg midazolam - fentanyl patch not removed until 12.30pm,
3 hours after syringe driver started

Iaw said brother commg to visit 1pm Sr Hamblin said no need to come
before then — but by 1pm, unconscious and no one could speak to her again

e Si._CodeA_imade unprofessional comment (in notes?) about tension between
Mrs Reeves and brother/sister-in-law

o Even though mother deteriorating, staff continued to bathe her and wash her
hair excessively, apparently because she asked for it

» Incorrect statement in notes 3.71.99 that Mrs Devine could not climb stairs

consrdered “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

o Kidney infection diagnosed and antibiotics started, but not written up in notes

« | CodeA jever explained medication, and on arrival at hospital following

sudden deterioration, said she could not explain because she had just come

on duty

e 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
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that Mrs Reeves said “I do and I'm going to sit with my mother” — denied by
Mrs Devine

Mrs Reeves' letter of complaint makes no mention of any specific allegations
against; Code A

NMC letter to Mrs Reeves 2.7.02

Requesting:

o Copy of independent review

e Consent to approach GWMH for registration details/copies of
investigatery 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 adjoumed pending CPS investigation
Fareham and Gosport NHT PCT letter to NMC 11.10.02

Letter from operational director asking for details of allegations against Code A |
' Code A tas PCT had not previously been aware of referrzq——--"

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.

e Dr 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 consuitants should be asked to
comment on this.

¢ Dr 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.
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Operation Rochester investiqation 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

Dr Wilcock's report on Elsie Devine

Contains Dr Wilcock's report 10.12.04 and his comments on Dr Barton's statement
2212.04

Dr Wilcock concludes that the medical care given to Mrs Devine 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 18" November 1999. Pain had not been recorded
as a problem in the notes, nor had she received any other kind of analgesic,
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.”

“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 buf there is no indication or
assessment of what pain this is referred for.”

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. It is not usual in my experience
for such decisions to be left for nurses to make alone.”

{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 fitration)

o There was an inadequate assessment and documentation of Mrs
Devine’s marked deterioration
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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 Inthe 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 concemed 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 ==~'¢5ic3~"~-says this was

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

because Mr Devine had asked her to call him first, as his sister had enough on her

plate—. Code A accepts 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 28.10.99, 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

____________________________

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

States that the member of staff thrown |nto a bookcase by Mrs Devine on the
morning of 19.11.93 was | Coiek

{ Code A hjected the chlorpromazine =i Code A | had phoned Dr Barton at the

_______________________________________________________

surgery to ask for advice, and Dr Barton advised chlorpromazine

i Code A “specialed” Mrs Devine on the morning of 19.11.99 i.e.
stayed with her the whole time

Syringe driver started 9.25am - fentanyl patch removed either ¢ Code A

iAot confirms continuation sheet of prescription shows that she administered
the fentanyl patch on 18.11.99

Dr Reid 10.9.04, 26.11.04

Consultant responsible for Mrs Devine — gives a statement explaining his notes of his
contacts with Mrs Devine on 25.10.99, 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 (21.10.99) — 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 chiorpromazine 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

Code A

Jan 96 — May 98, worked on Dryad Ward as an HCA - worked as EN from May

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 moming (can't remember
date) at 7.30am to find Mrs Devine very aggressive and presenting risk to herself and
others — dragged | Code A : down the corridor — got Mrs Devine into a
chair — she dug her nails into EN Bell's hand.

Code A

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

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

down

Anita Tubbritt 25.10.04

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 [ "Code A (days)
20.11.99 hsll (nights), witnessed by Anita Tubbritt

21.11.99 E Code A nights), witnessed by Anita Tubbritt
I Code A
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Staff nurse on Dryad Ward

Remembers Mrs Devine

Early one morning, witnessed Mrs Devine pushing |" Code A_ - Mrs Devinel.._Code A

| S ueyfrdfhotshodifo S e i

Barrett — also present were Code A ~-* — Dr Barton came to do early

gave the injection

Further evidence file

Statementf Code A [2.2.03

General background information on use of syringe drivers

Code A

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 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.

Summary for use in report

_In June 2002, Mrs Reeves wrote fo the NMC to lodge a formal complaint against

Code A i in
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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. Code A igave evidence at that
review. ) '

Mrs Reeves’ complaints may be summarised as follows:

* | Code A i suggested that Mrs Devine was agitated on the morning of 19
Novemnber 1999, but none of the family had ever seen her agitated.

» | CodeA 1 applied a fentanyl paich one day, and the next day, another
nurse (LB) gave 50mg chlorpromazine without removing the fentanyl patch
first.

e« At8.15am, Code A 1 telephoned Mrs Reeves’ sister-in-law (and not Mrs
Reeves, who was namied as the next of kin), to say that Mrs Devine was

confused. She did not suggest that there was any urgency, but by 1pm, when
Mrs Reeves’ brother attended the hospital, Mrs Devine was unconscious and

no one could speak to her again.

e | Code A imade an unprofessional comment about tension between Mrs
Reeves and her sister-in-law.

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

s 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).

o 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
writfen up in the notes.

¢«  When Mrs Reeves arrived at the hospital following her mother’'s sudden

deterioration;._Code A _did 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 about Code A

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.
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In October 2002, the Fareham and Gosport NHT PCT wrote to the NMC asking for
details of the allegations against: Code A

as the PCT had not previously been aware of this referral. There is no indication oh
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 bornoni_____. code A ! 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.

In June 1999, Mrs Reeves’ hushand 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-Ocfober, but because
of Mrs Reeves' circumstances, arrangements were made for her to be transferred fo
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/5mi). No reason for this was given in the notes. In fact,
ocramorph 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 prescribed
trimethoprim for a presumed urinary tract infection, but an entry in the nofes on 15
November 1999 showed that the urine specimen had not yielded any growth.

The thioridazine was first administered on 156 November 1999, when Mrs Devine was
reported as being very aggressive and restless at times. It was also administered on
16 November 1999. On that day, Dr Reid the consultant asked for a referral to be
made fo Dr Luznal, a psychialrist, 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 morming to the effect that Mrs Devine was

anitated and ohvsicall aqaressive towards them.! Code A . T
Code A _jive Iargely cons:stent accounts. It s agreed thaiCode Al

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

________________

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.

There is an undated prescription by Dr Barton for 40-80mg diamorphine and 20 —
November 1999, €.__CodeA__started the syringe driver with 40mg dramorphme and
40mg midazolam. Dr Barton’s note reads:

“Marked deterioration ovemight

Confused aggressive

Creatinine 360

Fentany! patch commenced yesterday

Today further deterioration in general condition
Needs SC analgesia with midazolam

Son seen and aware of condition and diagnosis
Please make comfortable

| am happy for nursing staff to cerlify death

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 50mg given IM 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 experts, whose conclusions are as
follows:

e 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
infection 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
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o In the absence of pain, shortness of breath or cough, there is no

justification for use of diamorphine in a syringe driver
o 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 s/c 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 doubf, Mrs Devine was dying from amyloidosis,

progressive renal faifure 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

A 1.z

the hospital staff and Mrs Reeves.. ™ cs4.'a—"*n gave evidence that Mrs Reeves’

el N

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 ill. Sister

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

cic "t accepted that this should have been documented, and that greater care
should have been taken to ensure that Mrs Reeves was kept informed. The panei

concluded that Mrs Devine's medical management was appropriate.

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;

e Ssmall 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;

e 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 sorme concemn that
midazolam was started before the chlorpromazine may have reached
maximum effect. However, the midazolam was being administered slowly

over 24 hours.
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o |tis undesirable that there is no note explaining the reason for high start
doses of diamorphine and midazolam

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 thag had
she been able to deal him at the time of her mother's illness and death, she would
never have made a complaint.

It should be noted that there are no police statements from Mrs Reeves’ brother, Mr
Devine, as sadly, he has died. It 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 resuit
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 ailegation 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.

Inmyview,i CodeA 5comment at the independent review about tension
between Mrs Reeves and her sister-in-law does not amount to misconduct. Sister
Loseass's 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

In my view, there could be grounds for criticising the nurse~eyinmaLarsiywho gave
the chlorpromazine without removing the fentanyl patch (it was not removed until 3
hours later). However, Ms Barrett 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 Nursé__cede A icomments 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 nof amount to
allegations 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
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 Dr Barton's prescribing.
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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 — stablized 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 for help because bell out of
reach — called nurse, who called doctor and carried out x-ray showing blocked bowel

Made to wait 45 minutes for a bed pain

When Mrs Middleton told a nurse she was worried about smelling because of
catheter, the nurse said “don’t worry 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; Code A as responsible for appalling care in light of his role as clinical

~



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
Femner A1 - optimal care given, death by natural causes
Lawson A1 - doses of analgesia appropriate, died of natural causes

Naysmith 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 Irene Waters' notes incomplete)

Summary for report

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.

Mrs Bulbeck gave a number of examples of her concemns:

* 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;

e Her mother had a “fluid overioad” despite being on a drip and having a
catheter, and as a result of this, suffered congestive cardiac failure on 4 July
2001;

e On another visit, she amrived to find her mother sitting in chair with a bowl in
front of her and another bow! 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 showing blocked bowel;

e Mrs Middleton had to wait 45 minutes for a bedpan;

* When Mrs Middleton told a nurse that she was worried about smelling
because of catheler, the nurse said “don't worry all old ladies smell”;

NMC100086-0215
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¢ Mrs Bulbeck often found her mother sitting up in a chair, with bare feet/legs
and no blankets;

» Mrs Builbeck was worried about the drugs her mother was given because she
“behaved very strangely some days”;

» Some of the nurses were uncaring and had an unprofessional alttitude to the
patients;

e 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 { "Code A | the clinical

manager, as having responsibility for her mother's care, “~~"""

The NMC forwarded a copy of Mrs Bulbeck'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 alttributed to named nurses.

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

e Irene Waters (Nurse)

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

s Robin Ferner (pharmacologist)
Mrs Middleton received optimal care and died from natural causes.
s Peter Lawson (geriatrician)

Mrs Middleton was given appropriate doses of analgesia and died from

natural causes.
’ e 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 prescnbed 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.



NMC100086-0217

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.
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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 Yeats) 1.6.02 NMC file 2

Mother transferred from QAH to GWMH for rehabilitation. After transfer to GWMH,

Called intoi____Code A :office 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.

PB recorded in medical notes that | had agreed to syringe driver and active treatment
not appropriate — this is false.

Note in records to say mother dying comes from [ cede A" """ no corresponding note
from medical staff.

20.8.98 — mother appeared to be in pain. Told nursing staff, who were dismissive.

PB did not examine or carry out pain assessment — said would arrange pain relief
that would make her sleepy.

Left hospital 13.55 — nothing had been done to aileviate 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)

o Time of death on file given as 18.30 and 21.20 (time Gladys 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 & Code A t0 Mrs Jackson ref: PRE/19f cose ai
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

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

PSP S P S

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

21.8.98 12.55 Condition deleriorating during morning. Daunhter.and granddaughter's
visited + stayed. Patient comfortable and pain free — signeé.Gode A ;

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 Dr Lord
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21.8.98 Marked deterioration over last few days. SC analgesia commenced
yesterday family aware and happy — signed by Dr Barton

21.8.98 18.30 — pulse and breathing ?? no heart sounds pupils fixed death confirmed

family present for cremation — signed by __Code A iC Nurse

PSPyt R |

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 s/¢ diamorphine 20 — 200mg, hyoscine 200 - 800mg,
midazolam 20— 80mg Dr 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 Yeats (gd) and Lisa Payne (gd).

Family have compared their notes, as provided to them by LHA, with notes held by
police. Noted palice records had a page missing between p88 and 89 (clinical
records end 2.8.98) (cf notes 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

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/iwalking 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 wrofe DNR - family not consulted

Dispute PB’s entry 17.8.98

P140 13.8.98 — error in record, refers to medication error (Gladys Richards)
19.8.98 entry re: death (Gladys 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 acftive treatment not appropriate?
20.8.98 — who checked for pain?

Expert conclusions

Ferner: Unclear cause of death/treatment sub-optimal or negligent — high dose
of diamorphine from start

Lawson: No grading — believes missing drug chart/notes — insufficient detail in
notes available

Naysmith: 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 | 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 Philip 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 fold nursing
staff, who were dismissive. She had to ask for help twice, and wait one hour, until

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

Mrs Wilkie sleepy. When Mrs Jackson left the hospital at 13.55, nothing had been
done fo alleviate her mother's discomfort. When Mrs Jackson retumed to visit at
20.00, her mother was unconscious.

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
had heard their voices before she went. 'F}Bﬁ_ber 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:

e On 17.8.98,.__Code A 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
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 s/c diamorpine on
20.8.98.

e 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.

» 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
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 initially/signed, but | cannot identify the authors.
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e There is no mention in the notes about the blood in the catheter bag on
21.8.98.

o Why was her mother given diamorphine, and why was she started on such a
high dose? The prescription chart, written by Dr Barfon, 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 o 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 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.

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

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

s 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.

e 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:

» Irene 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.

e Anne Naysmith (paliiative care expert)
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Noted that medical notes and a second drug chart appeared fo 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

[

to

mv view. there is at least one potential allegation of misconduct that could be put
Code A iand 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 inappropriate_or that a syringe driver should be used.
Accordingly, she alleges that k code A falsified the note of their conversation.

There are clear evidential issues with this allegation:

it would appear that the only people present during the conversation were

___________________________

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 Bede, as he was the person who eventually dealt with Mrs Jackson's
concems;

| 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;

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;

It 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 fo
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 fo these concems are as
follows:

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 waif 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 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: 5'6'5&;"}{;

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 { Code A i was part of a conspiracy
to practice euthanasia

e Devine — there are particular mentions of Code A 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. code A [They did

not like her manner and formed the impression that she did not like their
father who was a “hig 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.

come so they spoke to/ ™" "Code A 1ON 21 8.98,™ __Eji_:_;;g_e_'_;_i_'_'_'_'_‘_'_'_'_' sent them to get
rest and promised he'd

back on the ward, he told them Mrs Wilkie had just dled However, the family
thought she locked “yellow and waxy”, and that she had not only just died.

ooty |

* Richards (this case was closed by the PPC) i Code A is criticised
-in family member statements for not recognising that Mrs Richards was lying
awkwardly following a fall.

+ Middleton — the police memo records that Mrs Middleton had concemns that
patient food and drink was being left out of reach, and that she raised this
with the ward managers " "code A~ 1and 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

o Prepare a full report on work done to date and next steps

Page 2 of 2
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PATIENT ADMISSION DEATHIDISCHARGE NAMED NURSES NAMED DOCTORS EXPERT'S CONCLUSION NMC COMPLAINT?

1 _Abbatt 29.5.80 30.5.90 S/N Bro? {IW) Dr A7 (IW) B2/A2/B2 No
2 Amey 14.11.90 20.12.90 None None A2/B/B2 No
Dr Barton, Dr Lord,
3 Batty Sep-90 2.1.94 None Dr Beasley (IW) B2/B2/C2 No
_SIN Giffin (IW)
4 Brickwood 3.2.98 12.6.98 iCode Ai(family) None B2/B2/A2 No
Dr Reid (IW)
Dr Brooks, Dr Barton
S/N F? and Nurse & Dr Briggs (RF)
5 Chivers 11.5.99 20.6.99 B? Dr Barton (family) A2/B2/B2 No
Dr Barton, Dr Lord
(W)
6 Dicks 28.12.98 22.3.99 SN Basher (IW)  Dr Barton (family)  B2/A2/A2 No
. Dr Walters, Dr Lord
7_Hall 5.7.93 6.8.93 Sister Jones (IW) (1W) A2/B3/A2 No
' ' SRi,,4e pj@nd  DrBarton (IW)
8 Lee 14.4.98 27.5.98 SIN Dr Barton (family)  None/B2/B3 No
SIN. lovee and . S/N
N
& Dr Barton (IW)
F COde A Dr Barton and Dr
. 9 Carby 26.4.99 27.4.99 (s Lord {family) A2IA2/A2 Yes
fe do
Dr Pennells, Dr
Shenton, Dr Yeo, Dr
Chilvers (IW)
11 Hadley _ 5.10.99 10.10.99 SN Pe? (IW) Dr Bee Wee (RF}  A2/B2/A2 No
Dr Barton and Dr
12 Hobday _ 24.7.98 11.9.98 SIN Roberts (IW) Lord (IW) A2IAZIA2 No
E SIN Dorrington
13 Page 27.2.98 3.3.98 (IW) Dr Lord (family) A2/A2/A2 Yes
Code A |
14 Parr 31.12.98 29.1.99 g Dr Barton (family)  A1/A2/A2 No
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'Massive*nurse  Dr Reid and Dr Lord
1€ Code A __11.11.98 3.12.98 (family) (IW) A2/A2/B2 No
Sister Jones (IW) Dr Bealey and Dr
Sheila Rogers Brand {IW)
16 Queree  29.7.94 10.10.94 (family) Or Barton {family) A2/A2/A2 No
S/N Bre?, SSN
Ray, S/N Markham
(Iw) Dr Barton, Dr Gibb,
Nurse Ashridge  Dr Viewer (IW)
17 Reeve 11.11.96 14.4.97 (family) Dr Barton (family)  A2/A2/B1 No
18 Ripley ? ? (still alive) A2 No
SSN Tubbrittand  Dr Barton and Dr
19 Taylor 3.10.96 20.10.96 S/N Nelson Lord (IW) B2/A2/B2 No
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PATIENT ADMISSION DEATH/DISCHARGE NAMED NURSES

NAMED DOCTORS

NMC100086-0236

HreZ.

EXPERT'S CONCLUSION NMC COMPLAINT?

No
No
No
No

No
No
Yes

No
No
No
No

No
No
No

No

No
No
No
No
No

No

No
No
No
No
No

20 E Aubrey 12.6.95 15.6.96 S/N Treadore & S/N Tubb? (W) DrBarton & Dr Lord (AN & family) B1/B1 or B2/C3

21 HAubrey 1.6.99 2.6.99 None Dr Barton & Dr Lord (family)/Dr Bee Wee (PL) B3/B3/B3

H i3

23 Ramsey 1.6.01 27.11.01 (alive) None None A1/AZ or A1/A2

24 Rogers  30.1.97 4,297 RGN Dorrington {IW) Or Barton (familyy/Dr Barton (IW)/Dr Lord (AN} A1/A2/A1

25 Tiller 4,12.95 13.12.95 - i Dr Barton (iwW) A2JB2/A2

26 Wilkie 6.8.98 21.8.98 Dr Barton/Dr Lord (family) Dr Peters (iW) B2 or B3/no grade/B2

27 Corke 22.7.99 14.8.98 Dr Beale (iW) No grade/A1 or no grade/A2 No

Dr Banks/Dr Munroe/Dr Page (IW)/Dr Barton

o Tode A . ) 2/A1IA1

20 Stanford 23.11.93 27.11.93 Sister Goldsmith (IW) Dr Barton (family)/Dr Barton (IW) B2/B2 or B3/A2

30 willis 9.4.97 16.2.99 S/N Marjoram (IW) Dr Barton (family}/Or Lord & Dr Barton (IW) B2/AZIA2

31 Burt 10.2.99 22.3.99 Hallman (IW) None B1/A1 or A2/A2
None (AN criticises nursing re:

32 Miller 31.3.99 8.4.99 lack of clarity over co-codamol)  Dr Barton (family) B2A2IA2

33 Leek 6.8.98 18.12.98 None Dr Barton (family)/Or Barton & Or Lord (IW) B2/B2/A1

34 Skeens  20.10.95 29.10.85 Marden {IW) Dr Lord & Dr Barton (IW) B2/A2/A2

Dr Barton (family)/Dr Knapman & Or Barton

35 Marshall 29.12.95 7.1.96 (Iw) B2/B2/A2

36 Brown  Continuing B.10.97 Sister_ ¢ Dr Barton (IW) B3B2/A2

37 Dumbleton 25.5.93 12.6.93 None Dr Barton (family)/Dr Barton & Dr Lord (IW) No grade/A3/A1

38 Harrington 8.6.93 21.7.93 SiN Joines (iW) Dr Barton & Dr Lord (IW) B2/A2/A1

39 Ciements 6.2.95 12.2.95 SN Tubbritt (IW) Dr Barton & Dr Tandy (IW) B2/B2/A2

40 Smith 30.3.99 6.4.99 None None No grade/A1/A1
Sister Goldsmith, S/N Gore, S/N

41 Donaghue 16.5.91 3.8.91 Brooke (W) Dr Shawcross, Dr Sution, Dr Pennels (IW) B2/A1 or A2/A1
SINWIlkin&§ Code A 3 Dr Lord {family) Dr Lord, Dr Benton, Dr

42 Benson  21.8.95 8.2.97 (w) T Knapman, Dr Brigg, Dr Beesley (IW) B3a/AZ/A2

43 O Cresdee 3.4.90 2.6.90 None None No grade/No grade/A2

44 Humell  14.5.99 18.5.99 None None A2/A2/A2

45 Hom 5.11.99 12.11.99 None None B2/B2/83

48 Askew  7.5.98 10.5.98 Hallmann & Theadas None B2/B2/83

47 Horn 26.3.98 6.5.98 S/N P Shawand""Coge A 7 DrlLord & Dr Barton (family) Dr Banks (W) B2/B2/B3

No



i_._..P.AIlEm'_..ADM]SSIQN._DEAIHIQISI;HARGE_.NAMED_NUBSES_ ................... _Clg.g;ngD DOCTORS EXPERT'S CONCLUSION _NMC COMPLAINT?
49 Cousins  10.7.00 25,8.00 SS/N Tubbritt (7) Dr Wilson, Or Khawaja, Dr Beasley(?) 1A(unanimous) No
50 Taylor 21.1.00 14,.2.00 Nona Dr Barton, Dr Knapman, Dr Bee Wee, Dr Lord(?) 2B/2A72A72A No
Dr Hajiartoris, Dr Lord, Dr Bark, Dr Peters, Dr
51 Town 9.5.88 28.11.86 SS5/N Tubbritt (7) Brookes (7) 2AJ2A1AJ2A No
52 Lee 7.5.98 0.5.68 None Dr Barton (AN) 28/28 No
53 Hill 8.11.93 15.11.08 None Dr Lord, Dr Peters (AN) 2A2A No
54 Stevens 20.5.89 22.5.89 SS/N Tubbritt (?chdeA (family)  Dr Barton (family} 2B/2A2BMA No
SIN Griffin (), Bi._._._,_amily) +
others described in stalement re:  Dr Barlon {?/family) + cthers described in
55 Richards 17.8.88 22808 hospital records slatement re: hospital records 2A2AI1TAS2A No
56 Graham 16.8.00 14.9.00 Bede (family) Dr Lord (7) 1AMANMAS No

NMC100086-0237
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o0 ¢ feeq
PATIENT  ADMISSIO DEATH/DI:NAMED NURSES NAMED DOCTORS EXPERT'S CONCLUSION NMC COMPLAINT?

57 Attree 26.7.96 24.8.96 S/N Ray, S/N Jarman (IW) Dr Barton, Dr Banks (family) A1/A1/A2 No
58 Cresdee,R  176.96 7.7.96 SiN Jarman, SEN Nelson (IW) Dr Asbridge (family) AlIA1IA2 No

Dr Wilson, Dr Sankon, Dr

Banks, Dr Wilson (IW) Dr Reid
59 Hooper 12.9.00 9.10.00 None (AN) Dr Barton (family) AT/A1AY No
60 Martin 6.1.98 8.1.98 None Dr Knapna, Dr Barton (W) B2/A1/A1 No
61 Brennan 10.1.98 1.7.98 None Dr Lord, Dr Barton A2/A1IA No

Dr Childs, Dr North, Dr Taylor
62 Wellstead 7.4.98 13.5.98 None (IW) B1/A1/? No
63 Chilvers ? 19.8.90 ‘Code A 1ubbritt (summary) None None - inadequate info No
S oAk ; No
65 Hall 1.6.99 19.6.99 None Dr Bee Wee (RF) A1ATIAT No
66 Williamson,J 29.8.00 18.9.00  S/N Nelson (IW) Pr Lord, Dr Knapman (IW) A1/ATAT No
67 Hillier 23595 1.8.95 Sr Broughton (IW) Dr Lusznat, Dr Collins (IW) B1/A1/A1 No
i s No
69 Baker 71180 9.11.90 None Dr Peters (IW) AVATAT No

Dr Burgess (IW), Dr Harrison
70 Clarke 5.6.00 17.6.00 None (family) A1/A1/AT No
71 German 28.11.98 3.12.98  S/N Dorrington (IW) Dr Traynor (family) Al/IATIA No
72 Eliis 236.99 5799 SSN Farrell (IW) Dr Lord, Dr Barton (iW) ANA2/AG No
73 Williamson,l 3.8.00 1.9.00 S/N Neville (IW) Dr Lord, Dr Palmer (IW) A2/ATIA No
74 Middleton  15.8.01  2.9.01 Bede, Wilkins (family) None A1A1A1 Yes (NCTA PPC)
75 Walsh 9.6.94 14.6.94 None Dr Erskine, Dr Cosham (IW)  A1/A1/A1 No
76 Midford 8.7.99 20.7.99 None Dr Pennells, Dr Banks (IW) A1A1A1 No
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PATIENT

77 Windsor
78 Houghton

79 Jarman
80 Carter

ADMISSIO DEATH/DI!NAMED NURSES NAMED DOCTORS EXPERT'S CONCLUSION NMC COMPLAINT?

27.4.00

31.1.94

27.10.99
8.11.03

7.5.00
6.2.94

10.11.99
24.12.93

Dr Knapman, Dr

None Green (police report) A3/A3/A1
Sister Goldsmith  Dr Barton, Dr Peters

(W) (W) A3/B3/A2
""" Code A Pearce

Wy Dr Barton (family)  A1/A3/A2

Sr Jones (IW) Dr Barton (IW) A1A3A4

No

No

No
No

NMC100086-0240
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PATIENT ADMISSION DEATH/DISCHARGE NAMED NURSES NAMED DOCTORS EXPERT'S CONCLUSION
Hamblin (family);
statements from  DrBarton; DrLord  See file - Willcock and
81 Cunningham 21.9.98 26.9.98 various nurses (family) Black
Statements from See file - Willcock and
82 Lavender 22.2.96 6.3.96 various nurses Dr Barton Black
Statements from  Dr Barton/Dr See file - Willcock, Black,
83 Wilson 14.10.98 18.10.98 various nurses Knapman Baker, Marshall
Statements from See file - Willcock and
84 Packman 23.8.99 3.9.99 various nurses Barton/Reid Black
Statements from See file - Willcock and
85 Gregory 3.9.99 22.11.99 various nurses Barton/Reid Black
Statements from See file - Willcock, Black,
86 Service 3.6.97 5.6.97 various nurses Barton Petch
Statements from See file - Willcock, Black
87 Spurgin 23.6.99 12.4.9 various nurses Barton/Reid and Redferm
Shaw, Hamblin,
Bean (QAH)
(family),
statements from
88 Devine 21.10.89 21.11.99 various nurses Barton/Reid See file - Willcock
Statements from See file - Willcock and
Code A ;
Statements from
90 Lake 17.8.98 21.8.98 various nurses Barton See file - Wilcock

NMC COMPLAINT?

No

No

No

No

No

No

No

Yes
No

No

NMC100086-0241
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STATUTORY INSTRUMENTS

1993 No. 893 |

1

. NURSES, MIDWIVES AND HEALTH VISITORS

The titses, Midwives and Health Visitors (Professional
Conduqt) Rules 1993 Approval Order 1993

Made - - - - 22nd March 1993
Corming irzo force : Ist April 1993

The Lord Chancellor and the Lord Advocate, in exercise of their powers under section
2(4) of the Nurses, Midwives and Health Visitors Act 1979(a), and as respects
proceedings in Engiand and Wales and in Scotland, respectively, hereby approve the
Nurses, Midwives and Health Visitors (Professional Conduct) Rules 1993 made by the

United Kingdom Central Council for Nursing, dezferyandH&th‘mmgandsctom
in the Schedule hereto.

This OrdermaybedtedastheNmss,Midwiv&andethﬁm'(meﬁsional
Conduct) Rules 1993 Approval Order 1993 and shall come into force on 1st April 1993,

Dated 22nd March 1993 Mackay of Clashfern,C.
Lord Advocate’s Chambers
Dated 22nd March 1993 ) Rodger of Earlsferry

Lord Advocate

{a) 1979 c36.

NMC100086-0243
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‘ THE SCHEDULE i
THE NURSES , MIDWIVES AND HEALTH VISITORS
(PROFESSIONAL CONDUCT) RULES 1993
made by
THE UNI'I'ED KINGDOM CENTRAL COUNCIL FOR NURSING
MIDWIFERY AND HEALTH VISITING
under
THE NURSES, MIDWIVES AND HEALTH VISITORS ACT 1979 AND
THE NURSES, MIDWIVES AND I-IEALTH VISITORS ACT 1992

-

ARRANGEMENT OF RULES
Rule No.

PART1I
Citation and intetpretation
Removal from, and restoration to, the register
Suspesnsion from the register
-Caution as to fumre conduct
Removal, alteration and restoration of eatties
Consideration of allegations of misconduct
Initial consideration of allegations of misconduct
Commencement of disciplinary proceedings
Rcfena]bxpmf&ssionalsu'eenetsto Preliminary Proceedings Commitiee
. Voting

I R N N S

[
= e

PARTI1
13. Notce of Inquiry before the Conduct Commmittes
14. Postponement or cancellation of hearing
15. Opening of inquiry and reading of the charge
16. Misconduct: procedure to be followed where conviction is alleged
17. Misconduct: procedure to be followed regarding other allegatiors
18. Procedure upon proof of the facts in cases of alleged misconduct
19. Procedure in cases relating both to alleged misconduct and to other matters
20. Procedure on postponement of judgment
Z1. Procedure where there is more than one respondent
22. Restoration to the register
23. Hearing and adjournment

NMC100086-0244
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Referral to the professional screeners
Evidence
Voting

Communication of the Conduct Committes’s decision to nurse, midwife or heaith
visitor registration authozities ourtside the United Kingdom
Record of caution

PART I
Appointment of persons to condnct injtial consideration of cases

mmmmxmmeﬁm&mpmdm,Mm
health visitors

Examination by medical examiners
Action following consideration of reports of medicsl 2xaminers

- Provisions applying when a case has been referred w the professional screeners by
Committee

ther]nnmaxyProwetﬁngsComnmtee the President or the Conduct
Notice of Referral

Postponement or canceliation of hearing

Preliminary circulation of evidence

Conduct of inqairy

Grounds for belief that the practitioner’s fitness to practise is seriously impaired and
calling of witnesses where notice has been given

Calling of witnesses where no previous notice has been given
Presentation of the practitioner’s case '
Questions

Determination by Health Committes
Determination that finess is not impaired
Postponement of judgment
Determination that fitness is impaired
Amnouncement of determination

Commumication of decision

Termination of suspension and restoration to the register
Notice of resumed hearing

Apphication of rules 37 to 49

Adjournment of proceedings

Deliberation in camera )

Evidence

Voting

Postal service of documents

Communication of Health Committee’s decision to murse, midwife or bealth visitor
registration authorities outside the United Kingdom

NMC100080-0240
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PARTIV

58. Interim suspension of registration
59. Termination of interim suspension
60. Miscellaneous -
61. Transitional provision
62. Revocation of previous rules
" FIRST SCHEDULE — Form of Notice -

SECOND SCHEDULE — Medical Examiners -
The United Kingdom Central Council for Nmsing., Midwifery and Health Visiting, in

exercise of the powers conferred on it by sictions 12 and 12A of the Nurses, Midwives
and Health Visitors Act 1979 (a), hereby makes the following rules:

*fiam.

PART I
—(l)lh&senﬂsmaybeatedastthm'ses Midwives and Health Visitors
(Professional Conduct) Rules 1993.

(2)Forthepmpos&safth5¢mlesthefoﬂowmgmonshavethemwmngs
hereby respectively assigned to them except where the context otherwise requires—

(2) “the Act” means the Nurses, Midwives and Health Visitors Act 1979;

(b) “applicant” means a former practitioner -vho has been removed from the
register, or whose registration has been suspended, and who s making an
application for her name to be restored to the register, or for the termination of
soch suspension;

(c) “complainant” means a body or person by whom a complaint has been made to
the Councii alleging that a practitioner has been guilty of misconduct or that her
fitness to practise is seriously impaired by reason of her physical or mental
condition;

(@) “the Condrict Committee” means the Professional Conduct Committes of the
Coundil constitated under rule 12;

(e) “the Council” means the United Kingdom Central Council for Nursing,
Midwifery and Health Visiting;
(ﬂ“theCoundlsoﬁner”meansanyemploveeoftheComdlmmgtbc

Proceedings Committee, the Conduct Committee, the professional
screeners or the Health Committee;

(g) “the Vice-President” means the Vice-President of the Council;

(h) “the Health Committee” means the Health Committee of the Council
constitnted under rule 29;

(i) “legal assessor’” means a person appointed to be a legal assessor under the
provisions of paragraph 3(1) of Schedule 3 to the Act;

(3) “medical examiners” means the persons referred to in the Second Schedule to
these rules;

(k) “misconduct” means conduct unworthy of a registered nurse, midwife or health
visitor, as the case may be, and indudes obtaining registration by fraud;

() “Notice of Inquiry” means the notice referred to in rule 13(1);

(m) “Notice of Proceedings™ means the notice referred to in rule 9(1)(2);

- () “Notice of Referral” means the notice referred to in rule 35(1);

(2) Scction 12 was amended by sections 7 and 8 of the Nurses. Midwives and Health Visitors A 1992 (c.16) and
section 12A was inserted by section 9 of that Act. )



(o) “parties to the proceedings™ means the respondent, applicant and/or solicitor
collectively or such of them as are involved in a particular case;

(p) “practitioner” means any person whose name is on the register of nurses,
midwives and health visitors;

(@) “the Preliminary Proceedings Committee™ means the Preliminary Proceedings
Committee constituted by the Councll under rule 7;

{(r) “the President” means the President of the Council;

(s) “professional screeners” means the professional screeners selected by the
- Council under rule 30{2);

(t) “the register’ means the professional register maintained by the Council under
section-10(1) of the Act, and any part or parts thereof as determirred in the
Nurses, Midwives and Health Visitors (Parts of the Register) Order 1983(a),
and “registration” shall be construed accordingly.

(a) “Registrar’” mmsthcp:rsonforthetzmebqngappomedaschrstrarand
anfExecuuveoftthomdlandmdudwanypmdulyamhansedtoact
and acting on ber behalf;

(v) “respondemt” mmsanypmcnuoncrwhosaﬂegedtobehabletoberemoved
fmmf.acreg:stm' have her registration suspended or have a caution issued as to
her f=amre conduct;

(w) “the soiicitor” means the solicitor appointed by the Council for any purpose
under these rules.

Removal from, and restoration to, the register

2—(1) The circumstances-in which a practitioner may be removed from the register
are— )
(2) that she has been guilty of misconduct; or
(b) that her fitness to practise is seriously impaired by reason of ber physical or
meatal condition.

- (2) The means by which a practitioner may be removed from the register in the

mummnmofparagraph(l)(a)mthm,mawordmmm&mlandﬂofthse
rules, the question of miscondnct has been investigated and referred to the Conduct
Committee and, in accordance with Part I of these rules, misconduct has been proved to
theCundnctCommﬁeessansfamonandtheGondnctCommmuhascﬁrecmdthc

G)Thcmmbywhmbapmcuuonermaybcmmovedmtheamnnsmof
parag;mph(l)(b)aretha:,mamdancevmhthesemls,:hequsnon of unfitness to
practise has been investizated and refemred to the Health Committee which has
determined the practitioner’s fitness to practise to be seriously impaired by reason of her
phyamlormentalcondmonandhasdn-ecwdthermoval. .

(4)Apexsonwhohasbeemtemmedﬁomthereg|sterbythemmspeaﬁedm
peragraph (2) may be restored in accordance with rule 22(1), or by the direction of the
Conduct Committee on an application made and determined in accordance with role 22

(5) A person who has been removed from the register by the means specified in
paragraph (3) may be restored in accordance with rule 49(1) or by the direction of the
Health Committes on an application made and detenimined in accordance with rule 49.

Saspension from the register
3.—(1) The crcumstances in which a practitioner may be suspended are-
(2) that ber fitness to practise is seriously impaired by reason of her physical or
mental condition; or
(b) that it appears necessary to do so as an interim measure—
(i) for the protection of the public; or
(i) in the practitioner’s interests.

(2) Sex S.1. 1983667,

NMC100080-024/
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(Z)Ihcmmsbywm&apmmMsmgmanm be suspended in the
mummosofpmagraph(l)(a)arethagmawordancewnh?an[ﬂoftb&mls the
guestion of fitness to practise has besn imvestigated and referred to the Health
Committee which has determined the practitioner’s fitness to practise to be seriously
impaired by reason of her physical or mental condition and has directed the suspension.

(3) The means by which a practitioper’s registration may be suspended in the
mmofmhﬂ)@)mh;mmﬁmmmwwmm the

Proceedings Committee, Conduct Commiittee or Health Committee has

det:mmedanddneaedthatmtemsuspenmonrsnwyforﬂnprmecuonofthe
public-or in the interests of the practitioner.

@ 'ﬂmmspmonofapcrsonsregisuanonbythemmspeuﬁedapaagraph (¢2)
may be terminated in accordance with rule 49(1) or by the direction of the Health
Committee on an application made and determined in accordance with rule 49.

(5) The suspension of a person’s registration by the means specified in paragraph (3)
may be terminated in accordance with the provisions of rule 59.

Caution as to foture conduct

4—(1) Thedmmstanmhwhichapr&cﬁﬁonamaybemuﬁomdastoherfme
conduct are that she has been guilty of misconduct.

(2) The means by which a practitioner may be cautioned as to her future conduct are
that, in accordance with Part I of these rules, the Preliminary Proceedings Committee has

considered the question of misconduct, a Notice of Proceedings has been sent to the
practitioner, and-
(a) the Prelimindry Proceedings Committee has received the practitioner’s
admission of the facts and misconduct, has made 2 finding of misconduct and has
determined it appropriate to issue a caution; or

(b) the Preliminary Proceedings Committee has referred the-case to the Conduct
Committee which has made a finding of misconduct and the Conduct Committee
has determined it appropriate to issue a caution-

Removal, alteration and restoration of entries

5. Without prejudice to her more general power to remove or alter entries in the
register which would otherwise be inaccurate, the Registrar shell remove, alter and
rcaoreenmswhmeversodnectedbythe?rehnmary?mme:ﬁngsCommme,thc
Cond;nCommueecrtheHathummneemmﬂmwxﬂ:ﬂmcmlﬁ

Consideration of: allegations of misconduct ‘
6. The Council shall consider allegations of misconduct by practitioners referred to it
with a view to proceedings for such practitioners to be removed from the register.

Prefiminary Proceedings Committee
7.—(1)APrehnnnarmeceedmgsComnntteesha]]beconsunnedby, and shall
inciude members of, the Council, in order to—
(a) carry out investigation of cases of alleged misconduct;
(b) determine whether or not to refer 2 case of alleged misconduct to-
(i) the Conduct Committes with a view to removal of 2 practitioner from the
register, of
(i) the professional sceeners, with a view to consideration of a practitioner’s
fitmess to practise;
(c) determine whether a practitioner is guilty of misconduct and, if so, whetheritis
appropriate to issue a caution as to her future conduct.

(2) The Vice-President shall be the chainman of the Preliminary Proceedings
Comuittee.,

(3) The Council shall appoint 2 of its members to be deputy chairmen of the
Preliminary Proceedings Committee and each may act as chairman of the Preliminary
Proceedings Committee at the Vice-President’s request or in her absence.

6



(4) If meither the Vice-President, nor any of the deputy chairmen is available, the
members of the Preliminary Proceedings Comumittee present at the relevant meetmg,
shall select one of their number, who shall be 2 member of the Coundl, to act as
chairman.

(5) The Preliminary Proceedings Committee shall be quorate if at least 3 members of
theCouna]mnsﬁmamajoﬁtyof!hoseconsideﬁngapmﬁcularmsc. |

(6) The members of the Preliminary Proceedings Committee considering a

particular
case shall be selected with due regard to the professional field in which the practitioner
under consideration works or has worked.

)] ‘l'hePrehmmarmedmgsCammm:eshallmeetmpmaze.

(8) Itshalinot be nmyforthehchmmaryProwedmgsComneewhm

meeting
to consider a particular case 1o be composed ofthcmcmmbezswhocons:daadthat
c€ase on any previous 0Cccasion.

Initial consideration of allepations of misconduct
8.~-(1) After an adllegation of misconduct which the Council’s officer considers may
lead to removal from the register is received by the Conndil, the Registrar shall send, i
writing, to the practitioner concerned-
(2) a summary of the allegations;
() notice that the Prelinninary Proceedings Committee will in due course consider
the matter; and
(c)oonﬁmanonthat,lfaNouaeomeceedmgsxsmedbyther}mma:y
Proceedings Committee under rule 9(1)(a), the practitioner will be invited to
respond in writing to the Notice, but that if the practitioner wishes to submit a
to the summary of allegations, such response will be made

preliminary response
available to the Preliminary Proceedings Committee, proudedmantlsreemred
by the Comncil in time to do so.

(2) The Council shall, if it considers it appropriate, conduct, through the solicitor or
otherwise, an investigation before the matter is first considered by the Preliminary
Prowe&ng&mmneeandrfwchanmmnonwﬁmthmﬂwpmcﬂummay
be removed from the register, the Registrar shall send to the practitioner copies of
statements obtained durng the investigation, together with any other documents
considered appropriate which are in the Coundil’s possession, and again notify the
practitioner that she is entitied to submit a preliminary response for consideration by the
Preliminary Proceedings Committee at its meeting.

{3) At any stage in its consideration of allegations made against a practitioner the
Prelminary Proceedings Commnittee may-—

(a) decline to proceed with the matter;

(b) require further investigations to be conducted;

(c) adjourn consideration of the matter;

(d) refer the matter to the professional screeners;

(e) ukctheadvmecftbesohutorandmymhmtoobmachdoammrs,
proofs of evidence and other evidence in respect of the allegations-as he
considers necessary; -

(f) 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.

(4) Any statatory deciaration which may be required from a complainant who is not
acting in a public capacity shall stare the address and description of the complainant and
the grounds for bker belief in the truth of any fact declared which s not within her
personal knowledge.,

Commencement of proceedings

9.~(1) The Preliminary Proceedings Committee shall consider allegations of
Jmisconduct and shall, subject to any determination under rule 8(3), and where it

“considers that the allegations may lead to removal from the register, direct the Registrar
10 send to the practitioner—

NMC100Ucb-uL4Y
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(a) a Notice Of Proceedings;

(b) copies of statements obtained by the Council during mv&cuganon of the
allegations and any other documents the Preliminary Proceedings Committee
considers appropriate which are in the Council's possession, umless such
documents have already been sent to the practitioner under rule §(2) or
otherwise;

(c) a request that the practitioner respond, in writing, to the Notice of Proceedings.

(2) The documents referred to in paragraph (1) shall be sent by the recorded delivery
service to the registered address of the practitioner contained in the register or, if the
Registrar has reason to believe that that address is not her present aduress, thentcany
later address which may be known to the Registrar. =

(3) Where a Notice of Proceedings has been sent to a practitioner the Preliminary
Connnmecshallconaderanywmmnr&spomebythcpmcmonerand,
subject to any determination under rule 8(3), shall-

(a)refertoﬁ:eCondnctCommmecamsewindznwnmdusjusnﬁﬁahwmg
before the Condnct Committes with a view to removal from the register;

(b) if it considers that the practitioner’s fimess to practise may be seriously
impaired, by reason of her physical or mental condition, refer a case to the
professional screeners;

(¢) i not referring a case to the Conduct Committee or professional screeners, and
provided that the practitioner has admntted the facts alleged im the Notice of
Proceedings, and that such facts constitote misconduct, detenmine 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.

(4) Where the Preliminary Proceedings Committee has decided it is appropriate to
issue a caution under paragraph (3)(c) it shall direct the Registrar to do so.

(5) Where the Preliminary Proceedings Committee has decided not to refer a case to
the Conduct Comunittes

BRY 2L P
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under pzuagxaph (3)(a), the Registrar shall so inform the

complainant and the respondent but no person shall have any right of access to any
documents relating to the case, nor shall the Committee be required to state reasons for,
Or review, Its decision. -

Rdmﬂbyprdmfnnlmmheﬁmhmyhnmdingcm

10, Whmamewhchhasbeenrderredtothepmfmonalmbythz
Prefiminary Proceedings Commiittes or the President pursuant to rule 8(3)(d) or rule
14(2) respectively, is referred back to the Preliminary
Preliminary

Committee,
Commm=cshan1mcnsconsdmuonofthcmsem
accordance with Part 1 of these rules.

Veting

11.—(1) Any question put to the vote of the Preliminary Proceedings Committee shall
be put in the form of a motion. The ¢hairman shall call on ail members present to vote for
or against the mation by raising their hands and shall deciare that the motion appears to
have been carried or not carried, as the case may be.

(2) Where the result so declared is challenged by any member, the chairman shall
require 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 number who have
voted against, the motion and whether the motion has been carried or not carried.

(3) Where on any motion at a mesting of the Preliminary Proceedings Committee the
votes are equal, the motion shall be deemed to have been resolved in favour of the
practitioner under.consideration.

(2) No member of the Preliminary Proceedings Committee present whea any question
is put to a vote may abstain from voting.



-

PARTII

Professional Condnct Committee
12.—(1) A Conduct Committee shall be constituted by, and shall include members of,
the Council, in order to determpine whether—
(2) a practitioner shall be removed from the register, whether or not for a specified
. period, for reasons falling within rale 2(1)(2);
a practitioner shall be cautioned as to her futnre conduct, forrwsonsfaﬂmg
mr.hm.mIeZ(l)(a)
(©) apasonwhohasbeenremovedﬁnmtheregsnermaybemtomdton;
(d) an entry in the registér may be altered.

3 TheCondnctCommmeesmnbequfa:kzstﬂnummbmofﬁmCmal
constitute a majority of those considering a particniar case. .

(3) The Conduct Committee hearing any particular case or cases shall be chosen with
durega:dtothepmhssionalﬁelﬂshwhidxthepraahionerorpﬂsonmdzr
consideration works or has worked. "

(4) The President of the Council shall be the chairman of the Conduct Committee,

(5) The Council shall appoint 2 panel of not more than 9 persons from whom a deputy
chairman may be chosen who shall then take the chair in the absence of the chairman, or
at ber request.

(Qﬁndmuihccbainnanmranyoneofﬂmedeputychairmmisavaﬂab]e,thc
members of the Conduct Committee present at the relevant meeting shall select one of
their number, who shall be a member of the Coundl, to act as chajtman.

(?) Any person who has participated in the consideration of a case as a member of the
Proceedings

Prelimimary Committee or as a professional screenet shall not be permitted
to be a member of the Conduct Committee dealing with that case.

Notice of Inquiry before the Condnct Committee '

13.—(1) Where a case has been refemred by the Preliminary Proceedings Committes
or the Health Committee to the Conduct Committee, the Registrar shall send to the
respondent a Notice of Inquiry in writing in the form set out in the First Schedule to these
roies, specifying the nature and particulars of the charge against her, and informing her
of the date, time and place of the meeting of the Conduct Committee which will
consunneﬂxchmgofmemqnny The Notice of Inquiry shall be sent by the recorded
delivery service to the registered 2ddress of the respondent contained in the register or, if
the Regisrar has reason to believe that that address is not her present address, then to
any Iater address which may be known to the Registrar, and shall be posted so as to allow
atmzsdayswdapsebctweenﬂmdayOnwhdnheNouceoﬂnqmympmdand
the date fixed for the hearing, unless the practitioner agrees otherwise.

(2) The Notice of Inquiry which is sext to the respondent pursuant to paragraph (1)
shaﬂnotmdndeanydmgemeomsnmtwnhﬂaewbsmofamhanegauonsasm
set out in the Notice of Proceedings.

3 Thechns&arshaﬂsendampyoftthohneoflnqmthh:Omhnm

(4) Upon the application of 2 party to the proceedings to be dealt with by the Condunct

, the Registrar shall send to that party copies of any statutory declarations,

expiananm,admmonorothersnnﬂarsm&mmtorwmmummonsemmtthomul
by enther the complainant or the respondent with respect to the procsedings.

(5) The respondent may appear in person or be represented at the hearing by coumsel

gr;soliatar , OF by any officer of a representative organisation. or by any other person of

(6) The Council shall prosecute proceedings which have been referred to the Conduct
Committee,
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Postponement or canceliation of hearing
14.—(1) The President, of her own motion or upon the application of a party to the

proceedings, may postpone the hearing of an inquiry or may refer the marter back to the
Preliminary Proceedings for further consideration as to whether a hearing
should take place.

(4] Thehwdemmay,manynmbefomtheheamgofanmqmybythe&ndm
Committee referthecasetothcpmfmona]scxeeners.()nsnchrﬁmalthc
Conduct Cammittee shiall take no further steps in relation to the inquiry. pc.ndmga
deusonbythepmfmonalscmenusand,xfappmpnate theHmlmCommmee.

(3)ere:ebdorcthchmgbegmsztappwstothechanmanufth=Cmduct
Committee, or at any stage daiying the hearing it appears to the Conduct Committee, that
a Notice of Inquiry is defective, she or it shall cause the Notice to be amended. unléss it
appears that the required amegdment cammot be made without injustice, or if she or it
considers that the circumstances in which' an amendment i$ made so require, she or it
may direct that the hearing shall be postponed or shal not take place:

(4) The Registrar shall, as soon as practicable, inform all parties to whom a Notice 6f
Inquiry has been sent of any decision to postpone. o5 cancel the hesring specifying, in the
case of a postponemest, thc'furthcrdatcﬁxedfmtheh&amg.

Opumgqumymdtﬂtﬂngothdmrge

15~—(1) Where the respondent does not appear. the chairman:.of the -Condnct
Committee shall call upon the solicitor to satisfy the Conduict Committee that the Notice
of Inquiry has been received by the respondent. If it foes not appear to have beén so
received the’ Conduct Committee may nevertheless proceed with the hearing, f it is
satisfied that all reasonable efforts in accordance with these rules have been made to-
serve the Notice of Inquiry on the respondent.

(Z)mechargeshal]bemdmpnbhcandmmepr&nceofthepmu&stothc
pmwcdingsbytheCouncﬂ’soﬁccr If the respondent does not appear but the Conduct

Commmittee nevertheless decides that the hearing shall proceed the charge shall be read in
ber absence.

(3) As soon as the charge has been read the respondent may, if she so desires, object
to the charge, or to any part or parts of it, on a point of law, and any other party to the
procesdings may reply to any such objection. If any such objection is upheld, no further
pmwedmgsshaﬁbetakcnonthatd:argeoronthatpanofthedmgemwhchthe
objection relates.

Mismndnd:mmbefonmedwhﬂemviﬁonisaneged

16.—(1) In cases arising out of a complaint alleging misconduct from which it appears
thatapmmuoucrhasbeenmaedofacmmnalaﬁm,bmcxdndmganym
which fall within section 1C(1) of the Powers of Criminal Courts Act 1973(a) or section
&(1) of the Probation Act (Narthem Ireland) 1950(b), the following order of proceedings
shall be observed concemning proof of the conviction alleged I the charge-

(a) the solicitor shall adduce evidence of each conviction;

(b) where a person has been convicted by or before a Court in England, Wales er
Northemn Ireland or before a Court-martial,. a certificate that she has been so
comvicted granted by 2 competent 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 10 prove beyond reasonable doubt that she is not the person
referred to in the certificate of conviction or that the offence referred to in the
certificate of conviction was not that of which she was convicted;

(c) where a person has been convicted by or before a Court in Scotland, an extract
conviction shall be conclusive evidence of the conviction for the purpose of these
rules unless the person is able to prove beyond reasonable doubt that she is not
the person referred to in the' exiract conviction or that the offence referred to in
the extract conviction was not that of which she was convicied;

(a) 1973 c.62: section 1C was inserted by the Criminal Justice Act 1991 {c.53). s=ction 8(3)(3) and Scheduie 1.
®) 1950 c.7 (NI-
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(d)-if na evidence Is adduced concerning any particlar conviction, the chairman of
the Conduct Committee shall therenpon announce that that conviction has not
been proved;

(c) if the respondent appears, the chairman shall ask her conceming each conviction

of which evidence is adduced whether shie admits that she was so convicted and if
she does so admit the chairman shall thereupon annonnneﬂ;anhcconwmcmhas

been proved.
Q)'If,mmmndmappm émdo&cnotadmnﬂmdmwzssooonvmdsiw
mymenaﬂdme concerping-aqy conviction which she had not admitted, but

caly on the question of whether she was the person convicted as alleged of whether the
. offenpe. réferred 10 was pot that of which she was convicted, and may address the
Condnot Committes on that guestion;- provided that only one address may be made
nnderﬂmpamgmphand,wbercﬂ:e'mdmadd:mmdm thataddxmmaybe
made efther befort thit evidence is begun or after it is concinded. '

(3)Wh=ecvxdmccsaddnwdnndamgmph(2),thcsoﬁumrmyad&we
evidence to rebut such evidence.,

@ Emptwwcmem&mhmmd&aﬂemmaedasaﬂcgedrhe
Conduect Committee shall next "every conviction of which evidence has been
adduced and skl determine or not it has been proved; and the chaimman shall
amammm:dammmsaﬁmasme@ndwmshanm

(5) After the Conduct Committee las determined that any conviction has been proved
-the validity of that-conviction shall not be questioned, either by the Conduct Committee
or by any.party to the inquiry.

(6) Proof of conviction shall be conclusive evidence, for the purpose of these rules, of
the commission by the respondent of the offence of which she was comvicted.

(7) Proof of conviction alone shall not constitute miscondnct; misconduct shall be a
matter for the Conduct Committee to determine in accordance with these rales.

(S)Atthemndnmofthepmcee&ngunderpmgmpm(l)toﬁ) the chairman
shall imvite the solicitor to address, the Conduct Committee as to the cicumstances
leading to the conviction or convictions and the sobcitor may addnce evidence as to those
crcumstances. The respondent may then address the Conduct Committee as to the
circumstances and may addece evidence. Eesoﬁamrshallhavean@tufreplyandmay
adduce evidence Hmited to those matters raised by the respondent.

Miscondunet: procedure to be followed regarding other alegations

17.~(1) In cases ariting out of a complaint from which it appears that a question

arises as to whether a respondent has been guilty of misconduct the following order of

proceedings shall be observed in respect of proof of the charge or charpes—

(a) if the respondent appears the chairman shall ask her whether she admits the
facts alleged in the charge or charges and if she does so admit them the chairman
shall therenpon announce that the facts have been proved; ‘

(b) I the respondent does not appear and has not admitted in writing to the
Conduct Committee after receiving the notice of inquiry the facts alleped in the
charge or charges, or if she appears and does not admit all the facts alleged, the
solicitor shall open the case and a2dduce evidence of the facts alleged;

(c) if the respondent does not appear but has admitted in writing to the Conduct
Committee after receiving the notice of inquiry the facts alleged in the charge or
charges the chairman shall announce that the facts have been proved, the
chainman shall then invite the soficitor to address the Conduct Committee as to
the arcumstances leading up to those facts in the charge or charges and the
solicitor may call evidence;

(d) ¥ no evidence is adduced concerning any particolar charge on which there has
been ro admission of the facts alleged, the Conduct Committee, subject to its
right in such a case to order the adjournment of the inquiry, shall record, and the
d:mnnanshananmuncethcﬁndingthatﬂmnspondmtxsnotgtﬁhyof
misconduet in respect of the matters to which that charge relates.

1
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{2) Where the respondent appears and has admitted the facts the following further
order of proceedings shall be folowed~-

(a) the solicitor shall address the Conduct Committee as to the circumstances
leading up to the facts in the charge or charges and may call evidencs;

(b) the respondent or her representative shall have a right of reply and may call
evidence in connection therewith;

(c) the solicitor shall have a futher right of reply and may adduce evidence limited to
those matters raised by the respondent;

(d) any witness called may be cross-examined and re-examined.

{S)Whmthemdemappwsbmdmmtadmnmefamthc‘fonowmgmduof
proceedings shall be observed-

(a) thcsolmtorshaﬂpmtthccascagamsttherwpondmtandthermpondem
shaﬂhaveﬂ:enghttom—mmeanype:songwmgcwdcnccagamsthcrand
the solicitor may re-examine;

(b) at the close of the case against her the respondent may, if she so desires, make
either or both of the following submissions relating to any charge concerning
which evidence has been adduced, namely-

(1) that no sufficient evidence has been adduced upon which the Conduct
Commuttes could find that the facts alleged in that charpe have been
proved;

(i) that the facts alleged in the charge are not such as to constitute misconduct;

andwherecxﬂzerorboﬂaofsnchmbmonsrsmade any other party may reply

thereto;

{c) if a submission is made under sub-paragraph (b), the Conduct Commmittee shall,
in camera, consider'and determine whether it should be upheld; if the Conduct
Comuittee determines to uphold the snbmission, it shall record, and the

NMC100086-0254

chairman shall announce the finding that, in relation to the matters to which that -

charge relates, the respondent is not guilty of misconduct;

(d) where such submissions are heard and are rejected by the Conduct Committee
or where no submission has been made under sub-paragraph (b), the respondent
may adduce evidence in answer to any charge concerning which evidence has
bemaddnnedand,whethcrshead&:meudmormmyadd:&the
Conduct Commuittee; except with the leave of the Conduct Committee only one
address may be made under this sub-paragraph which, where the respondent
adduces evidence, may be made either before that evidence is begom or after it is
-concluded; at the dose of the case for the respondent, the solicitor may with the
leave of the Conduct Commitiee addnce evidence to rebut any evidence
adduwdbyﬂmerspondmt,andlfhcdo&ssothcr@cndentmaymakeafmtbm’
address limited to the rebutting evidence

(c)thesohawrmaywnhﬂxelmcofﬂtcCandmaCommuecaddmsﬂlcCundwt

Committee by way of reply to the respondent’s case;

(3] wnhompxqmﬁnemsub—pamgmph(e),rfthenq:ondzmhasmadcasum
to the Conduct Committee on a pomt of law any other party has a right to reply
Emited to that submission.

(4) On the conclusion of the proceedings under paragraph (3), the Conduct
Committee shall consider and determuine, in camera, in respect of each charge which
mmnsomdmgwhch,xfany,oftheaneganmhavebempmvedmmsansﬁanm

(5) If under paragraph (4) the Condnct Committee determines in respect of any
charge, ejther that none of the allegations in the charge has beem proved to its
satisfaction, or that such facts as have been so proved would be insufficient to support a
finding of misconduct, the Conduct Committee shall record a finding that the respondent
is not guilty of misconduct in respect of the matters to which that charge relates. The
chairman shall announce the findings in public and declare that the respordent is not
guilty of misconduct in respect of the marters to which the charge relates.



Procedure upon proof of the facts in cases of alleged misconduct

18.—1) Where in a case of alleged misconduct the Conduct Commmittee has found the
facts or any of them alleged in any charge to have been proved to its satisfaction the
following procedure shall be observed~

(@) if the respondent appears, the chairman shall ask her whetker on the basis of the
facts which have been proved she admits the charge of misconduct; if she does
admit misconduct the Conduct Committee shall nevertheless proceed to make a
determination under paragraph (2); if she does not admit misconduct, the
respondent either directly or through her representative may adduce both
evidence and argument as to why the facts do not constitute misconduct; the
solicitor may reply to the respondent or her representative and with the leave of
the €onduct Committee may adduce further evidence and the respondent shall
havean.@tofrcplytoanymaﬁusrmsedbymesohatorbutmaynotadm
further evidence;

) ﬁ&smdemdmmtappwmdhasnmademwmgmed:m-geof
miscondnct, the Conductcomnnmemaywnuponthesohmortopimany
further information or evidence in respect of that charge.

(2) The Conduct Committee shall then forthwith consider and determine whether in
relation to the facts found proved as aforesaid the respondent is guility of misconduct. If it
deternines that she is not gailty of misconduct in relation to some or any of such facts it
shall record a fimding to that effect and the chairman shall announce it i public.

(3) If the Conduct Committee determines that the respondent is guilty of misconduct
in relation to all or any of such facts the chairman shall invite the solicitor to address the
ConduaCommmeeandtopmwdemdcnceastothcpremoushxstozyofthe
respondemt. The respondent or her representative may cross-examine any person giving
evrdma:thsstageofthepmmdmgsandmesoﬁmrmayﬂ:enr&emmmethm
person. The chairman shall 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 evidence as to her previous history and as to character.
The soficitor may cross-examine amy person giving evidence at this stage of the
proceedings and the respondent or ber representative may re-examine that person.

(4) Except where the respondent has been found guilty of misconduct on all charges
the Conduct Commitree shall next consider 2nd determnine, in camera, whether it should
pastpone judgment.

(5) If the Conduct Commmittee determines to postpone judgment, it shall also
derermine the month and year in which the hearing will resume, and the chairman of the
Conduct Committee shall announce in public the determination in such terms and with
such recommendations as the Conduct Committee shall have approved.

(6) If the Conduct Committee determines not to postpone judgment, it shall
determine whether by reason of the misconduct of the respondent the Registrar shall be
directed to remove the respondent from the register (whether or not for a
pesiod) or whether it is approprate to issue a cantion as to the respondent’s future
conduct. The chairman shafl then ammounce the determination in public in such terms
and with such recommendations as the Conduct Committes shall have approved.

(7) Where the Conduct Commmittee has determined not to postpone judgment and not
to direct that the respondent be removed from the register, or that she be cantioned, the
Conduct Committee shail determine to conclude the case without taking any further
action on the respondent’s proven misconduct. The chairman shail then announce the
detumhaﬁonmpubﬂcmmdzmmsastheConﬂlnCamnﬁneeshanhmappmei

{8)(a) The Registrar shall forthwith send a letter to the respondent by the recorded
delivery service informing her of the decision of the Conduct Commmttes and
state any registration fee which may be due where the Conduct Committee has
determined not to remove the respondent from the register.

(b) In those cases where judgment has been postponed the letter shall set out any
recommendations made by the Conduct Commirtee including the requirement
for any registration fee that may be due.
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(c) In those cases where the respondent has been removed from the register the
letter shall set out any recommendations made by the Conduct Committee. In
such a case the letter shall also require that she should retumn to the Registrar
within 21 days any document or insignia issued by the Council or its predecessor
which indicates registration statns and warn her of her Hability to proceedmgs
under section 14(1)(b) of the Act if she holds herself ont to be a practitionerin a
part of the fegister from which her name has been removed: With the letter
shall be sent a form to be signed by the respondent and returned to the
Registrar, acknowledging the receipt of the Council’'s decision and confirming
that the contents of the letter are understood.

(d) In those cases where the Conduct Commmittee has determined that it is
_appropriate to issue a caution the letter shall record that cantion,

(e)‘IheRegtsuar in the case of the removal of the respondent from the register,

shall delete ber name from the register- in accordance with the Comdinet
Comnnmasdete:manon ;

mmmmmwwmmmmm
19. Where in any misconduct case it is alleged against the respondent that

mmondxn:sevxdencedbymmmonandalsobyothermattcrsﬂr Conduct Committee

shall proceed first under mle 17 as regards the other matters and then under rule 16 as
tegards the conviction.

Wmmmdjudglnau
20.—(1) Where under any of the foregoing provisions of these rules the judgment of
the Conduct 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 proceedings
the Registrar shall send to the respondent at the address given by the respondent

NMC100086-0256

at the earfier hearing, or to any subsequent address notified by the respondent,a -

notice sent by the recorded delivery service specifying the day and place at which
the proceedings are to be resumed and invite the respondent to appear thereat
with or without representation as she chooses;

(b) additionally, the notice shall remind the respondent of the recommendations, if
any, made by the Condoct Committee at the earlier hearing, and confirmed or
notified 10 her by subsequent letter, and shall invite the respondent to furnish to
the Registrar the names and addresses of at least two suitable persons with
knowledpe of the facts found against her who are able and willing to give
evidence as to the nature of her employment since the adjourned hearing, and
such other evidence as the Conduct Comumittee may reasonably require; such
pames and addresses shall be submitted to the Conduct Committee not less than
4 weeks before the date of the hearing;

(c) a copy of the notice shall be sent to the complainant, if any, and she may in tum,
if she so desires, send to the Registrar a.statement or stattory declaration
concerning amy matter relating to the conduct of the respondent since the
previous hearing provided that the statement or statutory declaration is made
from her own knowledge;

(d) notlessthan 4 weeks before the date fixed for the resumption of the proceedings
a notice shall be sent to both the respondent and the complainant stating the
time at which the hearing will be resumed;

(e) at the meeting at which the proceedings are resumed the chairman shall first
.invite the Coundil’s officer, or if the Conduct Committec so reguires the
solicitor, to inform the Conduct Committee, which shall meet in public, of the
famsmbﬁsheda;theoﬁgina]b&ring, and of any recommendations of the
Conduct Commmittee at the time; the Conduct Commuttee shall then consider any
reports or references and any further oral or documentary evidence in relation to
the case, or to the conduct of the respondent since the hearing at which the
ﬁndmgofmdnctwasmde and shall hear any other evidence in mitigation
or aggravation; the Conduct Committee shall allow the respondent to address
the Conduct Committee either directly or through a representative, and may
question the respondent;
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{f) the Conduct Committee shall then consider and determiine, in camera, whether
it should further postpone its judgment on the charges on which its judgment
was previously postponed; if the Conduct Committee determines further to
postpone judgment, the judgment of the Conduct Committee shall stand
postponed until such future meeting of the Conduct Committee as it may
determine; the chainman shall ammounce the determination in public in such
terms as the Conduct Committee shall have approved;

() if the Conduct Committee determines that judgment shall not be further
postponed, it shall resolve the matter in accordance with rule 18(6).

(2) Pnortothecommcemmtofanyrsmnedpromdmgs:fanev;anegamnof
misconduct against the respondent has been received by the Council, the—respondent

shall be mvited to admit, in writing, the facts in respect of the new allegation and that .

they constitute misconduct, and to agree that the Conduct Committee may, in such
circumstances, apply rule 18(6) simultaneously to-both marers.

(3) Nothing in paragraph (2) shall prevent the Conduct Committee from concluding
any resumed proceedings as though no new allegation of misconduct had been received,
or from postponing, or further postponing judgment in respect of one or both marters.

(4) I the respondent does not make the admissions referred to in paragraph (2) the
new allegation of misconduct shall be considered in accordance with Part I and, if
appropriate, Parts I, I and IV of these rules.

(5) It shall not be necessary for the Conduct Committes when mesting to consider a
case on which judgment had eatlier been postponed, to be composed of the same
members who constituted the Conduct Committee at the original hearing. The validity of
any resumed hearings shall not be called into question on these grounds.

Procedure where there is more than ope respondent

21. Nothing in this Part -of these rules shall prevent one mnquiry being held into
charges against two or more respondents where the Conduct Committee considers the
drcumstances justify the procedure; and where such an inquiry is beld the foregoing rules
shall apply with the necessary adaptations and subject to any directions given by the
CondnctCommmecontheadvmeofmclegalassssorastomeordcrmwlnch

shall be taken under any of those rules by or in relation to the several
respondents. Any of the rights ensured to a respondent under these rules shall be
exercised separately by each of the respondents who may desire to invoke any of these
nghts.

Restoration to the regjster
22.—(1) Where 2 person bas, for a specified period, been removed from the register

in the circumstances set out in rule 2(1)(a), sheshallber&noredtodxeregstzroatbe
expiry of the period so specibed.

(2) Where 2 person has, for an unspecified period, been removed from the register in
the circrmstances set out in rule 2(1)(a), any application for restoration to any or all parts
of the register for which she possesses a qualification shall be made in writing addressed

to the Registrar and signed by the applicant, stating the grounds on which the application
is made.

(3) The applicant shall then be sent a letter by the Registrar to-

(a) outline the application procedure;

(b) remind the applicant of any recommendations made by the ConductCommmee
at the time of removal;

{c) enclose a form on which the applicant must state the necessary personal details
and the names and addresses of two or more persons with knowledge of the facts
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 ker name and, where practicable, before that date;

(d) require the applicant to declare whether or not she has been conviceed of a
criminal offence since being removed from the register or that she is not the
subject of any current criminal proceedings, but if she has been convicted of a

15
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criminal offence or if she is currently the subject of criminal proceedings to
provide details thereof including the judgment and the address of the Court at
which the proceedings took place or are taking place;

(e) require her to declare whether or not she has knowingly represented herself to
be a practitioner simce the date of her removal from the register except in respect
of any part from which she has not been removed;

(f) state the fee for restoration should the application be successful;

(g) state any registration fee which may be due.

The Conduct Committee may invite the applicant to verify, by statutory dedm‘aﬁon, any
staternent made in her application.

@) Sub]ecttomepmsonsofthlsmleandtothoseofmbsz 24and25 the

oftthonduﬁComﬂecmmpeaofapphmnonsformtomontothe
register shall be such as the Conpduct Committee may determine.

(5) As soon as practicable after the documents have been received in respect of the
application a date, time and place for the consideration of the application by the Conduct
Conmmittee shall be determined and shall be notified to the applicant in a letter signed by
the Registrar. The particnlar Conduct Commmittee which considers the application shall
be convened with ‘due regard to the applicant’s professional qualifications and the part or
parts of the register to which restoration is sought.

(6) The Conduct Committee shall not consider an application for restoration to the
register in the absence of the applicant .unless it shall decide that there are exceptional
reasons for her inability to attend. In the latter circumstances the Conduct Committee
may, unless it determines otherwise, invite the applicant’s response to specific questions
it wishes to raise, and may require that the written answers are provided in the form of a

(7) At the meeting at which the application is considered the chairman shall first invite
the Council’s officer, or if the Conduct Committee so requires the solicitor, to inform the
Conduct Commmittee, which shall meet in public, of the facts established at the hearing

which resulted in removal from the register and of any recommendations of the Conduct
Commmittes at the time.

(8) The chairman may also require the Council’s officer or the solicitor to inform: the
CondnctConmmeeabomanyknownac&viﬁesoftheappﬁmnsimethe applicant was
removed from the register.

9) TheCondunCommneeshaﬂwnsdermemdencesuhmnedmr&speaafﬂn
application and may question the applicant.

(10) The applicant may appear in person or be represented at the hearing by counsel
or a solicitor, or by any officer of 2 representative organisation, or by any other person of
ber choice.

(11) Where the Conduct Committee decides that the applicant shall be restored to the
register, and so directs the Registrar, it shall also determine the date when the restoration
shall take effect and whether it should be subject to any of the Emitations for which rules
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made under section 10(3)(c) of the Act provide. The decision of the Conduct Committee

shall be announced in pubkc.

(12) The decision of the Conduct Committee shall be signed by the Registrar and sent
to the applicant by the recorded delivery service.

(13) Where the Conduct Committee has decided that the applicant shall be restored 10
the register then upon payment by the applicant of any restoration and registration fee,
meRegsu'arshancansetheapphcammbemmredtomemgzswrandshanmmﬂle
applicant a full copy of the entry in the register.

Hearing 2nd adiournment

23.—(1) The Conduct Commirtee may deliberate 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 all proceedings before the
Conduct Committee shall take place in the presence of all partes thereto who appear
therein and shall be open to the public except as provided by paragraph (3).

(3) Where in the interests of justice it appears to the Conduct Committee that the
public should be exciuded from any proceedmgs or part thereof, the Conduct Committee
may direct that the public shall be so excluded; but 2 direction under this paragraph shall

not apply to the announcement in pursuance of any of these rules of a determination of
the Conduct Committee.

(4) The Conduct Commitiee may adjourn its proceedings from time to time as it
thinks fit.

Referral to the professional screeners .

24~(1) At any time during the hearing, but before the Conduct Committee
determines whether by reason of the misconduct of the respondent the Registrar shafl be
directed to remove the respondent from the register or whether the respondent should be
camtioned as to her fumre conduct, in accordance with rule 18(6), the Comdnct
Committee may direct that the matter shall be referred to the professional screeners who
shall proceed in accordance with rule 34.

(2) Where the professional scresners or the President, under rule 34(4)(b), or the
Health Commirntee, under rule 44(a), refer a matter back to the Conduct Commmittee, the
ConductComnnneeshaﬂrme,orbegm,mthe@semaybe rsmqun'ymtotbemsc
andd:sposeoflt.
Evidence
25.~—(1) The Conduct Committee may receive oral, documentary or other evidence of
any fact which appears to it relevant to the inquiry into the case before it; provided that,
whcreafaawtndnssougmmpmveorﬂaeformmwtndlanyewdcme:stzndereds
such that it wonld pot be admissible in criminal proceedings in apy Court in England or
Wales, or Scottish Court where the proceedings are in Scotland, or Northern Ireland
Court where the proceedings are in Northem Ireland, the Conduct Committee shall not
receive evidence of that fact or in that form, umless after consultation with the legal
assessor it is satisfied that it is desirable in the interests of justice to receive it having
regard to the difficulty or expense of obtaining evidence which wounld be so admissible.
(Z)WMpreju&cetothegemamyofpangmph(l),meCom&m
may, if satisfied that the interests of justice will not thereby be prejudiced, admit in
mdemewnhomsmupmof,wplsofdocm&mswmcharememsdvsadmssible,
maps, plans, photographs, certificates of conviction and sentence, certificates of birth
and marriage and death, the records (including the registers) of the Council, the notes of
before the Conduct Committee and before other tribanals and the records of
axhuibuna!sandﬂzeCondnaCommmeemaytakemtcwnhomsmapmofofﬂm
professional qualifications, the registration, the address and the 1deumy of the
practitioner and of any other person.
(3) The Conduct Committee may accept admissions made by any party and may, in
Mme,dispmsewnhpmofofthcmannsadnmted.

(4) A witness, incnding the respondent (if she gives evidence), shall first be examined
bythemnaﬂmgherandmaythmbememnneiQus&ommaybepmmany
witness by the Conduct Committee, or by the legal assessor, with the leave of the
chairman. A witness may then be re-examined.

&) TthondnctCommmeemayreqmmesohmrtomﬂanypmonasamm
any proceedings before it.

(6) No witness as 1o fact other than the respondent, if she gives evidence, may, prior
to giving evidence, be present during the hearing before the Conduct Commirtee.

Voting

26.~(1) Any question put to the vote of the Conduct Committee shall be put in the
form of 2 motion. The chairman shall call on all members present to vote for or against
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the motion by raising their hands and shalt declare that the motion appears to have been
carried or not carried, as the case may be.

(2) Where the result so declared is challenged by any member, the chairman shall
require 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 number 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 Committes to remove a
respondent from the register the votes are equal, the motion shall be deemed to have
been resolved in favour of the respondent. For the purposes of this rule if there is an
equal Vole on whether to postpone judgment the chainman shall*so inform the
respondent and judgment shall be postponed unless the respondent objects, in which
case the Condnct Committee shall further consider its judgment in camera and determine
the mattey in accordance with rule 18(6).

(4) Where on any motion at a hearing of the Conduct Commmittee to restore an
applicant to the register the votes are equal, the question shall be deemed'to have been
resolved against the applicant.

(5) No member of the Conduct Committee present when any question is put to a vote
may abstain from voting.

Commumication of the Conduct Committee’s decision to nurse, midwife or hextth visitor
registration anthorifies ontside the United Kingdom
27. Where it is evident from the Council’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 United
Kingdom; or )
(b) was the subject of verfication of her original registration in the United Kingdom
to registration authorities in any other countries,
a communication to the relevant authorities of the decision to remove the
from the register or restore the applicant to the register shall be sent by the Registrar.

Record of caation

28. The Coundil shall keep a record for S years of each cantion issued and the record
of a caution may be taken into consideration by the Preliminary Proceedings Committee
and Conduct Committes in the exercise of thelr respective powers.

PART III

Health Committee
29—(1) A Health Committee shall be constituted by, and comprise members of, the
Council in order to determine whether, in the circumstances specified in rule 2(1)(b)-
(a) a practitioner shall be removed from the register;
(b) a practitioner’s registrarion shall be suspended:
(c) a person who has been removed from the register may be restored to it; and
(d) the suspension of a person’s registration shall be terminated.
(2) The Council shall appoint some of its members who shall be eligible and required

1o serve from time to time on the Health Committee, such members to be selected with
due regard to the need to represent a wide range of fields of professional work.

(3) The President shail be the chairman of the Health Commitiee.

(4) In addition, from amongst those persons appomted wnder paragraph (2) the
Council shall appoint a panel of six persons from whom a deputy chairman may be
chosen who shall then teke the chair in the absence of the chairman, or at her request.
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(5) In the event of neither the chairman nor any of the six deputy chairmen being
available those members who constituie the Health Committee on that occasion shall
select a chairman from within their own number.

{6) The quorum of the Health Committee shall be three.

(7) Any person who has participated in the cons:derauonofamscasamcmberofthe
Committee, or as a professional screener, shall not be permitted
tobeammnberofthel-lmlth Committee dealing with that case.

Appmhnaﬂdpusummmhﬂnlmduahmofmss

30.—(1) neCounﬁlshaHappomtapanelofnsmembastobcprofmonalscreenus
from whom 3 group of 3 shall be selected to consider any matters referred to-them, due
regard being had to the professional field inwhidnhcpwxiﬁomworksorhaswmked.

(2 Nocaseshaﬂbewnad:redbyﬂaeHmthonnmmcunlmnhmbeenrefmed
by the professional screeners appointed under paragraph (1).

Information raising the question as to the fitness to practise of norses, midwives of bealth
Ay

31.—(1) Where information in writing is received by the Registrar about any
practitioner which raises a question as to whether the fitness to practise of the
practitioner is seriously impaired by reason of her physical or mental condition, the
Registrar shall submit the information to the professional screeners.

(2) Anyone wishing to lay information must execute a stamtory declaration which
shall state—

(a) her address and designation; and

(b) the information; and

(c) h:rgmundsforthebcﬁefmthcumhofanyiactdedaredwhmhsmtmthmhcr
personal knowiedge.

(3) If it appears to the professional screeners that there is no reasonable evidence to
support the allegations they shall direct the Registrar so to inform the complamant and, if
they consider it pecessary or desirable, the practitioner. The professional screeners may,
if they consider it necessary to assist them in amriving at a decision, obtain an opinion
from a selected medical examiner on the information and evidence they have received.

(4) Unless it appears to the professional screeners that the matter need not proceed
further they shall direct the Registrar to wiite by the recorded delivery service to the
practitioner—

(a) notifying her that information has been received which appears to raise a
question as to whether her fitness to practise has become seriously tmpaired by
reason of her physical or mental condition and indicating the symptomatic
behaviour which gives rise to that question;

(b) imviting the practitioner to agree within 14 days to submit to examination at the
Counal’s expense by two medical examiners to be chosen by the professional
screeners and to agree that such examiners should furmish to the Registrar
reports on the practitioner’s fitness to practise;

(¢) informing the practitioner that it is also open to her to nominate other medical
pmcﬁﬁanasmmnmzheratherowncxpenscandtorepontomem
on the practitioner’s fitness to practise; and

(d) inviting the practitioner to submit to the Registrar any observations or other
evidence which she may wish to offer as to her own fitness to practise.

(5) All information received by the Registrar pursuant to sub-paragraphs (b), (c) and
(d) of paragraph (4) shall be forwarded to the professional screeners.

(6) In the event of the two medical examiners not being able to agree on the result of
their examination 2 third medical examiner may be appomted at the Council's expense.

(7) Before giving a direction under paragraph (4) the professional screeners may cause
su;henqmwtobemadcmmlanontothemanezsbefomthemasthzyﬂmkﬁ:.
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Examination by medical examiners

32—(1) If the practitioner agrees to submit to medical examination in response 1o an
invitation sent out under rule 31(4)(b) and (c)ﬂ:cRag:su—arshanmakearrangemsfor
such examination. The medical examiners shall be chosen by the professional screeners
in accordance with the provisions of the Second Schedule to these rules.

(2) Tke Registrar shall send to the chosen medical examiners the information received
by the Registrar and the professional screeners and shall ask the medical examiners to

report on the fitmess of the practitioner to engage in practice, and how they recommend
that her case should be managed.

Action following consideration of reports of medical examiners o

E.—(l)mcmuﬁmondmshanwmdathcmwedﬁomths
medical examiners, including any reports by medical practitioners nominated by the
practitioner under rule 31(4)(c), and shall canse the Registrar to send copies of them to
the practitioner.

(2)(a) If the medical examiners consider unanimously that the practitioner is not fit to
practise, or is a practitioner on whose practice restrictions should be imposed,
or if n the case of a difference of opinion amongst the medical examiners it
appears to the professional screeners that the practitioner may not be fit to
practise or may not be it to practise without the imposition of restrictions, the
professional screeners shall refer the information received together with the
reports of the medical examiners to the Health Committee and may direct the
solicitor to take all necessary steps to verify the evidence to be submitted to the
Health Committee and to obtain any necessary documents and the attendance
of witnesses;

(b) where in any case there is considered to be no sufficient evidence of iliness in

NMC100086-0262

accordance with the foregoing rules the practitioner and complainant shafll be so

informed by the Registrar.

Provisians applying when a case has been referred to the professional screeners by the
Preliminary Proceedings Conmittee, the President or the Conduct Committee
34.—(1) Where a case has been referred by the Preliminary Proceedings Committee,
ﬂ:chwdentorﬁchdndConmnﬂecmtthmhmonalmmcsmshan
direct the Registrar~
(a) mmmepmnmmsnbmtmmmmanma:tbe@nndlsexpensebyat
least two medical examiners to be chosen by the professional screeners; and
(b) to invite the practitioner to agree that such examiners should furnish to the
professional screeners reports on the practitioner’s fitness to practise; and

.(€) to inform the practitioner that it is aiso open to her to nominate other medical -

practitioners at her own expense 1o examine her and to report to the professional
screeners on her.

(2) In the event of the medical examiners not agreeing on their report.a third medical
examiner may be appommted at the Council’s expense.

(3) If the practitioner agrees to submit to examination as aforesaid the Registrar shall
make atrangements for such examination and any reports received to be referred to the
professional screeners, together wth the information on which the Preliminary
Proceedings Commmittee, the President or the Conduct Committee, as the case may be,
deadedtoreferthecase

(4) ﬁep:ofmomlmsbaﬂmdcrtherepomandmfomanonrefcnedmm
paragraph (3) and shall erther~

(a) refer the case to the Heaith Comunittee for 2 determination as to whether the
practitioner’s fitness to practise is seriously impaired by reason of her physical or

mental condition; or
(b) refer the case back to the Committee from which it was received or, in the case
of referral by the President ander rule 14(2), to the President who shall, subject
t0 a determination pursuant to rule i4(1), refer the matter 10 the Conduct



(S) If the practitioner fails to submit to examination as provided for in rule 31(4)(b) or
refuses to nominate other medical practitioners to examine her under rule 31(4)(c) the
professional screeners shall decide whether or not to refer the information received to the
Health Committee indicating the reason why no medical report is available.

Notice of Referral -

" 35.—(1) Subject to rule 34, as soon as practicable afier a case has been referred by the
professional screeners to the Health Commiitiee, the Registrar shall send to the
practitioner a Notice of Referral which shall-

(a) indicate the grounds for the belief that her fimess to practise is seriousty
impaired; and

(b)statemeday,mneandplamatwhwhtheﬁmthomnmwewmmeetm
consider the matter. .

(Z)Emcptwnhthsagreunemofthcmnomesbaﬂbemfmedfor
mnaduanona:anydatemhermanmemyughtdaysafmthedateofposnngthe
Notice of Referral.

3 ANonneochfermlshanbedeﬁmedtoﬂwpmcmoworsentbythemmd
delivery service to the registered address of the practitioner contained in the register or, if
the Registrar has reason to believe that that address is not her present address, then to
any later address which may be known to the Regisirar.

(4) When sending a Notice of Referral the Registrar shall inform the practitioner that
it is open to her to be represented at the hearing and also to be accompanied by her
medical adviser. The Registrar shall also invite the practitioner to state whether she
proposes to attend the hearing. -

(5) The Registrar shall send with any Notice of Referral a copy of these rules and
copies of any reports and other information which it is proposed to present to the Health

Committee, other than reports of which copies have already been sent to the practitioner
under rale 33(1).

(6) 'When forwarding copies of the information or medical reports to the practitioner
under paragraph (5) meksgmarshanaskthepmnonertomwithinfomdays
of the receipt of the Notice of Referral whether she will require evidence of any part of

the information or of the findings and opinions contained in the reports to be given orally
before the Health Committee. K the practitioner requires the presentation of oral

evidence the Registrar may fix a new date for the hearing and shall issue an amended
Notice of Referral in accordance with the requirements of paragraphs (2) and (3)-

Postponement or cancellation of hearing

36.—(1) Notwithstamdiing the provisions of the foregoing rules the President, of her
own motion or upon the application of a party thereto, may postpone the hearing of an
inquiry or may refer the matter back to the Preliminary Proceedings Committee, the
CondmaCmnmmortthrofmonalscrm,asthemcmaybe,forﬁmha
consideration as to whether a hearing should take place.

(2) Where before the hearing begins it appears to the chairman of the Health
Committee, or at any stage during the hearing it appears to the Health Commitiee, that a
Notice of Referral is defective, she or it shall canse the notice to be amended unless it
appears that the required amendment cannot be made without injustice, or if she or it
considers that the circumstances in which an amendment is made require it, she or it may
direct that the hearing shall be postponed or shall not take place.

(3) The Registrar shall as soon 2s practicable inform the practitioner of any decision to

postone or cancel the hearing, specifying, in the case of a postponement, the further date
fixed for the bearing.

Prefiminary circulation of evidence

37. Before the meeting of the Health Committee the Registrar shall send to each
member of the Health Committee, and to the medical examiners chosen to advise the
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Health Committee on the particular case, copies.of the Notice of Referral, of the
informarion received by the Council, of any medical reports recéived in accordance with
rules 33 and 34, andofanyobservanonsorothuewdenocmbmmedbyusonbehaﬁof
thepxacunoner.

Condact of inquiry
38.—(1) The Health Committee shall sit in private.

(2) At least one of the mcdxcdexammmmwbythepwfmma!m-to
me{bepracunonershanbemanendancethmughomﬁ:cqumyaceptdnrmg
thosepenodswhmtheHmthommtteedeaﬂastodchbcratemm

(3)lhcpmcnuoncrshaﬂbeenuﬂedmbep:memwhﬂehamhmd,andmy
alsoherqprmmedbyoomselorasohamr or by zn officer of 3 representgtive
o:gamsanon,orbyanyotherpmsonofherdlome and may be actosipanied by her

medical adviser.

NMC100086-0264

(4)Whereﬂ1epramnonerxsne:therpmz repmdthechanmznofthc‘

Health Committee shall ask the Comncil’s officer-or the solicitor; if presént, to satisfy the
Health Committee that the Notice of Referral has been received by the practitioner. If it

does not appear to have been so received the Healh Committee may nevertheléss

proceed with the inquiry, if it is satisfied tharanr&scﬁible.eﬁonsm accordance with
thﬁenﬁeshavebeenmademsewemeNouccafRetmﬂmth;pmmu

Grounds for befief that the practitioner’s fitness to practise is sériously impajired and
calling of witnesses where notice has been given

39.—(1) Atthcopemngofﬂmprmedmgsﬂmdmmanshaﬂdmwat:enﬁonmthe

grounds for the belief that the practitioner’s fitness to practise is sericusly Impaired as set
out in the Notice of Referral and to the documentation which has been cirenlated.

(74} Whmemanycaseﬂ:epmmonerhaswxdnnthepenodmdmaxedmnﬂcﬁ_(ﬂ
required that all or part of the infonmation or reports be supported by oral evidence, the
persons on whose testimony or opinions such information or reports depend shall be
called as witmesses. SudJMmaybcmdbyth:sdu:mr_,andmaybcm
mnedbyuronbchalfofthepraﬂmanerandmaythenbemmmed.

(3) Where in any case the practitioner has dectined medical examination the sokicitor
may adduce evidence of the facts alleged and the practitioner or her representative may
cross-examine amy person giving evidence and the solicitor may then re-examine that
person .

Calling of witnessés where no previous notice has been given

40. If,in any case where no prior notice has been given on behalf of the practitioner
that all or part of the evidence shall be given orally, the practitioner or her representative
indicates that she requires such evidence to be given orally, the Health Committee shall
consult the legal assessor as to whether, in the interests of justice, 1t should adjourn the
bearing in order to secure the attendance of sach persons as witnesses or whether 1o
proceed with the hearing without taking such oral evidence. If such witnesses are called

theymaybemmedbyﬂ:cHeathomnmteeortbesohmarandmaybem
examined on behalf of the practitioner and may be re-examined.

Presentation of the practitioner’s case

"4 At the conclusion of any oral evidence given as aforesaid the chairman shall
invite the practitioner or her representative to address the Health Commiitee and to
adduce evidence as to the practitioner’s fitness to practise.

Quoestions
42, At any time in the proceedings questions may be put to any witness by the Health
Committee and, with the leave of the chairman, by the legal assessor or the medical

examiner. Whether or not witnesses are called the Health Committee may put questions
10 the practitioner either direct or through her representative.

)
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Determination by Heslih Comnuiftes
43. At the conclusion -of proceedings undcr the foregoing rules the Health
Connnmeemay-

{a) adjomthemmmdcrtoobmmﬁmhcrmedmlreponsorewdmceasmthe
physical or mentaf tondition of the practitioner or for such other puxposes as
mymthcamnnstanmbeappmpmte or

'@) determine that the fitness to practise of the practitioner is-not seriously impaired
- by reason- ofh:rphysial or mental condition; or

(c) postpone judgment; of N

(d) mmmﬁm&mpmmseofﬂxemmmnumsmouslymedby
monofherphysmlormemalmdmon

M, Ifithn'&meniBaemaksademmnmonmdermch(b)nshaﬂenhcr—
(a)mﬁymmmdmmekmmmmcmmbnkmm
Cummmeefromwhwhtbcmewasrefared,or,mthcmseofareferra]bythe
-President. t0:the Pisideng who shall, subject to a determination pursuznt to rule
14(1), refer the pratter’ts the-Chnduct Committer; or
() conclude s
Patpepupcst of jednuens -
45, IfihethhCommm:emak&adetmanonmdermleﬁ(c)nshaﬂalso
determune fhe month and yeat in-which the.hearing will resume and shall indicate the

medical eviderice of the prastitioner’s fitess 1o practise whiclr it will require at the
resumed Bedring.

Determinstion that fitness s intmived

46. If the Health Comimittee makes a determination under rule 43(d) it shail direct
the Registtar to remove the practitioner from the register, ortosuspmdthe
practitionep’s registration, whether or not for a specified period.

Amnouncement of determination

- 47, The chairman shall anpounce the determination or determinations of the Health
Committee under the foregoing rules in such terms and with such recommendations as
the Health Comminee shall have approved.

G seation of decss

@.—{l)neRegisnzrshaﬂfordehhmmmﬁmwiﬂathepmaiﬁonerbythe

recorded delivery service informing her of the decision of the Health Committee and

stating any registration-fec which may be due where the Conduct Comnmittee has
determained not to remove the practitioner from the register.

(Z)hthosecasswhmadeasonhasbemposmdthelcuashaﬂsctomany
reconumengdations made by the Health Committee incinding a requirement for the
payment of any registration fee which may be doe.

(3) In thase cases where a persor has been removed from the register, or where her
registration has been suspended, the letter shall set out any recommendations made by
the Health' Committes. In such cases the letter shall also require that she should remrn to
the Registrar within 21 days any document or insignia issued by the Coundil or its
predecessor which indicates registration statns and warn her of her hability to
proceedings mnder section 14(1)(b) of the Act if she holds herself out to be a practitioner
mapartofﬂxerchst:rﬁnmwhmhhernamzhasbecnrmoved,orﬁumwhﬁlher
registration has been suspended.

(4) With the jetter shall be sent a form to be signed by the practitioner or person, as
the case may be, and returned to the Registrar, acknowledging the recetpt of the
Touncil’s deas:on and conﬁrmmgthaxthecomems of the letter are understood.
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Termination of suspension and restoration to the register
49.—(1) Where removal of a person from the register or suspension of a person’s
in the crcumstances set out in rule 2(1)(b) and rule 3(1)(a) respectively, has

been for a specified period, Mrmovdmsmpmsonshantermateatﬂlempnyof
the petiod so specified.

(2) Where, in the crcumstances set out in rule 2(1)(b) or rule 3(1)(a) respectively, a
person has, for an unspecified period, been removed from the register, or a person’s
registration has, for an umspecified period, been suspended, any application for
restoration to the register, or for the suspension to be terminated, shall be made in
writing addressed to the Registrar and signed by the applicant stating the grounds on
which the application is made.

(3) The applicant shall then be sent a letter by the Registrar to—

{(a) outline the application procedure; ~

(b) enclose a form on which the applicant must state the necessary personal details
and the name and address of a medical practitioner to whom the Councll may
apply for a report on the applicant’s health:

(c) require the applicant to declare whether or not she has been convicted of a
criminal offence since the date of her removal from the register, or suspension of
her registration, or that sbhe is not the subject of any current criminal

, but if she has been convicted of a criminal offence or if she is
unrenﬂythesubjedofainh:alproowdhgstopwvidedﬂzﬂsthemoﬁndndhg
the judgment and the address of the Court at which the proceedings took pluce
or are taking place;

(d) require ber to declare whether or not she has knowingly represented herself to
be a practitioner since the date of her removal or suspension from the register,
except in respect of any part from which she was not removed or from which her
registration was not suspended;

(e) state the fec (if any) for restoration should the application be snccessful;

(f) state any registration fee which may be due,

Ihe}iuthommneemaymthcapphtzmmvaﬁybystamtorydedamonany
statement made in her application.

(4) As soon as practicable after the documents have been received in respect of the
:pphamnadam,umeandp!acefurthcwns&dmuonofth:apphcanmbym:m
Commirtee shall be determined and shall be notified to the applicant in a letter signed by
the Registrar.

(5) The professional screeners shall direct the Registrar to invite the applicant to
submit to examination at the Coundil’s expense before the application is considered by
the Heahth Commitree, by at least two medical examiners to be chosen by the
professional sereeners and to agree that such examiners should furnish to the Health
Committee reports on the apphicant’s fitness to practise.

(6) hthcevcntofﬂmmdxmlmmmasnmagrecmgonmurreponaﬁmdmediml
examiner may be appointed at the Council’s expense.

(7) If the applicant agrees to submit to examination as aforesaid the Registrar shall
make arrangements for such examination and any reports received shall be referred to
the Health Committee. If the applicant declines to submit to a medical examination as
aforesaid the Registrar shall refer the application to the Health Committee but indicating
the reason why no medical report is available.

(8) The chairman may require the Council’s officer 1o provide information about any
known activities of the applicant since the applicant was removed or suspended from the
Tegister.

(9) The Health Committee shail consider the evidence submirted in respect of the
application, and may question the applicant.

(10) Where the Health Committee decides that the applicant shall be restored to the

register or that the suspension shall be terminated, and so directs the Registrar, it shall
also determine the date when the restoration or termination 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 decision of the Health Commitee shall be announced in the
presence of the applicant and/or her representative and/or her medical practitioner (as
refen'edtoinpmagmph (3)(t)) if the practitioner wishes any or all of them to be present.

'(11) The decision of the Health Committee shall be signed by the Registrar and
couveyed 1o the applicant by the recorded delivery service.

{12) Where the Health Committee has decided that the applicant shall be restored to
the register or that the suspension shall be tenminated, then, upon the 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 entry in the
register. . =

(13) Snb}ectmmeforegvmgparagraphsofth:snﬂeandtherequnmemsofnamal
]tsucethepmcedmcofﬂchwthammmeeshaﬂbesuchasnmaydcmm

Notice of resmped hearing

50.—(1) WhﬂemderanyofmefomgomgmlestheHmthammﬂeehasadjomn
the case or postponed judgmment, the Registrar shall not later than 4 weeks before the day
fixed for the resumption of the proceedings send to the practitioner or applicant, as the
case may be, a notice which shall-

(2) specify the day, time and place at which the proceedings are to be resumed and
invited her to appear thereat; and

(b) if the Health Conmnittee has so directed, invite her to submit to examination by
thcmedmlemnnﬂschosenbytheﬂahh&mtwe and

'(c) if the Health Committee has so directed, invite her to furnish the names and
addresses of medical practitioners or other persons to whom the Health
Committee may apply for confidential information as 1o their knowledge of ber
fitness to practise since the time of the original imquiry. -

(2) Paragraphs (3), (4), (5) and (6) of rule 35 shail apply to the sending of notices
under this rule. :

Application of rules 37 to 49

§1. At any resumed hearing the procedure shall be that provided by rules 37 1o 49 for
the original hearing and the Health Committee may exercise any power which under
thaserulw:toou]dhavecxemsedatﬂ:eongcmlhwmg.

Adjournment of proceedings

52 ’IheH&lthCommmeemayad;manyofmpmceeﬁngsormeenngsﬁom
time to time as it thinks fir.

Deliberation in camera

83. Subject to the provisions of these rules, the Health Committee may deliberate in
camera at any time and for any purpose during anmy proceedings and for such purpose
maymdudethepracnuomrorapphmt,asthccascmaybc her representative and her
medical adviser.

Evidence

54. The Health Commmittes shall comply with rule 25 insofar as it is applicable.
Voting

55. The voting procedure of the Health Committee shall be governed by rule 26
msofarasn:sapplmble

Postal service of documents

=56. Without prejudice to any requirement of these rules as to the service of
:bmmentsbyreglstcmdpostorthemcordeddchvcrysemce anynonceamhonsedor
required by these rules may be seat by post.
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Cmﬁmw&’sdmnmmmﬂwﬁeorhmm
registration amthorities outside the United Kingdom

57. Wb:rett:sewdcntﬁ'umtheCom:ﬂsmdsthaxapmanwhohasbeen
removed from, or restored to, theregzst:rorwhoseregstranonhasbeensmpended or
whnsesspenszonoireglsu'ananhasbeentermmmed

{a) was admitted to the register following original registration outside the United
Kingdom; or
(b) was the subject of verification of her original registration in the United Kingdom
to registration authorities in any other countries,
a communication to the relevant authorities of the decision made inespect of the person
or applicant, as the case may be, shall be sent by the Registrar. .

—_—

PART IV

Enteri sm of resistrats
58—(1) If, dusing 2 hearing before the Conduct Committee or the Health
, it appears that the hearing will not conciude in the time set aside for that
pnm,andnfurﬂzcrappmstotbcCommenmssarymdmthemcmn
suspension of a practitioner’s registration, the chairman shall-
(a) so inform the practitioner giving reasons for the Committee’s views;
(b) give the practitioner and her representative, if any, reasonable opportumnity to
show canse to the Committee why she should not be made the subject of such a
{c) require the Committee to determine, within the period set aside for the hearing,
whether it is satisfied that a direction of interim suspension is necessary for the
protection of the public or in the interests of the practitioner.
(2) Subject 10 the provisions of paragraph (1), if at any stage in the exexcise of powers
under these rules it appears necessary to do so, the Proceedings Committee,
Conduct Committee or Health Committee (referred to in this Part bhereafter as ‘‘the

Commirtee™) shall, in accordance with the following paragraphs, consider whether to
direct the interim sospension of a practitioner’s registration.

_(3) The Registrar shall, before 2 direction of interim suspension under paragraph (5) is
given—

(a) send, By registered post, notice to the practitioner to show cause why she shouid
not be made the subject of a direction of interim sospension pursuant to.
paragraph (5), at a hearing on a date which shall be specified by the Registrar
and which shall not be a date earlier than 14 days from the date the notice is sent
10 the practitioper, unless the practitioner otherwise agrees; such notice to be
sent to the practitioner’s registered address or, if the Registrar has reason to
believe that that address is not her present address, then to any later address
which may be known to the Registrar;

(t) send to the practitioner with the notice referred to in paragraph (a), copies of
any documents in the Coundl’s possession, or any information, relevant to the
question of interim suspension which the Committee will consider;

(c) inform the practitioner of her right to attend the hearing referred to in paragraph

- (a) and to be heard on the issue of whetber a direction of interim suspension of
registration should be given;

(d) inform the practitioner that she may be represented at the hearing by counsel or
a solicitor, or by an officer of a representative organisation, or by any other
person of her choice;

(e) convene a hearing of the Committee, to be attended by a legal assessor, to
consider the question of interim suspension. whether or not such hearing takes
place for any other purpose laid down m Parts 1, I or III of these rules.



_ {9) The Committee shall, before a direction of interim suspension under paragraph (5)
is given—

() give the practitioner, her witnesses and her representative, if presemt at the
hearing, the opportunity to be heard iIn response to the documents and
information referred to in paragraph 3(b);

(b)pmqusﬁonsto'thepracﬁﬁoner,ifconsiderednemry,eimerdhmor
through her representative;

(¢) put questions to any witness direct, by the solicitor or, with the leave of the
chairman, by the legal assessor or medical examiner, if any;

(d) require such assistance from the solicitor as may be deemed necessary;

(e) determine whether it is satisfied that a direction of interim suspension of the

p:acunoner’sregrsuauomsnecwsalyfortheprotecnunofthcpubhcormthe
interests of the practitioner.

&)} Tthommmeemayduectﬂwmmmsuspmonofthcpramonefsregsmon
to have effect during such period as may be specified in the direction.

(G)Aﬁeradiracﬁonhasbeenmadeunderpangraph(S),thechismrshénﬁxa
date, which shall be as soon as reasonably practicable, for such hearing, or resumed
hearing, as may be required to be held, in respect of the person whose registration has
been suspended, in accordance with Part H or III of these rules.

(7) Duzing the period in which a direction of interim suspension is effective, the
Committee which made the direction shall review the suspension at 3 monthly intervals,

and may so review at amy time, and the provisions of paragraph (4) shall apply to such
Teview.

®) 'Ithommttcewhmhsnstoexemsepowersnnderthm rule shall sit in private.

(9) The Committec may, at any stage when considering the question of interim
suspension adjourn, or decline to proceed with, such consideration

(10) The voting procedure of the Committee shall be governed by rule 26 insofar as it
is applicable. '

Termination of interim suspension

5.—(1) WhueadirecuonmadeundcrmleSS(S)speaﬁedapmoddxmgwhmhthe
wsmmmmmmﬂmmmemdmw

(2) Where a direction made under rule 58(5) does not specify a period during which
thesuspemonrstohaveeﬁect such suspension shall terminate in accordance with the
following provisions—~

(a) where the direction was given by the Prebminary Proceedings Committee, it
shall erminate-
(1) upon the isspe of a caution or the case being closed by the Preliminary
Proceedings Committee:

(i) in accordance with the following sub-paragraphs, where the case was
referred to the Conduct Committee or Health Committee;

(b)whmlhcd:recuonwasgwenbytthonﬂnaOommeearwasgmmbythe

Committee or Health Committee prior to, or at the
tme of, referral to the Conduct Commitiee, it shall terminate—
(i) upon the issue of a caution, postponement of judgment, direction of
removal from the register, or the case being closed by the Conduct
(i) maccordanwthhsnb—pamgmph(c)wbetethecasewasdetexmmedbythe
Health Committee on referral to it;

(c) where the direction was given by the Health Committee or was given by the
Prelirrinary Committee or Conduct Committee prior to, or at the
time of, referral for consideration of the practitioner’s fitness to practise, it shall

= terminate—
(i) upon the direction of removal from the register or suspension of
registration under rule 46;

27

NMC100080-0206Y



NMC100086-0270

{(if) upon postponement of judgment under rule 45;
(iii) upon the case being closed by the Health Committee.

(3) At any stage during the exercise of its functions under these rules, the Committee
may revoke a dnecnon made under rule 58(5), whether by that, or another, Committee.

Miscellaneous

60. Save where indicated otherwise in rules 58 and 59, the Commmnittee shall proceed
in accordance with the provisions of Parts I, Handmofth&serules as required.

Transitional provision e
61. The provisions of these rules and all duties and powers contained therein
(including the powers provided in rules 2, 3, 4 and 5) shall as of the date of coming into
force of these rules have full and immmediate ‘effect in respect of-
(2) all allegations of misconduct potified or referred to a National Boartl or the
Council prior to such date; :
(b)anmvsngauonsakeadyoommenmd,bemgcamedmnorothetmseund&t
consideration by a National Board on such date;
(c) all proceedings referred by a National Board to the Conduct Committee or the
Council and then pending;
(d) all cases or proceedings before the Conduct Committee which have not been
conchxdedbya;udgment(mdudmgaﬂmmwhchthe&nﬂuctCommmae
has postponed judgment prior 10 the said date and has not thereafter resumed its
i ion):

Revocation of previous roles
62. The Nurses, Midwives and Health Visitors (Professional Conduct) Rules 1587 (a)
are hereby revoked.

(@) SeeS.I. 1981215,



FIRST SCHEDULE (Rule 6(1))
FORM OF NOTICE

UNITED KINGDOM CENTRAL COUNCIL FOR NURSING, MIDWIFERY AND
HEALTH VISITING FROFESSIONAL CONDUCT COMMITTEE
Nurses, Midwives and Health Visitors Act 1979 as amended

NOTICE OF INQUIRY

U« T .

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

of ; . _ .

Takenmthatmcchmgc(mchags)agmnstyun,pammhrsofwm:hmsafmxhbebw hay/
have been brongit to the notice of the Coml,andtbatthe?mfmonalCmCommneeof
the Councll proposes to investigate such charpe(s) at a2 meeting to be held at .......

........... at . am/pm on

the 19 and 10 determine whether your
name shoold be removed from the segister or any part or parts of it, or whether you should be
cantioned as to your future conduct. I the meeting has to be adjourned it is open to the
Professionzl Conduct Committee to direct the immediate suspension of your registration but this
will not oceur without your being given an oppormonity to make representations to the Professional
Conduct Committee to show canse why this is not necessary for the protection of the poblic orin
your own imterests,

PARTICULARS OF CHARGE(S)

You are bereby required to attend before the Professional Conduct Committee of the Council at
the time and place memtioned above and to answer such charges bringing with you all papers and
Mmmpmwmmcmmmmmwdmmmwmbm
lay before the Professional Condnct Committee, It should be carefully noted-

You are emitled to be represented at the hearing before the Professional Conduoct
Committee by counsel or a solicitor, or by an officer of a represemative organisation, or
by any other person of your choice, but i you propose 10 be so represented, you should
give written notice to the Registrar of the Council at the address mentioned above at
least seven days before the hearing.

A copy of the Nurses, Midwives and Health Visitors (Professional Conduct) Rules 1993 is

Registrar and Chisf Executive of the Councll -

”
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SECOND SCHEDULE

(Rule 25(1))

MEDICAL EXAMINERS

1. Subject to paragraph 4 of this Schedule, medimlmmmersshallbedms:nbythel—lwlth

“The Royal College of Psychiatrists

The Central Committee for Hospital Medi-
cal Services of the British Medical Associa-
tion

TheGmuleuﬁmlSavaonnmtwcof
the Brtish Medical Association

Coummittee from persons nominated by any one of the following bodies:

Psychiatri
Nearologists, Physicians and-Surgeons

Generzal Pracutioners and other Branches of
Medicine

Royal College of General Practitioners General Praciitioners

Royal College of Physicians of London Neurologists and Physicians
Royal College of Physicians of Edinburgh ~ Physicians

Royal College of Surgeons of England Surgeons
m?wﬁmmsmof Neurologists, Physicians and Surgeons
Royal College of Physicians of Ireland  Physicians

Royal College of Surgeons in Ireland Suxgeons

2. Members of the Council shall not be eligible for nomination as medical examiners.

3. The Council shall from time to time determine the minimum number of persons to be
nominated in respect of each branch of medicine, the periods for which nomination shall be made,
and the intervals at which Ests of those nominations skall be revised and may give directions as 1o
the nomination of persons on 2 geographical basis.

4. In choosing medical examiners to act in relation to partcular cases, the professional
scresners and the Health Commmittee shall have regard to the n2tmre of the physical or mental
condition which is afieged to impair the practitioner’s fitness to practise.

5. (a) It shall be the duty of at least one of the medical examiners selected 10 examine the
pmmmmmmmmhasamdmbcmmd,wbcpxmat
the inquiry and to advise the Health Committe ca the medical significcnce of the
evidence before it.

(b) Medical examipers shall give advice on questions referred to them by the Health
Committee, and shall also advise the Health Comminee of their own motion if it appears
to them that, but for such advice, there is 2 possibility of a mistake being made in judging
the medical Sgnificence of such evidence (incinding the absence of evidence) on any
particular matter relevant to the fitness to practise of the practitioner.

GIVEN mnder the Official Seal of the
UNITED KINGDOM CENTRAL
COUNCIL FOR NURSING,
I\HDWIFERYANDHEALTI-IVISITING
this 18th day of March 1993

Dame Audrey Emerton
Chairman

Colin Ralph
Registrar and Chief Executive
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EXPLANATORY NOTE
(This note is not part of the Order)

This Order, as respects proceedings in Great Britain, approves the Nurses, Midwives
and Health Visitors (Professional Conduct) Rules 1993, which are set out in the
Schedule. The Order comes into force on 1st April 1993 and, in pursuance of section
22(4) of the Nurses, Midwives and Health Visitors Act 1979, the Rules come into force as
respects Great Britain on that date; a further Order, made by the Lord Chief Justice of
Northern Ireland, s required to bring them into force as respects Northern freland.

The Rules revoke and replace, with amendments, the Nurses, Midwives and Health
Visitors (Professional Conduct) Rules 1987. Most of the amendments arise 25 a
consequence of the Nurses, Midwives and Health Visitors Act 1992 which, among other
mane:s,uansfenadﬁomtheNanonalBomdstotheComdlmeobhganonwmvsugazc

of misconduct; gave to the Council power to caution practitioners as to their
future conduct and power to suspend practitioners’ registration. Rule 7 constitotes a
PrehmmaxmewedmgsComnnnee(“PPC’)wmdlwﬂlmvmgmeandgwemal
consideration to allegations of misconduct; a cantion may be issved by this Committee
after admission by a practitioner of the facts alleged and that they amount to misconduct
(rule 9). The PPC will refer to the Professional Conduct Committee (“PCC”) those cases
which appear to justify remuval from the register. The PPC may refer cases to the
professional screeners 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 Committee may suspend 2 practitioner’s registation (rule 46) though it
retains the alternative power to remove the practitioner from the register (rule 29). All
three Committees are granted 2 pew power to direct the interim suspemsion of a
practitioner’s registration (rale 58) in circumstances in which it is thought necessary for
the protection of the public or in the interests of the practitioner.

The FPC, the President and the PCC may refer cases of alleged misconiduct to the
proﬁﬁomlsaems(nﬂs&ﬂmd%).lhcpmﬁaimal‘mmgivmanew
discretion to assess the suitability of cases for consideration by the Health Committee and
" to retum those which they deem unsuitable 1o the referring Committee (rule 34). The
procedure to be followed where a practitioner is required to answer allegations of
misconduct and matters evidenced by conviction has changed so that the PCC will first
consider all other matters before addressing a conviction (rule 19). Rale 28 provides that
the Council will keep for a period of five years a record of any caution issued. All
practitioners the subject of consideration by the PPC will be informed, if not before the
Commintee’s consideration, then afterwards, of the outcome (rule 9). The complainant
no longer has a right to prosecute allegations before the PCC (rule 13). Where a
pmuadmﬁmmmwmmumdmgmcmsewm,mdwgbe
required to make 2 determination as to whether, in its view, the practitioner is guilty of
misconduct (Tule 9 and rule 18). The transitional provision (rule 61) provides that the
Rules will apply to all allegations already the subject of consideration on the date the

Rules become effective; all new powers given in the Rules may be exercised in relation to
all such cases.

[
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STATUTORY INSTRUMENTS

avteames b b -

1998 No. 1103 ;
NURSES, MIDWIVES AND HEALTH VISITORS

The Nurses, Midwives and Health Visitors (Professional i
Conduct) (Amendment) Rules 1998 Approval Order1998 ’

Made - - - - - 20th April 1998
Coming into force - - 18:h May 1998

. H
The Lord Chancellor and the Lord Advocate, in exercise of their powers under secton 19(5) of )
the Nurses, Midwives and Health Visitors Act 1997(a), and as respects proceedings in England
and Wales and in Scotland, respectively, hereby approve the Nurses, Midwives and Health
Visitors (Professional Conduct) (Amendment) Rules 1998 made by the United Kingdom
Central Council for Nursing, Midwifery and Health Visiang and set out in the Schedule hereto.

This Order may be cited as the Nurses, Midwives and Health Visitors (Professional Conduct)
(Amendment) Rules 1998 Approval Order 1998 and shall come into force on 18th May 1998.

Irvine of Lairg, C.
Dated 8th April 1998

Hardie
Dated 20th April 1998

(2} 1997¢.24,
=
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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, Midwiferv and Health
Visiting under the Nurses, Midwives and ealth Visitors Act 1997

The United Kingdom Centra! Council for Nursing. Midwife;'y and Health Visiting, in exercise of the
powsars conferred or it by section 10 of the Nurses. Midwives and Health Visitors Act 1997(2). hereby
makes the following rues—

Citation, Interpretation and Transitional Provision

1.—(}) These rules may be cited 25 the Nurses, Midwives and Health Visitors (Professional Conduct)
(Amendmenr) Rules 1998,

(2) Forthe putposss of these rules “the Professional Conduct rules” means the Naftes, Midwives and
Health Visitors (Professional Conduct) Rules 1993(b).

(3) These rules shall apply in respect of 2 person removed from the register on or after the date of the
commencement of these rules and 2hy person removed from the register for a specified period before that
date shall be treated asif these rules had not come into foree.

Amendment of the Professional Cordoet rules -

2.—(1) The Professional Conduct rules shall be 2mended in accordance with the following paragraphs
of this rule.

2 Inre2— i '
(2) in paragraph (4) the words “in accordance with rule 22(1), o™ shall be deleted: and
(b) in paragreph (5) the words “in accordance with rule 49(1) or™ shall be deleted.
{3) Innule 18(4) before 1ne word “guilty” there shall be added ths word “not™.
(4 Inrule 22—
(2) paragraph (1) shall be deleted; and
(b) in paragraph (2) the words ©, for an unspecified period,” shalt be deleted.
(5) Intule 49—
(2) paragraph (1) shall be deleted; and _
(b) in paragraph (2) the words “, for an unspecified period,” where they twice appear shall be
deleted. ‘

GIVEN under the Official Seal of the UNITED KINGDOM CENTRAL COUNCIL FOR
NURSING, MIDWIFERY AND HEALTH VISITING this 16th day of March 1998.

Mary Uprichard
President

Sue Norman ‘
Chief Executive/Registrar

. (3) 1997¢. 24,
= (b) S.1. 1993893,
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EXPLANATORY NOTE
( This note is not part of the Order)

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
Scheduls, A further Order mads by the Lord Chief Justice of Northem Ireland, is required to
bring them into force as respects Northern Ireland.

The 1998 Rules amend the Nurses, Midwives and Health Visitors (Professional Conducr)

" Rules 1993 so that a person who has been removed from thé register for a specified period for

1l health or-misconduct has to apply for restoration at the end of that period in the same way
as a person who has been removed from the register for an unspeciiied period.

——
-

w
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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-©rder 1998
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STATUTORY INSTRUMENTS

2001 No. 536

NURSES, MIDWIVES AND HEALTH VISITORS,
ENGLAND AND WALES

—tm

The Nurses, Midwives and Health Visitors (Professional
Conduct) (Amendment) Rules 2001 Approval Order 2001

Made .. 23rd February 2001
Coming into force Ist March 2001

[

The Lord Chanceilor, 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 Council for Nursing, Midwifery
and Health Visiting and set out in the Schedule 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 of Lairg, C.

SCHEDULE

THE NURSES, MIDWIVES AND HEALTH VISITORS (PROFESSIONAL
CONDUCT) (AMENDMENT) RULES 2001

The United Kingdom Central Council for Nursing, Midwifery 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
Conduct) (Amendment) Rules 2001.

(2) For the purposes of these 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) 1997c. 24,
{b) S.1. 1993/893 to which there are amendments not refevant to these rules.

-
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(2) In rule 7(5) (Preliminary 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) inparagraph (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 the second use of the word “chairman” there shall be added the words “,
who shall be a member of the Council,”;

(c) for paragraph (6) there shall be substituted the following—

“(6) The Health Committee shall be quorate if at least two members of the CGunC]l
constitute a majority of those considering a particular case.”

(5) Inrule 30 (Appointment of persons to conduct initial consideration of cases), in paragraph
(1) the words “its members to be” shall be deleted.

GIVEN under the Official Seal
of the UNITED KINGDOM CENTRAL
COUNCIL FOR NURSING, MIDWIFERY

AND HEALTH VISITING this
1st day of February, 2001
Alison Norman
President
Sue Norman
Chief Executive/Registrar
EXPLANATORY NOTE
(This note is not part of the Order)

This Order approves, as respects proceedings in England and Wales only, the Rules set outinthe
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 necessary to constitute a quorum of each of the Preliminary 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.

i?! -4
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GOSPORT WAR MEMORIAL HOSPITAL INQUESTS

Monday 20 April 2009

The Law Courts
Winston Churchill Avenue
Portsmouth

PO1 2DQ

BEFORE:

Mr Anthony Bradley
Coroner for North Hampshire
Assistant Deputy Coroner for South East Hampshire

Code A 9 Ors

(DAY TWENTY-ONE)

MR ALAN JENKINS QC, instructed by **, appeared on behalf of Dr Jane Barton.

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 Lapthorn, Solicitors, appeared on
behalf of the families of Brian Cunningham, Michael Packman, Elsie Devine and Sheila
Gregory.

MR PATRICK SADD, Counsel, (instructed from 23/03/09) appeared on behalf of the
Wilson family.

(Transcript of the Official Recording by T A Reed & Co Ltd
13 The Lynch, Hoddesdon, Herts, EN11 8EU
Tel No: 01992 465900)
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A (In_the presence of the jury)

THE CORONER: Good morning and welcome back. Iam 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

B | questionable? [Yes]

I will ask you to retire and if there is anything further you need, let the usher know.

(The jury bailiff was swom)

(The jury 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.
I will ask you if that is a unanimous verdict. 1 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 if there 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.

G (Pause)

THE CORONER: Elsie Lavender — can we do a bit of multi-tasking?
THE FOREMAN OF THE JURY: Yes, certainly.

THE CORONER: Cause of death for Elsie?

TA REED Day 21 -1
£ COLTD
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A | THE FOREMAN OF THE JURY: 1(a) high cervical cord injury.
THE CORONER: Nothing else?
THE FOREMAN OF THE JURY: No.

THE CORONER: In response to the question the administration of medication contributing
B more than minimally or negligibly to the death of the deceased?

THE FOREMAN OF THE JURY: Yes.

THE CORONER: Was the medication given for therapeutic purposes?

THE FOREMAN OF THE JURY: Yes.

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.

THE CORONER: Anything else?

THE FOREMAN OF THE JURY: No.

THE CORONER: In response to the question: the administration of medication contribute?

E

THE FOREMAN OF THE JURY: No.

THE CORONER: Ruby Lake: cause of death?

THE FOREMAN OF THE JURY: I(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: 1(a) bronchial pneumonia; 1(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?

TA REED Day21-2
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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: 1(a) congestive cardiac failure and (2) alcoholic cirrhosis.
THE CORONER: Given as a (2)?

THE FOREMAN OF THE JURY: Asa (2).

THE CORONER: The medication — did it contribute minimally or negligibly to death?
THE FOREMAN OF THE JURY: Yes.

THE CORONER: Was it given for therapeutic purposes?

D | THE FOREMAN OF THE JURY: Yes.

THE CORONER: Was it appropriate for the condition?

THE FOREMAN OF THE JURY: No.

THE CORONER: Enid Spurgeon: cause of death, please?

E
THE FOREMAN OF THE JURY: 1(a) infected wound and 1(b) fractured right hip repaired
20/3/99.
THE CORONER: Medication: did it contribute to death?

r 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 | THEFOREMAN OF THE JURY: No.

THE CORONER: On the question of medication, did it contribute?

THE FOREMAN OF THE JURY: Yes.

THE CORONER: Was it given for therapeutic purposes?

TA REED Day 21 -3
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THE FOREMAN OF THE JURY: Yes,

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: 1(a) chronic renal failure; 1(b) ameloidosis and 1(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?

THE FOREMAN OF THE JURY: No.

THE CORONER: Finally, Sheila Gregory: cause of death, please?

THE FOREMAN OF THE JURY: 1(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 inguest was concluded)
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Each registered nurse, midwife and health
visitor shall act, at all times, in such a
manner as to:

safeguard and promote the interests
of individual patients and clients;

serve the interests of society;

justify public trust and confidence
and

. uphold and enhance the good
standing and reputation of the
professions.

As a registered nurse, midwife or health
visitor, you are personally accountable for
your practice and, in the exercise of your
professional accountability, must:

1 actalways in such a manner as to
promote and safeguard the interests and
well-being of patients and clients;

2 ensure that no action or omission on your
part, or within your sphere of
responsibility, is detrimental to the
interests, condition or safety of patients
and clients;

3 maintain and improve your professional
knowledge and competence;

* 4 acknowledge any limitations in your
knowledge and competence and decline
any duties or responsibilities unless able
to perform them in a safe and skilled
manner;

5 workin an open and co-operative
*manner with patients, clients and their
families, foster their independence and
recognise and respect their involvement
in the planning and delivery of care;

6 workin a collaborative and co-operative
manner with health care professionals
and others involved in providing care,
and recognise and respect their particular
contributions within the care team;

10

11

12

13

14
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recognise and respect the uniqueness and
dignity of each patient and client, and
respond to their need for care,
irrespective of their ethnic origin,
religious beliefs, personal attributes, the
nature of their health problems or any
other factor; g

report to an appropriate person or
authority, at the earliest possible time,
any conscientious objection which may be
relevant to your professional practice;

avoid any abuse of your privileged
relationship with patients and clients and
of the privileged access allowed to their
person, property, residence or workplace;

protect all confidential information
concerning patients and clients obtained
in the course of professional practice and
make disclosures only with consent,
where required by the order of a court or
where you can justify disclosure in the
wider public interest;

report to an appropriate person or
authority, having regard to the physical,
psychological and social effects on
patients and clients, any circumstances in
the environment of care which could
jeopardise standards of practice;

report to an appropriate person or
authority any circumstances in which
safe and appropriate care for patients and
clients cannot be provided;

report to an appropriate person or
authority where it appears that the health
or safety of colleagues is at risk, as such
circumstances may compromise
standards of practice and care;

assist professional colleagues, in the
context of your own knowledge,
experience and sphere of responsibility,
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 hospitality from
patients or clients currently 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 Registered Nurses,
Midwives and Health Visitors

This Code of Professional Conduct for the
Nurse, Midwife and Health Visitor is issued
to all registered nurses, midwives and health
visitors by the United Kingdom Central
Council for 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
any recommendations for change and
improvement would be welcomed and
should be addressed to the:

Chief Executive/Registrar
United Kingdom Central Council
for Nursing, Midwifery and Health Visiting,
23 Portland Place
London
WIN 4JT
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IN THE MATTER OF:

NURSING AND MIDWIFERY COUNCIL (*NMC”)
GOSPORT WAR MEMORIAL HOSPITAL

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. Inrelation 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.

¢. 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:

e require further investigation to be conducted;

o 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
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remove her name from the register as a result.

f. Indeciding 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.

i. When determining whether a case should be stayed on the ground of delay the PPC
should bear in mind the following principles:

i. 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;

iil, 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.
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4. Ifthe 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.

S. 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:

i. 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) & (¢) 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.)
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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 CONDUCT) RULES 1993

In relation to a case of alleged misconduct which is to be determined in accordance with
the 1993 Rules, the Preliminary Proceedings Committee (“PPC™) should follow the

guidelines set out below.

e Where there is more than one practitioner-facing allegations, each practitioner

must be considered separately. - |

¢ Inrelation to each allegation

[ P ' . [

1. Review theallegation fhich is made. T A

2. ReviéWw the eviknce which is available in relation to the allegation and any

/re ponse t -allegation which has been submitted. by or on-behalf of the

/

/ 3. Bearin mind that: . : e e,

/ : R
(1) The PPC has a limited filtering role and is considering the case in private

practitionggconcemed. .

¢

on documents alone. Sl e em e gy

(2) Public confidence and the legitimate expectation of complainants require
that allegations will be publicly investigated. by the Conduct Commuttee in.

the absence of some special and sufficient reason. . .. . ..; o
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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 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.

A I S B H ISt

(7) The PPC may at any stage: .
.«(@) require further investigation to be conducted;. .~ - . :w? s porar «
(b) adjourn consideration of the matter;

(c) refer the matter to the professional screeners; - =~ . .
(d) 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.

4, With the factors set out in paragraph 3 above in mind, the PPC must dec_ide the

main matter: whether there is any question raised which is capable of resulting
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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 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.

e L SR T P N PR SO ST OFCE S RNFPTIN )

‘ S s e et D e L

¢ Ifthe PPC decides 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 justified then: IS S S U PR
(1) it must direc‘t 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 4 above; and,

» (2) if the Notice of Proceedings stage has already been.completed,.it must. forward,

the allegation for hearing before the Conduct Commiittee. - = .. ;.. ..

o If the PPC decides that 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 _sef out-

above) should be conducted before a final decision is made on the case by the
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PPC, and must order those invéstigations 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.

e 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 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,

(2) if the case is not to be referred to the. professional /screeners.and: ift the.
. .practitioner.has- admitted the facts alleged.in the Notice, of; Pro¢eedings; 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).

e The PPC must record brief reasons for each decision it makes., = .. . i 7 vy
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Meeting of the Preliminary Proceedings Committee
at 23 Portland Place, London, WIN 4JT
on 22 October 2002
in The Dame Catherine Hall Room
at 9.00 am

Agenda

PART 1 New cases to decide whether to:

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

7 issue a Notice of Proceedings

AU &K W=

1 Case Ref 11995
i Code A i
RGN (Part 1 of the register)
Summary of allegations Inappropriate Contact with a former patient
2 Case Ref 11394
PIN 63K0113E
RN15 (Part 15 of the register)
Summary of allegations Assualt on a patient
i Code A i
EN(G) (Part 2 of the register) '
Summary of allegations Under took an additional position whilst
employed at Martlesham Ward,

demonstrated a lack of care towards
patients in your care.

‘Case Ref 11421

o

Page 1 of 8
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Code A
RGN (Part 1 of the register)

Summary of allegations Failed to administer medication

5 Case Ref 9965

Code A
RGN (Part 1 of the register)

Summary of allegations Failure to document patient notes, failed to
triage patients properly

(=,

Case Ref 12219

i CodeA .
"EN(G) (Part 2 of the register)

Summary of allegations Smelt of alcohol whilst on duty

7

Case Ref 11898
Code A i
RN12 (Part 12 of the register)

Summary of allegations Police caution for disorderly behaviour

8 (Case Ref 9451
Code A

RGN (Part 1 of the register)

Summary of allegations Failed to give appropriate advice to
patients. Disclosure of confidental
information. Failure to co-opearate

A =]

Case Ref 12222

i Code A i
RGN (Part 1 of the register)
EN(G) (Part 2 of the register)

Summary of allegations Failure to control the feed and blood sugar
of a patient. Defacing of patient records.

10 Case Ref 12134
L CodeA |
RN12 (Part 12 of the register)
Summary of allegations Causing death by dangerours driving
T "Code A

Page2 of 8



Summary of allegations

-

Summary of allegations

> I

Summary of allegations

Summary of allegations

Summary of allegations

Summary of allegations

RN (Part 12 of the register)

NMC100086-0304

Falsified signatures of doctors and falsely

recorded that patients had received
Morphine

Case Ref 11935
i Code A i
RGN (Part 1 of the register)

Convicted of fraud

Case Ref 11287

Code A

RMN (Part 3 of the register)

Obtaining a pecunairy advantage by
deception etc

_Case Ref 11083

Code A

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

| IR L TN b 2R TS ey

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
: Code A '

"RMN (Part 3 of the register)

Same as above

Case Ref 11709
; Code A i

RM (Part 10 of tlhe register)
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Summary of allegations

PART 2

-

Summary of allegations

PART 3

18

19

20

21

Attempted to commence a blood
transfusion on a patient without checking it
first and delayed a syntocin infision on a

patient

Failed to take appropriate action when a

IRMN (Part 3 of the register)

patient stopped breathing

Cases where a Notice of Proceedings has been issued to

refer the case to the Professional Conduct

refer the matter to the professional screeners
issue a caution (N.B. admission of facts and

decide whether to:
1
Committee
2
3
misconduct required)
4 decline to proceed

Page 4 of 8

Case Ref 9025

Code A

"RMN (Part 3 of the register)

Case Ref 10852

Code A

| RGN (Part 1 of thle register)

Case Ref 10969

Code A

EN(G) (Part 2 of the register)

Case Ref 11191
PIN 80102168
EN (Part 7 of the register)

NMC100086-0305

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.



22

23

24

25

26

27

28

29

30

31a

31b

WITHDRAWN

Page 5 of 8

Case Ref 10106

Code A

RGN (Part 1 of the register)

_CaseRef11223

Code A

RGN (Part 1 of the register)

CoraRafl11.440

Code A

RINT2(Pait 127671 the register)

Case Ref 10923

Code A

RN14 (Part 14 of the register)

Case Ref 11262

Code A i

RGN (Part 1 of the register)
EN(G) (Part 2 of the register)

Case Ref 11354

i_nn:r._nnuﬂ..o.:_nn._._._.

Code A !

"RN (Part 1 of the register)

RN (Part 13 of the register)

Case Ref 11139

i CodeA |

RGN (Part 1 of the register)
RN15 (Part 15 of the register)

Case Ref 11397

Code A

“RNMH (Part 5 of the register)

Case Ref 10753

CodeA |
RN (Part 3 of the register)
RN (Part 2 of the register)

Case Ref 8733

Code A

RGN (Part 1 of the register)

Case Ref 8734

Code A

RGN (Part 176t the register)
EN(G) (Part 2 of the register)

NMC100086-0306



PART 4

(9%
o

33

34

35

36

[#%]
~]

38a

38b

39

40

41

42

43

NMC100086-0307

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.

Chubbah and Others

Nurse Collins

Page 6 of 8

Case Ref 11576
UNKNOWN

Case Ref 12171

Code A

RGN (Part 1 of the register)

Case Ref'1 1525

ﬂ“ LA OXINLSIT.

Code A
RMN (Part 3 of the reglster)

Case Ref 11920
UNIDENTIFIED

Case Ref 11896

=AY crnm-\nnn ........

RMN (Part 3 of the register)

Case Ref 11921
UNIDENTIFIED

Case Ref 11661

Code A

iRNl2 (Part 12 of the register)

Case Ref 11662

Code A

| EN(G) (Part 2 of the register)

Case Ref 11765
UNIDENTIFIED

Case Ref 11926

Code A

| RGN (Part 1 of the register)

EN(G) (Part 2 of the register)

Case Ref 12176
UNIDENTIFIED

Case Ref 11831

Code A

TRMN (Part 3 of theiregister)

Case Ref 12225
UNIDENTIFIED



Case Ref 12242
i Code A

RGN (Part 1 of t];e register)

45 Case Ref 11646

Code A
RGN (Paft T ot the register)
RM (Part 10 of the register)
RHYV (Part 11 of the register)

46 LCase Ref 11967

i CodeA
RMN (Part 3 of the register)
RNMH (Part 5 of the register)

Case Ref 12040
Code A
RN (Part 12 of the register)

47

48 Case Ref 11495

UNIDENTIFIED

I
[V2)

Case Ref 11824
UNKNOWN
50a Case Ref 11742

i Code A ;

RGN (Part 1 of the register)

50b Case Ref 11743 _

Code A i
RGN (Part 1 of the register)

PARTS Cases referred back to Screeners.

Cases identified on the day of the meeting.

PART 6 Report of the outcome of cases referred by the Preliminary
Proceedings Commiittee to the Professional Conduct
Committee.
To follow

Page 7 of 8
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EXTRA CASES GOING AS ON TABLE

1A,

_Case Ref 11944

.  Code A
RGN (Partl of the register)

Summary of allegation: Failed to return to duty and failed to honour contracts

Code A i
RGN (Partl of the register)
Summary of allegation: As above
] CodeA

RGN (Part 1 of the register)
Summary of allegation: As above

1D

Case Ref 11947

Code A

RGN (Part 1 of the register)

Summary of allegation: As above

2

Case Ref 12105
; Code A :

RGN (Part 1 of the register)

Summary of allegation: Failed to honour a contract

MR/ATW
7 October 2002
Ag221002

Page 8 of 8
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Reasons for PPC 27 August 2002

1.

2.

14,

16.

23.

27.

28.

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

!eason 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 1. 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.

Reason 1. The practitioner admitted to failings in her practice and informed
the committee that she had learnt from the incident.

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.

Reason 1. 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.

NMC100086-0310
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34aandb

Reason 2

For complainant’s letter

35.

36.

37.

38.

39.

40,

41.

42.

43,

The commitiee 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.

East Glamorgan nurses
Reason 1. The committee noted that this matter had been subject to
comprehensive local investigation and recommendations.

Reason 1

Reason 1. The committee noted that the matter had been subject to an
investigation and that following this incident the procedures had been
changed.

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.

Reason 1. The committee felt that this was an employment matter that had
been dealt with appropriately at local level.

.

The committee considered that after considering the information before it
there was no evidence of misconduct on the practitioner’s part.

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.

The committee considered that there was no evidence of misconduct on which
it could proceed.

NMC100086-0311
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THE

ENDENT

How dirty tricks swerler lvced Ddetds famale pestry praltssor i guit

‘We demand justice': The families at the heart of Gosport's hospital scandal

Hearty 160 doaths at a hospital In GoTPorT have prove ked an cutay from madty of tha petients’ familles, who bellvé the Cases gra i OfMdal k have fittla. Tha Indep on
Sunday was the Nest 1o make arguments for & publks Inquiry and continues o prossuriss th authonties to Ang out what really h Bayond the , the relatives are StQIng to wkaver the whole
truth pening thelr parents’ Anal days... iina Lakhanl hears thelr stordes

Sunkay, 34 May 3009 N

& Share

e Ping "

« Bmad

» Text Sire
o Normal
o Large

a Extra Large

1n 1991, nurses workdng night shifts at Gospart War ¢ I Hospitad in M. hire wers troubled, Over the previous few months, tha number of elderly
patients dylng undes their care had been mownting. Two nurses at the community hospttal {which treats elderty patt I nead of ation of
temminal care, In collaboration with GP4) ralsed the alarm to seroe hetpital staff end the Raval Collega of Hursing, They belioved the deaths started atter
patients were glvan clamorphine (a pawertul painkiiler) via a tyringe drtver {which defivers drugs via 3 tubg and neoda, and is raditionally used for very sick
patients who naad constant medication bk find i diMcukt to swiliow tbicts), Giving these trugs, whils sometimes necessary for chironic paln, cin cause
serjous side-effects, such a3 githouity breathng, Thesa are more likely 1o soor n those patients niot n pain: breathing Can s:op akkogether.

Letiers wev g written, intornal mectings wero held, but evertually tha matter was dosed by Une hospital oust, A GP stlached ta Gaspert, Dr Jane Barton, was
responsitie For prescTibing drugs to many of the eiserfy patients. She continugd working in the rehanilzation and terminal care wirds.

Tha geath at the hospial of §1-year-old Gladys Richards in 1998 triggernd the first NHS, and two police, L 0 ateer her daughter, GIIAN Hackenz)
refissed to accept she had dicd from natural causes. The police InvestiGalions were later Found to huva beon Incompetent and ked Lo a third - lasting four yeds
= Into at least 92 deaths at the haspital, Thirteen wern catagorised 23 the “most serious™ by an eminent team of medicd avperts led by Profescar Robart
Fofrest, the forensk tadoslogist who gava evidence at the Harold Shipman trial, but no chargis were brought.

Emrmyunmumenmcs' nitlal worries, on 17 Harch 2009, Inquests into the oeaths of 10 people whi gied at Gosport between 1996 ang 1998 opened

o Por Court. Thi G d consurrent Inquests - 1o determing haw, when and why tha 10 patients #0ed brtween 68 and 99 had dled

-umelnuvemﬂ palgning bry wha bel) thelr loved ones died In tuspidous drcumstances. Tha 10 were amanqg almost 100 deaths at the

hosgital goted by shire police 1958 and 2006, but why they were chosan for an inquest remalas undear, They mera not ths most BRLIESH PATEL
Sraghtforward case, «mwmmrmrmemausmmummmxuudmwumn«mm Charies Fasthing's stepfather Asthur Conningham
I Aprl, an slght-strong Jury denided da And otier pmeerfil arugs had more than minlmaly” to five of the deaths {Induding those of ’”“i”;ﬁ;‘x"m”x,w that
Robert Wikson ind Arthur Cunningham), Mhmmw.mmum;uywmmmmbm The vordict ked 10 2 momant of Jubllation for sumamqummbemmml pht

& New, but colls for 2 public Inquiry = @ Shi typ P Into the deaths and handling ¢f the L by - soon mom had been A a_';“mm“
aner y given 2 syringe orwer

beforp sho died of cancer in 1989.°

The ceaths at Gosport happened arund the tme of several scandals lnvolving NHS 00cLors ana murses. In 1993, nurse Beverly AJltt was convicled of murdering Four chikdren & a Uncolnshine haspital. a¢ least
three bables dicd in the Bristol baby scandal between 1991 8n¢ 1995, and more than 2,000 organs wern Hlegally harvested st Alder Hay Children's Hospital between 1588 and 1995, The GP Harokd Shipman was
convicted of 15 murders 10 2000 but 3 public Inquiny found evidence Lo say he billed at loast 250 patiencs.

mecmmmmwmmm:smlwmmkmmnmmn&n«nlmtwwwna appenad at Gosport. They ace unh with the way thalr P have beent
delayed or Inad e belleve the gaaths were downplayed berBusa ancther NHS scondal would cawuse pubiic outrage and may have had poliical consequencas.

Familes of the dead have mada 3 number of conplaints agalnst Or Barton to the General Medical Courtck {GMC), but the counts atiowed her to work unresuictea untl last year, In July 2008, they ksued an
Interim orger ber trom prasaribing & hing and (eblrikcting her ebility Lo prescriDe the sedative drug dazepam, She will face altegations of senous proli al 1 a1 tha GHC next month -
uleaammmu-nrmﬂmmwmnu

No ona - apart fram the Government and the GHC - has set eyes on a audsl study by Professor Richard Baker intn whether the death rate at Gosport was abnormally high, Other highly qritical medical opintons
werg wikthheld [1om the jury by the coroner 8t the And the y pleas fron thg coroner to hold a pudiic Wquiry into b of the ceaths rather than inquests Into just a fow The children of
Arthur Cunningham, Stanfey Corby, Robert Wison and Norma Windsor, wha died between 1998 and 1000, have afl becn sdvised by the authorities 10 “maove on” and actept that thelr parents were okd and sk ~
but nona s prepared ta. Thay feel let down: by the HHS, police, Crewn Proseation Service, GMG, coroner and the Government. They believe the public deserves the truth aid that justics must be done, for their
parents, Dat biso for everyone else who has, of wil have, an eiderty relative i hospital, Because I things go wrong, horribly wrong, 1he tnith should not be hidden = N0 Matter haw much it hurts,

Asthur Cunningham

Arthur *Brian® Cunningham could be a difficudt man, In tha 13405, he had worked on the tra plantatiens in Sl Lankn, snd his calonlal pitRudes rubbed many people Lp the wrong way, In the mid-19603 he

doveloped Paridnson's discase, and o of , tide-effocts and his cantankerous personalily meant that nursing:-home s30T could And him Gifticuh,
However, he and his stepion, mmrmﬂ!g(lm),mwanbunmwudmmm ol 21 1998, O was 10 Gosport War Memarial Hospital suffaring from bed
sores. ‘T ruthed ¢owD to the War - mmMWumeadw;m. says Farthing. "At that point a man, maybe a porter or deanar, $akd t0 me, That's tha death ward,’ which

saumuupcdbeauu&unw.smnemneardum.mIddn‘tmlnimomnmu.

Qunningham was sitting up In bed whan his stepson artved, alert and animated despite 3 *sore butt”, Belera Farthing leflt for work In London, he spoke to the nurss In charge, Sister GIll Hanbiin, *She sald
Brian’s bed 50res wert tha worRt she'd ever sean and ha might not survive thant, which completely astounded (na. T ashed to see a doctor, but PO one was available,®

By the tmme Fartheng retumed with s wife two days liter, Cunningharm was attached to & SYTinge driver lor reguiar morphine and - & strong sed - andwas o He repeats row whot he
told the Inquest, that his stepfather was “out of this world and | theught straight away they must be kiRng him, because my mum had been ghven 3 syringa dilver just befora she died of ancer In 1989,

He 14 fl ot R Dar %0 that [ could talk 1o Brian and find out If this 18 what he wanted.”

But Dr Barton, wha had presaribed the dnuigs, said that he was dying wom the “polsonous” sores. The crver remasined i place, From that point, Farthing and his wife s2t with Cunalngham usith ha cied on
Saturday 26 September 1998, aged 79,

Over the years, Farthing has d gozens of & and medical reports which he beliaves proves his stepfather's death was susplcicus, but many were excluded from the inquest, °1 belisve
they didn’t Bke him because of his manner.

*Ever sinca Mr Blalr stood Up 0 tha Commons and £aid there would never be anather Shipman, we have been Lp AgaInEt 8 brick wall, Pve alvays been a law-abiding citizen, 1 balieve in right and wrong, and
that's what keeps me going: | st want justice,”

Y
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Rodrert Wilsan

'Hsnmm.uwy‘ruullrnm.'nmannmuuuommnm:on(m-),u,u!dmhbmnundaybemn-dedmorvadwm His son, faln Wilsan, tried ta reassure him, *|
thev're doing what they can 10 try to help you.* He now befleves his father was nght, ’ - ey not, Das,

Glasgow-bom Robert Wilson fought In the Second Workd War and left the navy In lsﬁs,drudyudﬂnku.Hurmwhushauld«-anufdlngnthemlnsmambcrlnaww»adnmmm
Alcxnndu’liasnitﬂﬁtllmoﬂlfruwmks.mmlmdmmpmdmwmhhudnmadmbmmm U | 1 sa he was tr. to Gasport to recover, d his
mmcoutdn!copcwﬂ\mmlmwdcrammunwuﬂam.mm\mnmmmtwmm. !

'l{yywmluﬁ_mrnm:muﬂMmnlgmbe!bmhuwnumlummhcwulngoodmm,hmm.eﬂmmmm,m&mnowam?mmmnmmmummx& peing
driven anywhere,” says Ialn Vitson. “wWhnen 1 visited him in Gosport two days lates, e was aimost comiatose, on a syringe oriver, and Sister Hamblin told me e would be doad within four days. At that point |
nearly got tUvovn out fof licking up & fsss, but hew T wish 10w 1'd trustad my ingtinety and got him out of there.”

Robert Wilson died on 18 Octobar 1998, four Gays aRer he was admiited For rehabifitation.

Th|upclemnoflonklfqlnamscy‘snowmmyursbdwdundmnvlnczdhhw:uonlnummmwultﬂnhmwmadﬂngmm-ssmnmmmncam‘Mm for
o arguments with hid 1even siolings gver tha years. ot for st his fes

A Bt he falt “ecsiatic” when the Jury decided his dad hac dicd b o
beginning, But 1 hava te keep going.

0 : Dt within days the elation was gone. *T octually fee! gutted now because X frels we're back ot tha

‘Evuyﬂmrmwd'm'wmtmwmm-—umcuc,nmtmkummdelemhndhknpmrdinommwn.lmqujusu:hrhlm.'
Norma Windser

Horma Windsor died on her &9th birthcay atter lbaaysu'testnm:emmmmncosoon_W!ndwhadahennwummdmawmnw:mm,wmmmmmwmenm
divarder, She was poorly, $hat Wa$ tired, But there was nathing I her protes to supgest that she was dyw.

A the ead of Aprir 2000, her GP, Dr Knapmian (who 4150 attendad patients st Gosport), SUDOCSted & short hospilal Admision to give her nusband tima Lo pack for thalr iMminent move to Sussex. Windsor
baulked: ~You go theve to Se,” she told hes youngest daughter Sheena, Dut she persuaded her mother to o 1 for a re3t, 50 Windsor reluctantly walked into Sukan Wand,

Sha wert downhill rapidly, Her daughter Maggle Ward (ieft) says: “WIhin days she went ram being cnatry, mobile, just normal really, 1o being spaced o, bangly able ta talk or heeo her eyes open. Her skin
went fom being phump 1o totally dry.” As the family compiained, Windsor got sicker, "MUm k&pt Saying 10 U8 “You don't knaw what thy're 6oing to ma,’ but we Foit helpless,”

On 4 Moy 2000, Or Knapeian agreed to a second opinion and Windsor was transfarmed to 52 Mary's Hospital In Portsmouth. “When we got there, one of the coctovs sald they’d never received a patient kom
another hospital in such bad condition,” says Ward, Windsar died from multipie organ fallure on 2 Hay 2000,

A hospital doctor asked them to conslder an autofsy, but the famdy, traumatised, refused, which they regret, The medical nates thay've seen are lncomplete 47d they nave no Idea mhat MedCaon She was

ghven, The police thalr Initul I 2002; said Windtor's oeath was one of the most seriouts cases being kvestigatrd In 2003; and cismissad it again In 2006, Raquests for an lnquest have been
Genled.

“Wa feel bke Mum has been forgonten,” says a tearful Ward. "Things are probably QK at Gosport now but what wa feel was (riminal negiect robbed us of bme with Hum and for that, thera shoukd be Justice. We
don't undenstand why the geaths st Gosport aren't us as the o

Sian Carby

Everybody knew Stan Carlry, He was a larger-than-ife former naval officer, whosa subsequent career as an loe-cream vendor had made him a local legend, At 65, he sufTered » series of Mini-srokes that landed
hlm in the armty hospial, Rayal Haslar, whita his bad Jokes ond relenitiesa MFUng eammea him the nicknama *S5tan the man®. Tha mink-strokes had caused some weakness and Grooping of his left side, €0 he
needed a perfod of rehabllization, His weight ruled cut hamae rehab and detpite belng technicaly too young (or Gosport War Memorial Hospital, he was eventually admitted 1o Daedalus ward ot lunchtinie on 26
Apeil 1599,

“He picked out A horsd for 3 DGt ot around 3.30om, Nad a cup of tea and was genarally fine,” says his daughter Dabbia Matkay, the second cxiest ot Ave. "He was not i aty pain and had been SiSCNarpes from
Maslar on NOXNING stronger than napirin, But ha was a bit agiated about staying in and his metcal netes had sl not amived, £0 1 Maca sure the nurses kntw they should coll me if he became upset or things
got worse, whatever tha Bme.” The (ast relative lefk at dpm and they all went 1o bed under the Impression things were settied, But Maciay recsived a phong call the next moming 12180 her Stan had taken a

“turn for the worse®.

*DITs eyes were S1UL, N2 was dammy, ucresponsive and his breathing was heavy,” says his daughter Oy Gramt (abave with hier Drother), "We were d at the change; R ras detaly P
We ftad M U 1o try (o help him Dreathe, which bs when I£kw 2 tuba it his back = what I now hnow was 3 syringe difver.*

Around Mikdday, the coctor camie 0 and told the lamily che RuSpecnd a major stroke; she would mako sure he wasn't In any pain but they would now “let nature take its course”, Stan Cardy 100k his last breath
ot 1pm, barety 24 hours aner being admitted for rehabliitation.

The tamily Pave shown me his adnission notes, wnitten by Or Barton, which state: "happy for nursing staff to conflem death®. They also kndw ha was given larpe doset of mwdazolam and marphine Uirough the
sytinge difves, despRe never complaining about paln. His madical netes from Haslar had not arrived.

Carby's death wasat cheden for an fnquest and his nefativey’ complaints (0 the GrC have led to nothing, *1 wart to knock on Barten's door and find out the Lruth,” says Grant, dose to t5ary, “Dad was taken
from s and MU ded K1 2007 without knowing what happened. Via have o s2e i through for her,*
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Convalescent unit faces inquest into
suspicious deaths

Lofs Rogers TIMES RECOMMENDS
Jack Strew, the justice secretary, has ordered an inquest inlo 10 T.:: m‘:' * hearts
suspicious deaths at an old pacpla’s convalescentunit in AN abaard In 30 seconds,
Hampshire. orders Byitly rall company
The palients wera among a group of 62 who disd unexpectadty Deritist Lo open at

after being given abnormaity larga doses of morphine and other suparmarket #ores
druQs at the Gosport War Memorial haspital. Thelr relatives
beflove thei deaths were a form of euthanasia,

Straw has demanded the coroner’s investigation even though at
least ssven of the bodies wera cremated. An Inquest cannot
take placa In the absenca of a corpsa unleas there are
exceptional circumsiances,

The justico minlstry believes there Is suflicient anxdety aboul the
drcumstances of the cases lo require such 8 procadure, which.
in the sbsence of remains, will ba based only on a raview of
medical records and wilnass statements,

The allegation of "murder by euthanasia® is similar lo that
lavetied against Harold Shipman, the GP from Greater
Manchester who was Britain's biggest mass killer, He was
convicted of 15 murders but Is belfiaved to have kiled about 250
of his patlents. Shipman commitied suicide in prison in 2004,

At Gosport, relalives complalned repestedly that the victims
were not sick enough to require morphine, Questions about the
haspital's heavy use of the dnug wera also raised by the
Commission for Health Impravement, Lhe hospital watchdog.

Despile thesa concems, polica hava bean unabla to gather
sufficient evidence lo pursué a prosecution. The two police
invastigations of the affalr were themseives criticised for

shoricomings. 1s Clarke fed upwith
The inquast into the 10 selacled Gosport deaths was openad the Labour party?
last Wednasday at Portsmouth end South East Hampshire .

coronier's court. Red Box blog

A fuR hearing is scheduled for this sutumn, A different corones,
Andrew Bradiay, from Basingsioke, wil conduct the process, COMMENT CENTRAL
which is expectad to be the largest inquast of its kind.

The patients whosa deaths ere being Investigated w Code A
! \iElsle Lavender, Ruby Lake, Robart Witson, EARl ™™
Spurneon. Elsle Devine, Halena Service, Arthur Cunningham,
Shella Gregory end Geoffrey Packman, ARl 10 died between
1666 and 19299.

Ann Reeves, 8 beauty theraplst, whoss mother, Eisle Devine,
88, diad In the hospital In 1999, has been cne of the mosl vocal
campaigners for the bereaved relatives, She Is writing a boak
about the events and claims that questions had been raised as
long ago as 1991 about the use of syrings drivers — sutomatic
pumps that produca a continuous flow of morphine intoa
patient's body,

~My mother was getting better untd she went Into that placa. We
are n no doutk there has been a massive cover-up, We are
detemined not to rest until we get justice for el of these

patients,” she said, ‘White House 2008

Many of tha other families are dismayed that their cases hava S:m:\g‘” faca for
not been selected for the inquest, Mike Wilson from Cosport

says his 91-year-old mother, Edna Pumed, was out of bed and

using a watking frame after a hip replacement cperation, before

she was transferred from Portsmouth's Haslar hospital for abrief  Brookes

perlod of rehabilitation at Gosporl. Latast from award-winning
rgrinnnict Dalar mnbkee = e 1 vie amememe = M o o !

http://www.timesonline.co.uk/tol/news/politics/article3953919.ece 08/09/2008
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Convalescent unit faces inquest into suspicious deaths - Times Online Page 2 of 3
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they slarted giving her morphine, We are in no doubt that is
what kifled her,”

Richard Baker, a professor of clinlcal govemancs at Leicester
{niversity, carried out tha statisiical analysis that proved the
abnonmal scale of the death rate among Shipman's patients, He
is befloved to have ralsed similar concemns abouw the death rale
in Gosporl.

Tha mabhade oF b lnnsk boas Ansdaes and eosms siwans semedeing

http://www.timesonline.co.uk/tol/news/politics/article3953919.ece 08/09/2008
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that her death broke the law and

there was not enough evidence to charge anyone.

Some famillies claimed patients had dled after sadatives like
diamorphine were over-prescribed by staff.

Hampshire police conducted two iavestigations into the deaths, the
first of which was the subject of complaints to the Independent Police
Complaints Commission {IPCC).

The second Investigation, which looked into the deaths of 90 patients,
resulted In 10 files belng passed to the CPS.

‘Insufficlent evidence’

But last year the Portsmouth and South East Hampshire coroner asked

for the police files, and opened and anfourned the Inquest into the 10
deaths on Wednesday.

Brian Cunningham, who was one of the 10 patlents, went into the
hospltal because of bedsores and later died,

His death certificate said he died from bronchial pneumonia, but his
family are convinced K was because of an averdose of morphine.

His step-son Charies Farthing said: "It's been In my mind ever since it
happened, I can never forget it and there will never be closure uatil
someone Is brought to task.

"It's as simple as that, I won't rest on the issue.

"I just hope the caroner will find 2 correct cause of death and there will
be enough evidence from the inquest for the CPS to reopen its case.”

It was the death of Gil Mackenzle's 91-year-old mother Gladys
Richards that prompted the first police Investigation in 1998.

Gifl Mackenzie said: "I didn't go to
the police because my mother
died, I went because I was
convinced and 1 am still convinced

that's why I went to the police.

"I didn't want R to happen to
anybody else."

In December 2006, Paul Close, of
the CPS, sald: "1 consldered
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.”

Full Inquests, which are fikely to take several weeks and be heard in
front of a Jury later this year, will take place into the deaths of: Leslie
Pittock, Elsle Lavender, Ruby Lake, Robert Wilson, Enid Spurgeon,
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Hospital deaths charg
Medical staff could face
prosecution over the deaths
of 10 elderly patients ata
Hampshire hospital.

B Printable version
es

A lengthy police inquiry intc 90§
deaths at the Gosport War z
Memorial Hospital has led to 10F2;
cases being sent to the Crown [ ;
PrOSECUtiOﬂ SEI"VICG (CPS)- The dea[hs |n question happened

. between the late 90s arid 2002

The CPS will ‘declde if there Is enough evidence to charge
anyone.

The families of the patients claim sedatives like diamorphine
were over-prescribed at the hospital, leading to the deaths.

The deaths being investigated occurred between the late
1990s and 2002.

Det Supt David Williams sald:
"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.

66 This investigation has
been necessarily detailed and
thorough, given the
complexity of Issues

»
Det Supt David Willlams

"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 Council 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 detalled 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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HOSPITAL STAFF MAY FACE CHARGES OVER PATIENT DEATHS

Medical staff could face prosecution over the deaths of 10 eldery patients at
a hospital, police said today.

Detectives have spent several years probing 90 deaths at the Gospart War
Memorial Hospital in Hampshire from the late 1990s until 2002.

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 relalives,
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 cver
the dealhs. A decision is expected within a month.

Deteclives have now released the other 80 cases under investigation and have
infarmed 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.

“*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 Council and

Nursing and Midwifery Council for their altention.

“*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 facilitaling
interviews with staff.

“*This investigation has been necessarily detailed and thorough, given the
complexity of issues. | feel confident that the Crown Prasecution 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 pane! 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 from the in-house legal team [date] \0 ¥ U\}){

Introduction

1.

This report summarises the background to this case, the material received by the
NMC, and the current situation.

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,

Those investigations began in September 1998. A patient named Mrs Richards
had died on Daedalus Ward eariier that year, and her relatives made a complaint
to the police. The police investigated the complaint, but in March 1989 the CPS
advised that there was insufficient evidence to prosecute any member of staff for
any offence.

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 — §......., I Code “*-—|n September
2001, the NMC’s PPC considered the matters raised in the Livesley report about
Mrs Richards, and decided to close the case.

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

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?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.

The CHI conducted an investigation into the trust's systems since 1998, and
reported in July 2002, The CHI report is at pp ?? - 7?7 of the bundle. The CHI's
key findings were as follows:

e There were insufficient local prescribing guidelines in place covering the
prescription of powerful pain relieving and sedative medicines;

e 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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e 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. Inresponse 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.

NMC. He named nurses { Code A 1 (bundlep 7).

11. In June 2002, the NMC received three further complaints:

e Mrs Jackson comp!alned about nurse Code AN respect of her deceased

__________________

¢ Mrs Reeves complained about nursesi Code A iin
respect of her deceased mother, Mrs Devine {bundle pp ?? - ?7?);

» Mrs Bulbeck complained about the general care given to her deceased
mother Mrs Middleton (she subsequently named Philip Beed as being the
manager with overall responsibility) (bundle pp 7?7 - 77?).

12.1n August 2002, the NMC received a further complaint from Mrs Carby against
nurses ! Code A “1in respect of her deceased husband Mr
Carby (bundle p 7).

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:
o i T - allegation from Jackson re: Wilkie

-— allegations from Reeves re: Devine and Page re: Page
*'Code AT allegations from Reeves re: Devine and Page re: Page

. — allegation from Reeves re: Devine

. allegations from Reeves re: Devine

: Code A (bundle pp 77 - 77). These cases were
adjourned pending the outcome ot the police investigation.

15. There is no evidence to suggest that the PPC has considered the Carby
complaint against nurses: Code A ror the Bulbeck complaint
against M- a T

..........




Police investigation

16.

17.

18.

19.

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: Irene 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.

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.

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.

it 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 ali consented to this course of
action.

20. Throughout 2004, 2005 and 2006, the NMC received files relating to the B0 cases

21,

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)

o Expert summaries

¢ Summary comments by Matthew Lohn

s Medical records

1 have done the following work on those cases:

e 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

NMC100086-0325



22.

23.

24,

25.

26.

271.

¢ Reviewed the summaries by Matthew Lohn

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.

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.

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).

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
Dr 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 Dr Black, a geriatrician. Further experis had
been instructed to advise on individual cases as required. Mrs Devine's case was
in this group.

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.

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 77 - ??).

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) IgA
paraproteinaemia

¢ Medication confributed to her death
» The medication was given for therapeutic purposes

* The medication was not appropriate for her condition and symptoms.

GMC proceedings against Dr 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:

Code A
Elsie Lavender
Eva Page
Alice Wilkie
Gladys Richards
Ruby Lake
Arthur Cunningham
Robert Wilson
Enid Spurgeon
Geoffrey Packman
Elsie Devine
Jean Stevens

¢ & & & @ & © 0 ¢ & &

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, | 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. It
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 7?7 - 77). | 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 7?7 - ?7), and on 27 September 2002 to inform him of the PPC's
decision to adjourn the case (bundle p 7).

37. 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:

NMC100086-0327
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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, |
have been unable to identify whether nursesi Code A were 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

41, Although Mr Page named nUrses w509 A he does not make any
particular complaint about them. Professor Ford does not refer to either of them.
It is not apparent from the medical records whether nurses Code A i
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.

42. Taking all of this together, the PPC may conclude that there is insufficient

[T ¥ VS

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 ?7 - ?7). 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 7?7 - ?7), which
showed that a syringe driver was set up with 40mgs of diamorphine at 12.15pm.
It 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. It is possible to prove that,Nurse code ! 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 Beed, 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 ?? - ?77?).

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;

e Her mother had a “fluid overload” 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 “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
“behaved very strangely some days”;

NMC100086-0329
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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 Beed, 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
{rust 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:
¢ Irene 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 Lawsaon (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

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 [ codea i 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,

60.

61.

62.

63.

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 77 - ?7). She made a number of general points, but | 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 mother was dying and nothing could be done for her. Mrs Jackson told Mr
Beed that she did not want her mother to suffer.

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

which would make Mrs Wilkie sleepy. When Mrs Jackson left the hospital at
13.85, nothing had been done to alleviate her mother's discomfort. When Mrs
Jackson returned to visit at 20.00, her mother was unconscious.

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 Beed 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:

e On 17 August 1998,;___Code A imade 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

[Ty R S

_____________________________

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.

e 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 10mgs given at
21.00 as distressed. Settled and slept. Written in error as outside Gladys
Richards room!”

e 21 August 1998 “condition remained poorly pronounced dead @ 21.20
hrs by S/N Sylvia Roberts ?? 77 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 | 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 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.

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 Dr Lord on 10 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 recerds are inadequate.

e 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:

¢ Irene Waters (nurse)
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No opinion expressed about the quality of nursing care.
e 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

66. In my view, there is at least one potential allegation of misconduct that could be

putto . CodeA _‘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~=nrocvjate or that a syringe driver
should be used. Accordingly, she alleges that; Code A! falsified the note of their

conversation.

67. There are clear problems in establishing this allegation:

» |t would appear that the only people present during the conversation were

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

» The passage of time will make it difficult o 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;

e The PPC may consider that Mrs Jackson'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;

* It 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;

e |t 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:

» 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, | 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.

e The Council is not in a position to make an allegation of inadequate record
keeping against any named nurse(s), as we have no infermation about who
was responsible for the records, who was on duty, etc.

70. [Amend in light of GMC outcomel.

Evidence in the case of Devine

71.In.June 2002, Mrs Reeves wrote to the NMC to lodge a formal complaint against
Code A tin
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
(bundle pp 77 - 77).

72. Mrs Reeves referred to an independent review carried out by the hospital
following her complaint to the hospital. Code A igave
evidence at that review.

73. Mrs Reeves' complaints may be summarised as follows:

e | cCodeA suggested that Mrs Devine was agitated on the morning of 19
November 1929, but none of the family had ever seen her agitated.
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fr_1urse (LB) gave 50mg chlorpromazine without removing the fentanyl patch
irst.

e ! Code A iapplied a fentanyl patch one day, and the next day, another

» At8.15am, | __CodeA ntelephoned 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 1pm, when
Mrs Reeves’ brother attended the hospital, Mrs Devine was unconscious and

no one could speak to her again.

o Gk "7 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.

e i __CodeA _jsenthome clothes that had been provided by the family

because they were considered “too good” for a haspital stay (they were dry
clean only).

e 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 amived at the hospital following her mother’s sudden

explain what had happened because she had only just come on duty.
74. The letter contains no specific allegations about SN Barker or EN Bell.

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 7). The NMC wrote to Mrs Reeves againin -
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 | Code A ]

...... ]

THére 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 bornon Code A | After the death of her husband in 1979,
she lived in her daughter Ann Reeves' house. From January 1999, her heaith
deteriorated. In February 1999, it was suspected that she was suffering from




79.

80.

81.

82.

83.

84.

as.

86.

87.
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myeloma, but following tests, an expert advised in May 1999 that there was
insufficient evidence to support a myeloma diagnosis.

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
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.

The thioridazine was first administered on 15 November 1999, when Mrs Devine
was reported as being very aggressive and restless at times. It was also
administered on 16 November 1999, On that day, Dr 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 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 resuit.

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, Code A iat9.15am.

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
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Devme was agitated and physically aggressive towards them. Code A

Code A give largely consistent accounts.

lt is agreed that . _ Code A :gave an injection 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

89. Gill Hamblin's nursing note for 19 November 159Y reads:
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Code A
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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:

o 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)

e 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

» |nthe absence of pain, shortness of breath or cough, there is no
justification for use of diamorphine in a syringe driver

e Dr Black, geriatrician

« There is no apparent justification for prescription of PRN oramorph on
admission

* There is no explanation in the notes for the use of fentanyl patch
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93.

94.

» 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

The police files also contain a copy of the independent review panel report dated
10 August 2001, which concluded that there was inadequate communication

S VAP U

between the hospital staff and Mrs Reeves.i” " CodeA 1 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 ill.. Code A iaccepted 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.

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,;

e 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;

e 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.

e |tis undesirable that there is no note explaining the reason for high start
doses of diamorphine and midazolam

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

NMC100086-0338
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had she been able to deal him at the time of her mother's iliness and death, she
would never have made a complaint.

5. It should be noted that there are no police statements from Mrs Reeves’ brother,
Mr Devine, as sadly, he has died. It 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 Code A 5 comment at the independent review
about tension between Mrs Reeves and her sister-in-law does not amount to
misconduct. S Code A comment was made when she was giving evidence
(not in patient notes) and was accurate.

98, Further, the PPC may consider that!  code A~ & refusal to accept the clothes
originally sent for Mrs Devine was not misconduct. They were dry clean only, and
the PPC may concluden that it was reasonable for: Code A to ask for
clothing that was easier to keep clean.

99. There could be grounds for criticising the nurse! _ Code A ) who gave the
chlorpromazine without removing the fentanyl patch (it was not removed until 3
hours later). However, :*2--%zmm*-is 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 {__Code A}
comments is not capable of supporting a charge of misconduct that is fikely 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 Dr Reid, Mrs Devine’s consultant), there seems to be general
agreement that there were defects in Dr Barton's prescribing. Apparently, this is
reflected by the decision of the jury at the inquest.

103. [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_the_anenda..and. the.allenations were not served on the registrants icode a|
i Code A Lmmmmnd

106. The other complaints (arising from the deaths of Mrs Middleton and Mr Carby)

Code A have never been notified these allegations either.

st s s e s 7-=!

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.

108. 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 77 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)

| am the NMC’s Director of Fitness to Practise, and | write to inform you of the NMC's
current position in respect of the Gosport War Memorial Hospital.

| am sorry that you have not received any direct correspondence from the NMC for
some time. As | 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 ycu 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 ("PPC")
considered documents provided by the police and the Portsmouth Healthcare NHS
Trust which related te 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 |
apologise for that.

Further complaints concerning nurses from the Gosport War Memorial Hospital were
considered by the PPC in August 2002. The PPC 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 [ enclose. | 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. | am sorry if that was the impression you received.

The NMC's procedures have changed radically since 2002, and | 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.

S

S |
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_________________

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.

¢) 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 Middleton 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 of ten 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.

| enclose a hundle 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 \ Code A

................ -

__________________
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Text for letterto; __Code A ¥ prior to PPC
| 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
e 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,;

ii.  On 12 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.
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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.

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.

| 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 . Code A

................
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L

| 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
e  What will happen next.

The complaint is as follows:

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 1989, 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 19989;

ii.  You made an unprofessional comment about tension between Mrs
Reeves and her sister-in-law at an internal review;

jii.  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
(“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 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 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 [14 days?] of the date of this letter.

1 enclose a bundle of documents that will be considered by the PPC 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 Code A

ST S 4
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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”).

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]
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Enclosed with this letter is an inforrnation 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.

Code A

Any queries regarding this matter should be directed to:

Code A
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Private and confidential

<<RecipientForenames>> <<GeneralCurrentDate>>
<<RecipientSurname>> PRE/16A/<<CaseOfficerInitials>>/<<C
<<RecipientAddress1>> aseDetailReference>>
<<RecipientAddress2>> Direct Line :

<<RecipientAddress3>> <<CaseOfficerTelephone>>
<<RecipientAddress4>> Fax : <<CaseOfficerFax>>
<<RecipientAddress5>> fitness.to.practise@nmec-uk.org
<<RecipientAddress6>>

<<RecipientPostCode>>

Dear <<RecipientTitle>> <<RecipientSurname>>

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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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>>
<<CaseOfficerSurname>> on <<CaseOfficerTelephone>>.

Yours sincerely

<<CaseOfficerForenames>> <<CaseOfficerSurname>>
Case Officer

Enclosure(s) : Preliminary Proceedings Committee Information Sheet for Practitioners
Documents
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