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1».> INSTRUCTIONS

To examine and provide a preliminary overview of the case of Sheila Gregory.

2. DOCUM'ENTATION
This Report is based on the following documents:
[1] Full paper sét of medical recdrds of Sheila Gfegory (BJC/21 and JR/12).
[2] Full set of medical records of Sheila Gregory on CD-ROM (BJC/21).

[3] Hampshire Constabulary summary of care of Sheila Gregory.

3. COMMENTS

o Note: These comments are based on a preliminary read through the case notes
of Sheila G'regory; They are made without prejudice and a more detailed r_eview
may produce«a report with differing comments and conclusions.
For brevity and i.n, keveping with thé purpose of this overview | have restricted my

comments under the following sub-headings.

Was pain clearly documented as a problem and assessed?

On the 15th August 1999, Mrs Sheila Gregory fell and fractured her right hip
(neck of femur) aﬁd was admitted to the Royal Hospital Haslar. The fracture
Was treated surgically with a dyhamic‘hip screw on the 16th August 1999. For
postoperétive anélgesia, Mrs Gregdry 'réquired occasional doseé of ‘weak’
opivoid analgesics as required (p.r.n.); initially she took no more than two doses
of tramadol 100mg (which may have wbrsened her confusion) and subsequently
co-dydramol. (2 tablets; each tablet contains paracetamol 500mg and
dihydrocodeine 10mg) per day. Pain did not appear to be a problem when Mrs

Gregory was reviewed by Dr Tandy on the 24th August 1999, nor in the transfer
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letter written on the day of her transfer to Dryad Ward on the 3rd September
1999, at which time she was mobilfsirjg with a zimmer frame and the help of one
other person. There was no ment‘ion'bf pain as a problem in the medical or
nursing notes on her transfer to Dryad _Ward;_ On an aséessment sheet, which
although undated appears és to have been filled in at the'time of her transfer,
the section on pain is completed to suggest that pain was present but controlled
(page "243 of 346). |

On the 6th September 1999, the medical notes record that Mrs Gregory had
pain and tenderness in the right ‘snuff box’ (wrist). This could have been injured
when' she féll, and an X-ray was carried out to exclude a fracture. | preste it
was becapsé of this wrist pain, that parécetamol was commenced regularly (1G
four times a day) and continued: until 23rd October 1999, after which the

3 admihistration bécame erratic. Theife was no fu}rther mention of any pain in the

medical notes. 'In the nursing care plan, other mentions of pain were:

2_2nd‘ October 1999 - indigestio’n, givéh Gaviscbn v(an antacid)
5 .v 25th October 1999 - pain in the. ri}ght‘leg, given paracetamol
o 16th November 1999 - ‘discomfoft", site not specifiéd, given parécetambi
J 17th November 1999 - pain in neck (followed by unintelligible word ?arm;
page 204/346), given paraceta_mol ‘ |
» 19th November 1999 - breathless and pain in sthlder, given frusemide (a
diuretic) but no additional ahalgesié.' Was receiving regular morphiné at this
point. | |
Apart from the pain in the right .wrist, no medical assessment is documented
and the underlying cause of these other péins is unclear. Nevertheless, they

were generally treated with paracetamol only.
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Was the management of the pain appropnate'?
On her transfer to Dryad Ward on the 3rd September 1999 Mrs Gregory was
prescrlbed 2 co-dydramol tablets p.r.n., as at Royal Hospital Haslar. In my
opinion, this'\/yas.appropriate. |
She was also prescribed‘ oraI}morphine (Oramorph) 5-10mg every 4h p.r.n. It is
unclear from the medical notes'why this was considered necessary, particularly
as Mrs Gregory had only been requiring occasronal doses of co-dydramol.
Some practrtroners do use small doses of morphine rather than dihydrocodeine,
and although a dose of 5-10mg is in keeprng with the BNF recommendations,
grven Mrs Gregory’s advanced age, a dose of morphrne 2.5mg p.r.n. may well
have _suffrced. It would also have equated more closely to her dose of co-
dydramol; morp'hin'e is 10 times more potent as dihydrocodeine and hence two
tablets of co;dydramol (20mg dihydrocodeine) is equivalent to émg morphine.
On the day of her transfer, Mrs Gregory was also prescrrbed diamorphine 20—
200mg SC/24h, hyoscrne (hydrobromide) 200—800mrcrogram SC/24h and
midazolam 20f80mg SC/24h by syrlngev driver. There is nothlng documented
that supports the prescription of 'these drugs; at the time of her transfer there
was no suggeStion that Mrs Gregory had symptoms that required these drugs in
these doses. Further, the medical plan for ’Mrsv Gregory wa's for gentle
rehabilitation» However Mrs Gregory did not receive any diamorphine by
synnge dnver untrl 20th November 1999

B The subsequent prescription and admrnrstratron of oplords does not appear to
have been primarily for pain, and the exact reason for their use should be
clarified. On the 17th November 1999 the nursing summary notes record that
Mrs Gregory‘ was not very well in the ’evenin.g and was becoming quite

distressed and breathless at times and that morphine 5mg was given to relieve
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her distress with good effect. In my opinion, opioids are not indicated as a non-
specific treatment of ‘distress.’ If Mrs Gregory was distréssédvbecause of her
breathleséhess, it would have been most ‘.approp‘riate to have first assessed and
treated any underlying cause,‘when‘po‘ssible and appropfiéte. There are many
reasons why someone may becdme_ breathless, rﬁany of which are relevant
given ,Mrs' Gregory’s past médical hiSfory, e.g. cheét infection, asthma/chronic
obstructive airways disease, atrial fibrillation and heart failure. The latter may bé
}- particularly relevant as Mrs Gregory.’s only h_eért failure treatment she had been
: rec'eivirig (éaptopri!) was discontinued at Haslar, possibly because of low blood
pressure perifopéfaftively.
On the 18th 'Novémbér 1999, she was seen by Dr Barton, and the medical
hotes conclude fhat 'Mrs Gregory may have had é furthef CVA (cerebrovaséular
act:iden;(; a stroke), although the médical history/phyéical findings that led fo this
conclusibn aré not d'ocurhented. There was no docume’ntation of breath‘lessness
or distress, and no documentation thét_ a-physical examination had taken place.
| Oral morplhinev was commenced regularly (5mg every four hours and 10mg at
night). The hursing smvjmmary note seems to indicate that the mofphine was
commenced because Mrs Gregory was feeling anxious. In my opinion, this is
nof an appropriaie use of morphine.
The drug chart was rewritten on the iS_th N‘o'vember 1999, and again included
prescriptions for diamorphine (now in a ra'rige’ of 20—80mg SC/24h), hyoscine
(hydrobromide) 200-800microgram SC/24h and mida'zdlarﬁ 20-80mg SC/24h
by syringe driver. On the afternoon of the 20th November 1999, a syringe driver
was com}menced containing diamorphine 20mg and cyclizine (an anti-emetic)
50mg SC oVer 24h. This was continued on the 21st-November 1999 and Mrs

Gregory died at 17.20h. Mrs Gregory had been'experiencing nausea and
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vomiting and this is an indication for the use of a syringe driver containing an
anti-emetic. The cyclizine was prescribed asa renge (50—200mg/24h) but I note
Mre Gregory received a stat dose of 50mg at 13.1Sh on 20th November 1999.
The dose in the syringe driver (Somg/24h_) was smaller‘than that generally given
- (150mg/24h). In order to cor'rrmen_t on the approprfateness of the use of the

diamorphine, clarification is requ'ired‘on the indication for the oral morphine.

Were excessive doses of morphine/diamorphirre/midazOlam administered?

In my 'opin’ion‘, on the day of her transfer, the prescription of diamorphine 20—
200mg SC/24h end midazolam 20-80mg SC/24h by syringe driver appeare
unneces_séry a»nd inappropriate.. HoWeyer, Mrs Gregory- did not receive any
d_iamorbhine by syringe_dr'i:ver until 20th November 1999. |
On the 18th November 1999, 'Mrs Gregory wae seen by Dr Barton and
commenced on oral morphine 5mg every 4h and 10mg at night. The reason for
this sheuld_ be clarified. It is not unusual for a double dose to be given at 22.00h,
to try and avoid the need for a O_2.00h dose. This starting dose ie in keeping with
the BNF (i.e. | 30mg/24h). However, inen Mrs Gregory’s advanced age, a
‘smaller dose may well have sufficed and would have been more appropriate in
my opinion'(i.e. 15rrrg/24h).. Mrs Gregery rece_ived this doee of oral morphine for
48h, between the 18-20th Nor/err\ber 1.999.

The drug chart was rewritten on the ‘1 8th November 1999 and again included
preecriptions for diamorphine 20-80mg SC over 24h, hyoscine and midazolam.
Mrs Gregory commenced a syringe driver containing 20mg of diamorphine on
the 20th Novem_ber at 17.00h. To calculate an a'ppropri_ate} dose of SC
diamorphine, the daily‘oral rnorphine dose is divided by 2 or more generally 3.

Given that Mrs G(regory had been receiving 30mg/24h of oral morphine, her SC
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diamorphine dose should thus have been 10-15mg/24h. rather than the
20mg/24h she received Although these flgures do not differ greatly, they may
be important in an elderly patient and it should be ascertarned how Dr Barton
calculated or dvetermined that the dose of _di_amorphrne 20mg/24h was

- appropriate for Mrs Gregory.

Was the death of the patient anticipated7
Mrs Gregory was a fra|l 91 year old with srgnlflcant medical problems, namely
heart fallure atrral fibrillation and a probable cerebrovascular accident (CVA)
who had fell and fractured her }right hip. She was confused at times. Following
transfer-. to D‘ryad'.,ward Mrs Gregory was slow to mobilise. She possibly
su_stained a f,Urther small stroke causing the left side of her face to droop and
her to-lean to the left when standing Her mobility failed to improve significantly.
On the 27th September 1999, she was noted to be ‘generally less well’ and on
‘the 11th October 1999, ‘very dependent and delightfully (usually) confused’ and
the aim then became nursing home placement On the 15th November 1999
v' she was noted to be fra|ler less weII and to have a chest infection. She also had
occaSIonaI bouts of nausea.  On the 18th November 1999, a further:
' ,deterloratlon in Mrs Gregory's general cond|t|on was noted and it was
considered that she may have had a further CVA. She was commenced on oral
optoids for ‘a reason that remains‘ to be clarified.‘ Mrs Gregory subsequently
declined further and was commenced on a syringe driver on the 20th November
1999 and died on the 22nd November 1999 at 17.20h. Earlier on that day, Mrs
Gregory was reviewed by Dr Reid, who noted her to be able to give short verbal
responses, to have a respiratory rate of 24 breaths/min and her chest clear at

 (unintelligible word; page 70/346).
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Thus, Mrs Gregory’s physical decline had been documented over several
weeks. Part of h:er ,'de‘térioration. abpeared to have been the symptom of
breathlessness. Itis un,cléar from the medical notes, what ihe under!ying cause
of this waé, although it | may .ha‘v_e' .been multifactorial; Mrs Gregory had
asthma/chronic obstructive éinN'ays diseése,' heart faivlurevand a chest infection.
. The use of fruse‘rhide IM and subsequently orally does suggest that heart failure
was cdnsidered to be a contributing factor. Contrary to this would be the finding
of a Clear‘chest‘on the 15th and the 22nd N0vember 1999; in heart failuré
generally créc_klé_s,_ causéd by excess fluid, are audible in the chest.
The re_aAsonA'for‘ the préscription of the oral morphin_e and subsequently the
diamo_rphihé ferhains to bé clarified.’. However, the féct that Mfs Grégory' was
capablé of -fres‘ponding énd had a respiratory rate of 24 breaths/min suggests
that the dose of diamorphine she was receiving was not excessiveftd the pdint

of rendering her ur_iresponsive or depressing her respiration.

. ’CO_NCLUSION '_
In sufnmary, paln did not appear to be a major problem for Mré Gregory at the
"""" - time df her trans‘fe‘r"to Dryad Wérd. Any paivn' present appeared satisfactorily
controlled with p.r.n..doses of co-dydrarhol 2 tablets, twice a day at most. During
Mrs Gregory’s time on ‘Dryad‘W,ar'd, s“he_ appears to have ekperienced a number
of painé. Apart from the pain in thenght wrvist,».no medical assessment is
’documentedvand their Undeflyihg cause is unclear. Nevertheless, they were
generally treated with péracetarhol only. Thus, in my opinion, from a pain point
of view, there was no justification for the prescription of diamorphine, hyoscine

and midazolam to be given in a syringe driver on the day that she was

transferred to Dryad Ward and when the drug chart was rewritten on the} 18th
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November 1999. However, she did not receive any diamorphine until 20th
November 1999. One obvious ,conclusion, that should'be.explored further, is |
that the use of these drugs in these‘doses was part of a ‘standard’ approach,
,that had little, if any, immediate consnderatlon or relevance to an individual .
patlent The reasomng behind such an approach should be rdentrfled
In my oprnlon from a pain point of view, there was no justlflcatron for the
prescription of the regular oral morphrne on the 18th November 1999 and the
“indication for its use needs to be determmed. if it was for anxrety, as the nursrng
notes suggest thlS |n my oplnlon is not an appropriate use of morphine.
However oplords are indicated for the relief of symptoms other than pain, e.g.
cough and breathlessness and Mrs Gregory did have breathlessness. In my
| expenence morphlne is wndely used to relreve breathlessness (generally
occurring at rest) in patlents with cancer. It is used less in non- -cancer condrtrons
causing breathlessness although this practice may be. lncreasmg
Nevertheless it is generally used for symptomatlc relief of breathlessness that
persrsts desprte the optlmal treatment of the underlying cause. In this regard,
there is a lack of documentatlon in the medlcal notes that an assessment was
made of Mrs Gregory’s medlcal.con_drtlon around the.trmes that breathlessness
seemed a particular problem eg “17th 'and 19th November 1999. If a thorough
medical assessment of Mrs Gregorys breathlessness on the 17th November
1999 had considered it to be due to heart failure, then appropnate management
of her heart failure could be seen as a more _approprlate response to her
episodes of breathlessness and anxietv rather than the use of morphine per se.
On the 19th November 1999, a stat dose of frusemide 40mg was given lIVl at
15.45h because of breathlessness. In my experlence, it is generally the case

that a patient who is considered to be a degree of heart failure sufficient to -
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warrant parenteral frusemrde also warrants a medical review. Given this
occurred at 15.45h, | would have considered it appropnate for Dr Barton/the
doctor on call to have assessed Mrs Gregory as soon as was possible the same
day, and not to have left until the followrng morning. Even so, there was no
medical notes entry for 20th November 1999, although regular oral frusemide ‘
’40mg once a day was prescrlbed. | am not a cardrologlst however, and the
opinion of one couId be sought if consrdered necessary regarding the above.
The use ot a syrlnge driver with an anti-emetic was reasonable glven that Mrs
Gregory was experiencing nausea and vomiting, and this is an rndlcatlon for its
use. The appropnateness of the use of diamorphine depends on the indication
for the oral morphine.

~ However, the above issues aside, Mrs Gregory’svv.deoline was noted over a
number of weeks and this would- be in keeping vyith a natural decli_ne into a

| termlnal phase. Further whatever the reason was for the use of diamorphine,
the physrcal findings on the day of Mrs Gregory S death wouId suggest that the
dose she was receiving was unhkely to have been excessive to the degree that

it rendered her unresponswe or was associated W|th respiratory depressron
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