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INQUEST QUTCOME REPORTS

Code A  i—17 November 2005

Verdict ~ Death due to natural causes (infection following surgical procedure).

Code A{  Code A

o i code A inot given sufficient morphine. Explained that can't give large amounts of

morphine to patients with dementia as it makes them even more confused and
adds to risk or pneumonia. Must use sparingly.

o i Code A ibody was swollen up. Two causes of swelling, firstly a type of
anaemia as a result of {27 poor physical condition and ic<ipoor heart function.
° Some nurses did not seem to know how to manage patients with Alzheimers.

death thati=-<was going to die, although doctors knew at least by the day before.; Code A

apologised to the family for this. As he had been operating all night, he asked the Senior
Registrar who was taking over in the morning to talk to the family about the seriousness of

The family also said that they were not informed by the Bereavement office that the death had
been reported to the Coroner and that the body had gone to London for the Home Office
Pathologist to do the PM.

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

reported to the Coroner and that the family were informed by the doctor. Doctors who report
deaths to the Coroner are obliged to also tell the family.

. Code A =30 November 2005

_________________________________

Verdict — Accidental death

Main family concerns were communication - they did not understand what was going on and
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Explanations by Code A 'seemed to allay their concerns that there had

although the site of the infection was not found 6F Some time, . ,icoeathad been put on the
appropriate antibiotic while the investigations were goingon.

Code A -6 January 2006

Verdict — Accidental death

Family had some concerns about treatment of head vyound (not cleaned etc.) and they believed

haematoma in the brain was quute Iarge itwasina very th|n layer and therefore d|d not put any
pressure on the brain and cause neurological problems.

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

Verdict ~ death due to recognised complication of necessary procedure

Dr Goggin went on his own to Inquest. No family concerns.

i Code A 25 January 2006

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

successful surgery, but developed bronchopneumoma and died.

Code A = 26 January 2006

Verdict — Accidental death

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

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

___________________________________

date of dlscharge was E ’r’actor ini_developing the puImonary embohsm He thinks that that

would have happened on the samé& Way even if ic... anad still been in hospital.
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Code A =27 January 2006

Verdict — Accidental death

Family concerns re delay in doing CT brain scan. Ed Neville explained that they now have a
protocol containing specific criteria for grading the urgency of CT brain scans. Coroner pleased
to hear that action had been taken as he would have followed it up with the Trust if it had not
been done. Sheena to follow up whether the protocol has improved the situation.

Not certain whether the brain haemorrhage was due to the fall or not. Could have been just a

good.

Code A Pre-Inquest Hearing — 30 January 2006

Further reports required from: Code A by 28 February. See file for Coroner’s
letter setting out directions agreed at the Hearing.

Death due to complication of necessary clinical and surgical procedures.

Family had questions about the experience of the nurse who took the blood gas sample where
the haematoma arose afterwards and about the surgical procedure undertaken to reduce the

.........

Code A =7 March 2006

Verdict — died as a result of a complication of a necessary Orthopaedic procedure (traction)

........

The Coroner raised 3 concerns that arose from the evidence and which the family had also
raised and asked if any actions had been taken by the Trust about these:-

1. He thought the procedures for handover between Orthopaedic Consultants were
sloppy and resulted in confusion.
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position with Service personnel is more stable. Also the situation had changed with
regard to junior doctors. They were now attached to the Ward rather than to a
particular Consultant which had made a difference.

2. The fluid charts were not properly filled in.

reminded about good record keeping. Since this case, one of the nurses on the
Orthopaedic ward has done a study of chart completion and as a result, a patient
review sheet has been instigated which is completed by the nurse undertaking the drug
round. This system is currently being reviewed again and a new fluid chart if to be
introduced Trust-wide.

In addition, a new Nutritional policy is about the ratified by the Trust which it is hoped
will also improve standards.

3. Liaison between the Consultant Orthopaedic Surgeons and the Physicians could be
improved. It appears that the decision about removing the traction was delayed
because of poor communication.

Mr Hodkinson assured the Coroner that the Orthopaedic/Elderly ward is now a much

more cohesive unit. At the time ofi Code A stay, it was in it's infancy and not

working as well as it does now. He was sure that communication between the two
specialties was much improved.

Verdict — Natural causes

Family unhappy about bed sore that developed in nursing home. They think it was present
before the date admitted by nursing home staff. Nursing home manager said that they had
clear documentation of when the sore first appeared. Coroner agreed that the nursing home
should arrange to show these records to the family after the Inquest as they did not have them
in Court that day.
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grandchildren. The Portsmouth News was also represented.

Although the family was, understandably, distressed the inquest was uneventful and the
Coroner brought in a verdict of death by natural causes. | spoke to the family afterwards, to
offer my sympathy and also to inform them that if they had any outstanding concerns to contact
the Trust and we would make every effort to resolve those concerns.

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

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

e Thatwhen a GP did visit, very little was done
e When they called an ambulance it took over 8 hours to arrive and the family ended up

Code A inguest - 31 March 2006

Coroner’s Preamble:-

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

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

it was reasonable for Dr Code A {0 assume that the result was up to date and that he
could go ahead with the procedure and in my view, | believe that the two doctors have been let
down by a defective system in that there was no place on the x-ray form for the date of the INR
test and this information was vital.

Narrative Verdict

Code A iwas terminally ill with cancer. icceaiunderwent a PTC on 11 October 2004. This

a blood test on 6 October and the result was satisfactory for the PTC to be carried out. Prior to
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Actions taken

The Coroner asked about actions taken and it was explained that all patients undergoing PTC

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

This it was hoped, would improve communication and ensure that staff who had a good
knowledge of procedures for these patients were close at hand. Secondly, the x-ray form now
has a space for the date next to the blood test result and in the X-ray dept they have a large
white board with all patients listed for the list that day with their test results and dates clearly
displayed.

Likewise in the Gastroenterology dept, when they are performing ERCPs, the test results are
actually printed out from the computer for the clinicians to view before the procedure is
undertaken.

The Coroner was satisfied, therefore, that all appropriate steps had been taken to reduce the
risks of such a situation occurring again.

Apology letter prepared to be sent to family by Chief Executive.

they wished.

Code A =21 April 2006

Verdict — died as a result of a complication (MRSA infection in wound site) of a necessary
surgical procedure.

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

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

unhappy with communication. Staff must make sure that the information that is given to
patients and their families is understood. They thought that doctors’ did not visit sick patients at
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-----------------------

. Code A 112May 2006

Verdict — Death due to a complication (infection) of a necessary surgical procedure.

Family had concerns about delay in changing antibiotics and dealing with the infection but
Coroner did not think that these delays constituted a gross act of negligence.

Code A =15 June 2006

Verdict — Natural causes

was cancelled at short notice and they could not find out why for several days. They
also received conflicting information/advice from nurses, doctors and physios.

e There was a nurse on the ward who could not speak English. She could not
understand them and they could not understand her.

o Dressings were changed daily through the week, but not at weekends because the
ward was mainly staffed by agency staff at weekends

to follow up these issues with the Trust.
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Code A &30 June 2006

Verdict — Natural Causes

would have made a dlfference!
always preferable to treat any mfectlon asap

Code A  :6July 2006

Verdict — Natural Causes

the flow of fluid which could not escape. The causé of death was therefore changed on the
death certificate to 1a Multiple Organ Failure 1b T Cell Lymphoma

After the Inquest; Code Aapologlsed to the family again if the nurses had upset { code Algng

suggested that they contact her personally if they thought of any other questions or Wanted to
discuss things further. She had already explained in her evidence that if a patient becomes
anxious and it affects their breathing, it is very important that the nurses take control of the
situation by getting the patient to focus on the nurse’s voice to regain control of their breathing.
They had of course been very sorry to hear the concerns of the family about their attitude.

Code A iasked me to pass on the family’s thanks to: Code A for all the support

“HE'gavel Code A Which | did later thatday. T
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Code A =22 August 2006

Verdict — Natural Causes

Nine members of family present. They raised concerns about treatment:-

e The family did not know that i<« xihad an ulcer

e [fi=esihad an ulcer why didn't they treat it before it burst? It was explained that {coea}

notes -

was much better and was eating well and was no longer vomiting.

- 25/6/2004 discharged from Phillip Ward (PCT) but in the notes it says
that i....icould be discharged with a follow up to Trevor Howell Day
Hospital for spirometry. Discharged with Frusemide, beta blockers
and biphosphorate.

- 26/7/12004 discharged from F3 following Gastroscopy. Follow up appt
made for 26/8/2006. Medication for ulcer prescribed. Discharged by

the antibiotics i«...was taking for :..... chest infection. The antibiotics effect the balance

of natural bugs in the gut and sométimes the bad bugs take over, particularly in elderly

fluid (not sure which admission). Despite asking staff on several occasions, the family
could not get anyone to look at them. Eventually a doctor did look at them and

prescribed medication which reduced the swelling.

e When admitted to MAU, {.... was leftin aroom withi  Code A  iand did not see

..... Lo S,
.................................

a doctor for a long time.” Code A had to cafiy faose a0 THE TOET and wait some

Following discussion, Dr Poller agreed that the cause of death was

1. Perforated ulcer
2. Pseudomembranous colitis
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Code A :6 September 2006

Verdict ~ Unavoidable complication following necessary surgical procedure

Family asked questions about medical terminology and reasons for various treatment but
raised no concerns.

Code A 26 September 2006

Verdict - death following necessary surgical procedure

............
___________

cause of death. One daughter was also concerned about the infection. Thought it was MRSA,
but was not.

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

Ia_ .......

lots of 5 tabs a day until the Thursday evenmg and E DDDDD dled on the Friday. Therefore, it was
concluded that i...;had either been glven too many tabléts (but the pharmacy records confirmed

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

that this was nof the case) or i=<had not been taking the tablets according to |nstruct|ons
Although Code A sand that {=-awas the type of person to make sure that {2}

......

______

........

This complication is very rare and Dr O’Callaghan has reported the death to the drug company
and appropriate authorities.

Code A -5 October 2006

Verdict — accidental death

Unfortunately even with hindsight, Dr Neville could not see a fractured rib on any of the films
taken of | Code A after oo ~admission (plain films, ultrasound and CT scan), nelther was
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...............................

Verdict — Open Verdict. In the absence of PM evidence, the Coroner could not determine
whether the RTA played a part in the death, or whether the death was due to natural causes.

Family raised concerns about the hospital care ie

e the fracture in { code A foot was not diagnosed for some time after the accident

e they feIt that the treatment of the foot was inadequate, and that on the last occasion i

died earlier (possibly not noticed by staff?)

Also present at the Inquest was a solicitor representing Patient Transport Services insurers,
although she did not play an active partin the Inquest but was purely taking notes.

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

contracts the service with them.

Code A 26 October 2006

Verdict — natural causes

No concerns raised about hospital treatment Family’s concerns were about the error made by

Code A —15December 2006

Verdict - death due to known complication of a necessary surgical procedure.

Code A ‘had concerns about the speed with which the second operation was carried out.

__________________________________

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

P iytyaren]

outside the wound whrch wouId normaIIy be expected to be red and discharging pus.



PHO103061-0012

Code A 29" January to 6™ February (Jury Inquest)

Verdict — Natural causes

Witnesses | Code A :Dr Kayode Adeniji

The Trust had no concerns about the treatment provided but the family had obtained an expert

_______
R iy

encephalitis and that had they done so,{ Code A__iwould not have dred However the Jury

clearly favoured the evidence given by Trust ciinicians and the expert opinion from Professor
Wade (an independent expert obtained by the Coroner).

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

Witnesses - Dr; Code A | & Pathologist, Dri Code A

and changed the cause of death to:-

1a Bronchopneumonia
1b Pleural effusion
1c Asbestosis

Code A + 10 April 2007

Trust represented by Counsel, Sarah Simcock.

Narrative verdict:-

........

_______

.........

about 4.20 am on 29h November 2005.

Witnesses i Code A :Dr Manish Patel

Code A =24 April 2007

Verdict - Died as a result of a necessary surgical procedure

Code A  igave evidence.
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Code A+ 25 April 2007

Verdict — Accidental causes — death was unforeseen and unpredictable.

Mike Thompson, Consultant Surgeon, gave evidence.

Code A = 25 April 2007

Verdict — Natural causes. Neither the fall, which occurred on the ward, nor the speed with
which medical staff acted, contributed to the death. The bleed was spontaneous in nature and
could have occurred at any time.

___________________________

___________________________

Verdict — Natural causes.

Witnesses - Dr! Code A Consultant Gastroenterologist
- Ms Anne Taylor, Senior Nurse/Modern Matron, Medical Wards, QAH

Coroner said that the law says he has to be convinced that on the balance of probabilities the
drug error contributed to the death. The evidence was not therefore sufficient to support that
and so a natural causes verdict was the only one open to him. He was concerned about the
drug error but was pleased to hear that the Trust had taken steps to improve training and were
working hard to reduce drug errors, although he acknowledged that there was some way to go
with this.

There was also concern raised that there seemed to have been a delay of 21 hours from the
time of the knowledge of the drug error before a blood test was taken.

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

goodbye t0coues Drg Code A i the mdependent Pathologlst felt thatic«sicondition

Code A -:15May 2007

Verdict — Accidental death

Witness —{____Code A Consultant Surgeon

Family accepted .. C S.Q_E.Aw.report and seemed to understand why the operation was not
carried out sooner. They were a little concerned that things were not explained to them at the

time and they had not understand what was going on. After the Inquest,i  Code A i
apologised to the family for not arranging to see them immediately after the death fo go through
the course of events with them. It is a problem when the patient goes to ITU, as the family do
not see the surgeon afterwards. He thinks it is something that they should make more effort to

do.
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' Code A +239May 2007

No family concerns or issues raised. Case discussed at Audit meeting, no concerns raised.

Code A :239May 2007

Verdict — Accidental death (as a result of an innocent act).

Witnesses — Dr M Roland, Consultant Respiratory Physician
Dr J Thompson, House Officer

have played a part in the amount of bleeding that occurred in this case. He has searched the
literature and found no other cases, but a colleague of his is going to write this case up and
possibly another case that has happened locally involving a patient on Aspirin and Clopidogrel
who bled.

Verdict - death due to recognised complication of necessary spinal surgery
Witnesses -

Code A

think made the fracture worse.

SUI form has been completed but investigation has not taken place to my knowledge.
Checking on this.

Verdict — natural causes
Witness — Dr Paul Sadler, Consultant in Critical Care & Anaesthesia

although we cannot be certain. Every effort was made by CCU staff to bring through this
illness but unfortunately they were unsuccessful.
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Code A :26June 2007

Verdict — natural causes
Witness - Code A iSpecialist Reg, Medicine

No family concerns at all.

Code A 4 July 2007

Verdict — Natural causes

Trust Witnesses ~! Code A

_____________________________

Family were legally represented and raised concerns about:-

o treatment prior to admission and possible delay in diagnosis of endometrial cancer.
o Whether or not surgery was appropriate

e Why whenic.aseemed to be recovering well from the surgery, did ic«shave a cardiac

arrest. Was this due to poor post-op care
o Time of death ~ seemed to feel that staff were covering something up

Satisfactory responses to concerns given by witnesses (including the GP and Pathologist).
Coroner satisfied that there was no evidence of neglect.

Verdict - death due to complication of necessary surgical procedure

Trust witness - Code A i Consultant Nephrologist

Family had some concerns about the amount of pus found in the abdomen and wondered why
the infection had not been picked up earlier. Dr Lewis explained that diabetics with
gastroparesis do not feel pain as their nerves are dead. Pain is the most important sign of
infection.

went into theatre before the surgery took place.

Family also had some concerns about nursing care which the Coroner suggested they should
take up with the Trust as they were not related to the cause of death.
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Verdict — natural causes

Trust witness — Code A : Consultant Respiratory Physician

Family thought that the death was related to the wheat and grainic-«~jwas exposed to in the

Dockyard and therefore wanted a verdict of Industrial disease, but both the Pathologist and Dr
Dakin agreed that the findings at PM did not support this verdict.

Code A 9 August 2007

Verdict — Coroner gave a narrative verdict when he said that ambulance breakdown was a
mechanical fault which could not have been foreseen, and that all the ambulance and hospital

case it is was caused by a manufacturing fault, as the mechanic witness said that he had seen
it happen before, albeit only once.

Trust witness - Code A i Clinical Fellow, A & E Dept.

Code A 114 August 2007

Verdict — death due to complication of necessary surgical procedure. He added that there was
no gross failure or neglect.

Trust witnesses - Code A

Main family concern was the multiple attempts that the junior doctor made to insert

that and that it may have hastened:«wsideath. They were reassured that the doctor in
question had the necessary expertise to perform the procedure and that it is not
unusual to have to make more than one attempt. There is also no guideline to say that
if the procedure fails on one side of the neck, that the other side of the neck should not

be tried. Dr Leach felt it was impossible to say whether or not the neck line insertion

........

Code A 22 August 2007

Verdict — natural causes

Trust witnesses — Consultant Respiratory Physician
Code A ssociate Specialist, Medicine for Older People
Modern Matron, General Medicine, SMH




PHO103061-0017

_______________________________________________________________

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

shuttmg down Wthh causes pain.

Although mesotheIioma was not found the Pathologist accepted Dr Chauhan’s views that the

exposure.

Rest of family were happy with the outcome of the Inquest and had no concerns (spoke to

the Trust.

Code A 129 August 2007

Verdict — natural causes

Trust Witnesses ~ Jecialist Registrar

Code A onsultant Cardiologist
- ; Consultant Physician & Nephrologist

.......................... .‘,.._..;

Other W|tnesses Code Abathologlst

Consultant Cardiologist, Southampton
Family had concerns which they explained to me after the Inquest had been answered by the
Inquest. They now understood and did not think they would be taking their complaint any
further.

Verdict — Open

Trust witnesses Consultant Surgeon
Code A inaies, ward Sister, E2 Ward, QAH

Other witnesses 1 , Pathologist
Code A Psychiatrist, Hampshire Partnership PCT

The Coroner thought that the process for the Trusts obtaining a psychiatric assessment was
very cumbersome and unclear. He thought the Trusts involved should look at improving this, to
include the availability of the Hospital Self Harm Team based in A & E Dept.

The family thanked Code A ifor his efforts to try to obtain a psychiatric assessment and

ward who was not a tra|ned psychiatric nurse.
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Code A .10 October 2007

Verdict — Accidental death

______________________________

Other witnesses — Police Sergeant
' Code A

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

Code A :16 October 2007

Verdict — Accidental death

Trust witnesses — Sue Metcalfe, Modern Matron, Medicine

Family explained that :code AWas a very independent icoceaiand they quite believed thaticweA_i

would get up and go to the toilet on imugown without her zimmer frame. The only concern they
raised was that the doctor who told ffiem that Mrs D was to be moved to Ashdown 1 ward
spoke to them like children and did not explain properly what sort of ward Ashdown 1 ward

was. They did not understand until they reached the ward that it was a palliative care ward.

They praised the staff on Ashdown 1 ward and asked for this message to be taken back to the
Trust. They thought the staff were “angels”.

William Yalden - 7t November 2007

Verdict — Accidental death

Trust witness = Code A :Consultant Orthopaedic Surgeon

No family concerns. No questions asked.

Code A : 23 November 2007

Verdict — Natural causes

Trust witnessqf Code A Consultant Orthopaedic Surgeon

No family concerns
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Code A 28 November 2007

Verdict — Natural causes. The Coroner said that he was satisfied tha lCodeA had appropriate
treatment and that there had beenno neglect.

Trust witness - Code A Consultant Endocrinologist

Coroner’s question:-

1. If the diagnosis had been made during 1¢t admission, what difference would it have
made?

IC responded that if the scan identified the abscess during the first admission, the
treatment would have been the same ie antlblotlcs but i would have stayed in and

.......

admission.

Family questions:-

1. They referred to IC’s mention that'CodeAhad had a hlstory of fungal mfectlons but they

.......

he would expect normal to be in the 20 — 40 range.

3. During the 2nd admission, the family said that they had had a discussion with a

Code A 4 December 2007

Verdict — Natural causes

Trust witnesses - Consultant & Anaesthetist
C o d e A Consultant Vascular Surgeon
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deteriorated very rapidly and he would not have been aware of that. Apologies were offered to
the family for this as it was appreciated that they would have stayed if they had known how

Code A -4 Decemebr 2007

Verdict ~ death due to a complication of a necessary procedure (neck catheter).

Trust witnesses - C Od e A Registrar

Consultant Nephrologist
No family concerns.
Code A :5December 2007
Verdict - Natural causes
Trust witness -~ code A}, Consultant Cardiologist

Lmmmmamamamd A ey T e A ey ey M -
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................................
.....................

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

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

to normal.

Code A= 8 January 2008
Verdict -

Trust witnesses - Consultant Paediatrician
Code A paediatric Registrar
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