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Spokespersons and distribution

= Richard Samuel, Chief Officer, Fareham and Gosport CCG

s Sue Harriman, Acting CEQ, Southern Health NHS Foundation Trust

* Dr Martyn Diaper, Medical Director, Southern Health NHS Foundation Trust
« Julia Barton, Chief Quality Officer, Fareham and Gosport CCG

?, Portsmouth Hospitals NHS Trust

Consultation on legal issues

« Kiran Bhogal, Weightmans
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Communications policy for inquests

Following a consultation process with the communications teams from Fareham and
Gosport CCG, Southern Health NHS Foundation Trust and senior management and
legal representation from these organisations the following approach to dealing with
media enquiries during the inquest has been agreed.

» Media pack {o be prepared prior to inquests to provide detailed background
information and a selection of Q&As. This will be issued fo journatists on
request.

» Kiran Bhogal fo attend the first day of the inguest accompanied by Carole
Kelly and Sarette Mariin. Thereafter Carole Kelly will attend to keep a
watching brief.

* No interviews ar comments to be provided during the course of the inquests
on evidence or comments as they arise. Statementis to be provided to correct
misconceptions or pravide policy information where appropriate (in response
to requests which might otherwise become FOI requests or to comract
misrepresentation). Advice to be sought from Kiran Bhogal in each instance.

+ 1-2-1 interviews to be organised at the court post verdict with spokespersons,

if required.

it is acknowledged that this approach may result in media seeking information
from staff, families, residents etc. Staff will be briefed as to how to handle media
requests and on the nature of coverage expected. Patient information will be
drafted for current GWMH patients and their families.

Enquiries relating to nurses will be referred to RCN press office.

Enquiries relating to PHT staff will be referred to PHT communications team.
Enquiries relating to Dr Barton will be passed to Dr Barton’s legal representation.
Enquiries refating to SHFT will be handled by SHFT communications team.
Enquiries of a ‘corporate’ nature will be handled by NMS South C3U

communications team.

Negative coverage is expected throughout the course of the inquests and it will
not be possible to comment on or engage in this coverage while the legal process

is in place.
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Media will be informed that it is inappropriate for us to provide comment until all

evidence has been heard. There will be opportunities for individual interviews

after the verdict has been delivered by the coroner.

Key areas of media interest are anticipated to be:

Dr Barton;

The issue of nurses’ concerns not being acted upon by management
{(whistleblowing), with particular reference to Francis report;

The issue of the family’s concerns not being acted upon by management
(whistleblowing), with particular reference to Francis report;

Prescribing practice;

Policies and procedures with particular reference to the Francis Report

eg. patient communication, record keeping.
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Handling media enquiries

Press should identify themselves to you and will have a press badge. They are not
permitted to film on NHS premises without prior consent.

Refer enquiries in the first instance to the NHS South CSU communications team.

The communications team is proactively managing media enquiries around the
GWMH inquests and will co-ordinate all statements and interviews.

Office hours Communications Team numbers

Main contact number where all calls will be logged and referred to the appropriate
team member / spokesperson: 023 8092 684821

Out of office hours:
NHS South CSU: Code A

Team mobiles :

Sara Tiller, Fareham and Gosport CCG - mobile___Code A
Sarette Martin, NHS South CSU - mobile; Code A o
Emma McKinney, Southern Health NHS Foundation Trust - mobile
Allison Stratford, PHT, — mobile

Other contacts:
Royal College of Nursing
National press office; 0207 647 3633
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Overview

On 9" April a coroner’s inquest into the deaths of Gladys Richards at Gosport War
Memorial Hospital (GVWMH) will commence. The inquest is scheduled for two weeks.
The coroner is XXXX, HM Assistant Deputy Coroner Portsmouth and South East.
The inquests will take place at Portsmouth Combined Court, Winston Churchill

Avenue, Portsmouth.

What is an Inquest?
An inquest is a limited fact-finding inquiry to establish the answers to

o who has died,
o when and where the death occurred, and
o how the cause of death arose

An inquest is not a trial. It is an inquiry into the facts surrounding a death. It is not the
job of the coroner to blame anyone for the death, as a trial would do, and there are
no speeches. However, the Coroner does have the power to investigate the main
cause of death and also "any acts or omissions which directly led to the cause of
death".

In 2009 there were ten inquests concerning the death of 10 patients at GWMH
(average age at time of death: 84)

e Leslie Pittock (died 24/01/96) Dryad Ward - aged 83

e Elsie Lavender (06/03/96) Daedalus Ward - aged 84

o Robert Wilson (died 18/10/96) Dryad Ward - aged 73

e Helena Service (died 05/06/97) Dryad Ward - aged 99

e Ruby Lake (died 21/08/98) Dryad Ward - aged 85

¢ Gladys Richards (died 22/08/98), aged

e Arthur Cunningham (died 26/09/98) Dryad Ward - aged 79
e Enid Spurgeon (died 13/04/99) Dryad Ward - aged 92

e Geoffrey Packman (died 03/09/99) Dryad Ward - aged 68
e Elsie Devine (died 21/11/99) Dryad Ward - aged 88

e Sheila Gregory (died 22/11/1999) Dryad Ward - aged 91
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Media statement approved for response to initial enquiries

Inquest info deaths at Gosport War Memorial Hospital

A coroner’s inquest is being held into the death of Gladys Richards at Gosport
War Memorial Hospital in the fate 1990s.

The local NHS has been working closely with HM Coroner over the last few
months to ensure that all the relevant information is available to support the

Coroner's investigation.

We co-operated fully with previous police investigations [1998, 1939 and
2002] and with an eartier independent review by the Commission for Health
Improvement (CHI) [2002].

Procedures at Gosport War Memorial Hospital were revised as a result of the
earlier enquiries. We are very confident that the hospital provides safe, high
quality care to all its patients and will continue to play an important role in

local healthcare services for many years to come.

Ends

For further information please contact 023 8092 684821
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Timeline of events

»

tn 1998 the police undertock an investigation into the death of Gladys
Richards whose family were not happy about the circumstances of their death
at Gosport War Memorial Hospital (GWMH). This death is now the subject of
this inquest.

In March 1999 the Crown Prosecution Service {CPS) decided that there was
insufficient evidence to bring a successful prosecution.

In 1998 there was a complaint to the NHS Commissioner (Ombudsman)
about the care of a different patient. This death is not the subject of an
inquest.

In 2001 there was an independent NHS review panel into the care of a third
patient which was subsequently referred to the NHS Commissicner. The
Commissioner concluded that the prescribing was appropriate in the
circumstances. This death is the subject of an inguest.

In 1999 following publicity surrounding the initial investigaticon, the Police
looked at the notes of four more patients who had died at GWMH. Two of
these deaths are the subject of inguests, Arthur Cunningham, and Robert
Wilson,

tn February 2002 the police decided there was no evidence for a prosecution
and they were not going to investigate further.

In the course of their investigation the Police alerted the Commission for
Health improvemeant {CHI) in August 2001 and CHI commenced an
investigation in October 2001.

In July 2062 CHI published a report with recommendations.

In November 2002 Fareham and Gosport and East Hampshire PCTs
preduced a joint action plan to address the recommendations made in the
CHi report.

In January 2004 the Fareham and Gosport Clinical Governance group took
over responsibility for overseeing the CHI action plan and ensuring objectives
were met.

In September 2002 the Police began a third investigation into the deaths of
patients at GWMH,.

In October 2006 Portsmouth Mospitals NHS Trust took over the management
of services for Medicine for Older People throughout South East Hampshire

including those provided at Gosport War Memarial Hospital.
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Following detailed investigation which included expert reports the Police
handed the outcome of their investigation into ten deaths to the CPS in July
2006.

In October 2007 the CPS concluded that there was insufficient evidence to
prosecute any health care staff.

This Police report was passed to HM Coroner in early 2008.

Following discussion with the Police and representation from families of the
deceased, the Coroner met with the Minister for Justice, the Department of
Health and the Assistant Chief Constable in August 2007 to discuss the
potential of opening inquests on 10 cases.

Following this meeting the Coroner (SE Area) opened and adjourned Inquests
on 10 named cases in May 2008. The names did not include one of the early
original cases — Gladys Richards.

Her family objected to this decision and lobbied HM Coroner and the media
for an inquest to be held.

The 10 Inquests took place in March 2009 and attracted significant national
publicity.

The verdicts of the Inquests was.......

Dr Barton was the subject of a GMC Fitness to Practice hearing in 2010.
The hearing concluded that XXX

Br Barton voluntarily removed herself from the GMC register in 2011.
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Organisation structure in South East Hampshire 1994 - Present

Date Organisation Function
April 1994 Portsmouth Healthcare NHS Trust Department of Medicine for Elderly
established. People provided acute care, stroke care,
S1 1993/2569 continuing care, rehabilitation, day
hospitals, and outpatient department at
QAH and St Mary’s Hospitals. Provided
both medical and nursing staff on wards
at GWMH. Service at GWMH was for
continuing care, intermediate care, day
) hospital and outpatients department.
From April Portsmouth Hospitals NHS Trust Provided care at QAH but at this stage
1995 i was not providing any care at GWMH.
March 2002 Portsmouth Healthcare NHS Trust
dissolved
S12002/1323
April 2002 Fareham & Gosport PCT established | F&G responsible for management of
S12002/1120 wards at GWMH. Employed ward
East Hants PCT established nurses on Dryad and Daedalus.
S| 2001/331 EHants managed Medicine for Elderly
People service. Employed consultants
for this service at GWMH.
2005 Fareham & Gosport and East Cluster retains responsibilities and roles
Hampshire PCTs merge to form one | from both PCTs as above.
‘cluster’.
Sept 2006 ‘Cluster’ dissolved.
October 2006 | Hampshire PCT established Hampshire PCT assumes responsibility
S512006/2072 (commissions) for services at GWMH.
Responsibility for Dryad and Daedalus
wards and the employment of the
nursing and medical staff goes to
Division of Medicine for Older People
(DMOP) at Portsmouth Hospitals NHS
Trust. Sultan ward is staffed by
Hampshire PCT, but medical input is
from local GP consortium.
2010 Hampshire Partnership NHS Trust Provider arm of Hampshire PCT
transfers into Hampshire Partnership
NHS Trust as part of ‘Transforming
Community Services’. Ownership of
GWMH stays with Hampshire PCT but
staffing on Sultan ward is provided by
HPT. Medical input is provided by X
, ?What about OPMH ward?
April 2011 Southern Health NHS Foundation Hampshire Partnership NHS Trust gains
Trust foundation Trust status and changes its
name to Southern Health NHS
Foundation Trust.
April 2013 Hampshire PCT dissolved — Ownership of GWMH transfers from

Fareham and Gosport CCG
established

Hampshire PCT to Southern Health NHS
Foundation Trust. Fareham and Gosport
CCG take over responsibility for

10
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| | commissioning services at the hospital. |

11
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Detailed chronology of events

Date Note

1880 Dr J Barton contracts with Health Authority to work at GWMH

1988 New contract for Pr JB with Heaith Authority.

18991 First formal letter sent expressing concerns at prescribing
practice and use of syringe drivers at Redclyffe Annexe. More
detail in separate dedicated document. This dedicated
document refers to concerns having been raised two vears
earlier, and them not being addressed since then.

1994 Portsmouth Healthcare Trust {(PHCT) established. Provides care | New service
at alt community hospitals in SE Hants. Service management provider
and medical staff come from Medicine for Elderly People taking over
division, and nursing staff managed by F&G division of PHCT responsibility

from the
Heaith
Authority

1995 Portsmouth Hospitals NHS Trust established. Provides acute
care in this area.

1996 Leslie Pittock died — Dryad Ward
Elsie Lavender died — Daedaius Ward
Robert Wilson died — Dryad Ward

1997 Helena Service died — Dryad Ward

1988 Arthur Cunningham died — Dryad Ward
Ruby Lake died —~ Dryad Ward
Gladys Richards died

1998 Enid Spurgin died — Dryad Ward
Geoffrey Packman died — Dryad Ward
Elsie Devine died — Dryad Ward
Sheila Gregory died — Dryad Ward.

Dec 98— | Police conducted investigation into the death of Gladys Richards | 1% Police inv.
March 98 | (RIP 22/08/98), bui CPS decided insufficient evidence to
prosecute.
Oct 98 Second Palice investigation announced. 2" Police inv.

2000 Siaff grade took up post at GWMH, replacing clinical assistant
{Dr JB)

2001 Independeni Review into death of Elsie Devine.

March 01 | Local media coverage leads {o other families coming forward
with concerns.
2001 Dr JB enters into voluntary agreement to restrict her prescribing
onwards | and for her prescribing to be monitored.
Aprif 01 PCPCT established New service
provider
Aug 01 2™ Police investigation concludes insufficient evidence for
prosecution, but have concerns about practices at GWMH and
refer to CHI
Oct 01 CH] starts investigation, CHI

2002 PHCT dissolved, and F&G PCT and EH PCTs established. New service

Management of wards and employment of nurses at GWNMH providers

transferred to F&GPCT, whilst management of Medicine for

12
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Elderly People service, including employment of medical staff
working at GWMH, transferred fo EHFCT.

July 2002 | CHI reports. 1991 events made public. SHA set up helpline as CHi

more families come forward with concerns.

Sept 02 | Police begin collating evidence for third mvestigation. 3 Police inv.
The Chief Executives of Fareham and Gosport and East Hants
PCTs temporarily redeployed whilst independent investigation
cammissioned by SHA/PCT initiated. This was because they
were party to management decisions taken in 1991,

Nov 02 Joint Action Plan between F&G and EH FPCTs to address CHI
recommendations made in CHI report approved by F&G PCT
Board.

March 03 | Tony Herne and |lan Piper reinstated in their posts.

Jan 04 F&G Clinical Governance group takes over responsibility for
overseeing CHI Action Plan, which has met its objectives.

March 05 | F&G and EH PCTs linked into one cluster PCT New
organisational
arrangement

Sept 06 F&G and EH PCT cluster formally dissolved.

Oct 06 Pertsmouth Hospitals Trust takes over the management of New service
services for Medicine for Older People (DMOP). Now both provider
hurses and medical staff have same employer.

Dryad and Daedalus ward teams formally transferred to PHT,
and so medical services for older people now provided in
Collingwood and Ark Royal wards.

CPS concludes the 3™ Police investigation, saying insufficient
evidence to prosecuie any health care staff.

May 07 Home Secretary ordered inquest into the deaths of 10 people at
GWMH (listed earlier).

Aug 07 Coroner mef with Ministry of Justice and DH 1o discuss inguest

Dec 07 GMC decides to hold hearing into deaths regarding the raole of Dr
J Barton

May 08 Coroner opens and adjourns inguests inte ten deaths at GWMH.

Jan 08 Coroner holds pre-inquest review with families and legal teams
from NHS and NMC.

March 02 | Inguests in 10 deaths held. Verdict was:

2010 Dr Barton GMC Fitness to practice hearing
2011 Dr Barton voiuntarily removes herself from GMC register

Abbreviations:

CHI Commission for Health Improvement

CPSs Crown Prosecution Service

DMOP Division of Medicine for Older People, part of Portsmouth Hospitals

NHS Trust

DH Department of Health

F&GPCT Fareham and Gosport Primary Care Trust

GMC General Medical Council

GWMH Gosport War Memorial Hospital

NMC Nursing and Midwifery Council

PCPCT Portsmouth City Primary Care Trust

PHCT Portsmouth Healthcare NHS Trust

SEPCT South East Hampshire Primary Care Trust

SHA Strategic Health Authority

13
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Details of previous investigations

Background

In 1996 Mulberry Ward at GWMHM comprised 40 beds split into A (13 beds), B (13
beds) and C {14 beds) areas. All areas were run by Portsmouth Healthcare NHS
Trust {(a predecessor of PCTs and a separate organisation from Portsmouth
Hospitals NHS Trust).

In January 2000 Mulberry A, B and C became Ark Royal Ward (13 beds) and
Collingwood Ward (27 beds). Later these numbers became 17 beds on Ark Royal

and 17 beds on Collingwood.

In April 2002 Fareham and Gosport PCT took over responsibility for management of
Dryad, Daedalus and Sultan wards at GWMH. East Hampshire PCT took over
responsibiflity for managing the older people’'s mental health service in Ark Royal and
Collingwood wards and employed consultants for this service at GWMH.

In April 2006 respensihility for Dryad and Daedalus wards and the employment of the
nursing and medical staff transferred to Division of Medicine for Older People
(DMOP) at Porismouth Hospitals NHS Trust. Nursing staff on Sultan Ward
transferred to Hampshire PCT, but medical input was provided by the local GP
consortivm. Hampshire Partnership NHS Trust took over responsibility for Older
People’s Mental Health Services in Ark Royal and Collingwood wards.

In line with national guidance the mental health service was transferred t¢ Dryad and

Daedalus wards on the ground floor in Feb 2008.

14
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Early Police investigations
Between 1998 and 2002, Hampshire Constabulary undertook two investigations into the
potential unlawful killing of patients at Gosport War Memorial Hospital.

These investigations did not result in any criminal prosecutions, but the police shared their
concerns about the care of clder people at Gosport War Memorial Hospital (GWMH) with the
then Commission for Health Improvement {(CHI) (a fore-runner of the Healthcare
Commission) in August 2001. These concerns centred on the use of some medicines,
particularly analgesia and levels of sedation, and the culture in which care was provided for
older people at the hospital.

Commission for Health Improvement investigation

in 2001, CHI commenced an investigation into the management, provision and guality of
healthcare at Gosport War Memorial Hospital managed by Portsmouth Healthcare NHS
Trust (the predecessor of the then Fareham and Gosport PCT and East Hampshire PCT
and a different organisation to Portsmouth Hospitals NHS Trust).

CHI congluded that in the late1990s there had been a failure of the then PCT systems 1o
ensure good quality patient care, including insufficient local prescribing guidelines, tack of a
rigorous, routine review of pharmacy data, and the absence of adequate Trust-wide

supervision and appraisal systems.

CHil also concluded that by the time of their investigation, in 2002, the successor PCTs had
addressed these, CHI reported that the PCTs (Fareham and Gosport PCT and East
Hampshire PCT) had adequate policies and guidelines in place governing the prescription
and administration of pain refieving medicines to older patients and that these policies and
procedures were being adhered to.

Outcome of the final Police investigation

The publicity accompanying the announcement of the findings of the CHI investigation
prompted a number of relatives of patients who had died at GWMH to contact the
Hampshire and Isle of Wight Sirategic Health Authority regarding the care and {reatment of
their relatives hetween 1998 and 2001. Following these contacts the police initiated another
investigation into the deaths of patients at GWMH in September 2002.

15
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Following detailed investigation and expert reports ten cases were passed to the Crown

Prosecution Service (CPS) for review once the police investigation was complete. The CPS
concluded that there was insufficient evidence to prosecute and that there was no realistic

prospect of any conviction.

Following the CPS’ decision, the police met with the General Medical Council (GMC), the
Nursing and Midwifery Council (NMC) and H.M. Coroner to determine whether general
‘standard of care’ issues in respect of the deaths required further examination. The Police,
however, reiterated that their investigation was now closed.

Coroner

Following the meeting with the Police and representation from families of the deceased, the
Coroner met with the Minister for Justice, the Department of Health and the Assistant Chief
Constable to discuss the potential of opening inquests on 10 cases. Following this meeting
the Coroner (SE Area) opened and adjourned Inquests on 10 named cases.

These inquests took place in March 2009 and five verdicts indicated that the

medication used to treat and relieve symptoms did not contribute to deaths.

In two verdicts, whilst contributing to death, medication was appropriately given.

Three verdicts indicated that the medication administered to these patients had

contributed to their deaths. However, in those cases it was found to have been given

for therapeutic purposes.

General Medical Council (GMC) and Nursing and Midwifery Council (NMC)

The Police forwarded papers in respect of 14 cases to the GMC and NMC. Until the
completion of the Police investigation, neither organisation felt able to consider any of the
referrals they had received in order not to prejudice the police investigation. After the
Coroner’s verdict in 2009 the GMC held a Fitness to Practice hearing for Dr Jane Barton
which concluded... .. To date the NMC have not taken any action.

16
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comments including ‘privacy and dignity is well respected’ and ‘cleanliness

impeccable’.

There were X complaints relating to Portsmouth Hospitals NHS Trust re: the
Department of Medicine for Older people, Stroke and Rehabilitation last year (this
includes GWMH and QAH) and X relating to Southern Health NHS Foundation Trust
for the other wards at GWMH. All complaints are taken very seriously and
investigated internally in line with the Trust’'s complaints policy.

The Hospital also receives many thanks and compliments from patients and their
families, with over 200 cards and letters last year.

Staff at the Hospital received a Chairman’s award from Portsmouth Hospitals NHS
Trust Chairman in 2007 for their professionalism and dedication.

In 2008 Portsmouth Hospitals NHS Trust’s modern matron at GWMH received a
Clinical Governance Award from the Trust's Patient Experience Council. This award
of £9773 contributed to the installation of cushioned floor in both wards, to minimize
injury if a patient should experience a fall during rehabilitation.

In February 2009 Ark Royal, Collingwood and Sultan wards have benefitted from anti
microbial curtains and new bedside lockers and tables which are much easier to
clean. Overhead hoists are available over every bed and in bathrooms and the Trust

have increased call bells in day room areas enhancing patient safety.

In 2008/09 Portsmouth Hospitals NHS Trust was independently assessed as
providing an ‘excellent’ quality of services by the Healthcare Commission (formerly
CHI) and Hampshire PCT was assessed as providing a ‘good’ quality of services by

the Healthcare Commission.

Southern/PHT to add subsequent info

18
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Q&A
Q. What is the purpose of an Inguest?

A. The purpose of an inquest is for the coroner to determine how the individual met

their death, the cause / nature of the death and in some circumstances investigate

further the circumstance of that person’s death.

Q. What is this inguest concerned with?
A. This inquest is concerned with the death of Gladys Mable RICHARDS in August
1998. 8he was an in-patient at Gosport Ward Memorial Hospital at the time of her

death.

Q) len't it rare to have an inguest 15 vears after the death of a person and in the

absence of a body or post morterm reporis?
A. Yes it is, however an inquest is an opportunity for families to get some answers

about how their loved ones died.

Q. Why has an inquest into this death been called when the police investigations.

found no evidence of wrong doing?

A. The police investigations focused on whether there was any evidence of
criminality with respect to this patient’s death at Gosport War Memorial hospital. The
role of an inquest is to determine how a person met their death and potentially the

circumstances surrounding their death.

Q. Is this inquest related to ten others-held four vears ago?

A. Yes it is. In 2008, the Portsmouth Coroner, David Horsley, heard ten inquests into
the deaths of patients at the Gosport War Memorial Hospital. These cases came to
light after the death of Giadys Richards was investigated by the police and
highlighted in the media.

Q. How were cared for at GWMH at the time?

A. At the time, a local Gosport GP was employed to work as clinical assistant to
provide junior medical cover at GWMH. The GP worked under the guidance of a
consultant and visited Dryad and Daedalus wards at GWMH each morning, Monday

to Friday. The GP surgery provided an out of hours service with one of the partners

attending the wards for specific needs when required. Each ward had a consuitant

19
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round approximately once a week, a different consultant covering each ward. The

consultants, all geriatricians were based at Queen Alexandra Hospital in
Portsmouth.. Their clinical caseload could include a day hospital session and/or
outpatient session at GWMH, and thus they were present on the GWMH site for
advice at specific periods in addition to their ward rounds.

Q. How was diamorphine prescribed and administered at GWMH?
A. Each ward had a controlled drug book in which would be entered details of the
ward stock levels of the drug in question; the amount administered to any patient at a

specific time and date, and a running total of the stock.

Before nursing staff could administer a controlled drug, the stock levels and the
amount to be given would have to be checked by two members of staff. They would
then draw it up and prepare the syringe. The syringe driver mechanism would then
be set to release the amount of medication prescribed for the 24-hour period.

Q. What is meant by palliative care?
A. The term palliative care means treating symptoms (e.g. pain, nausea, vomiting
etc) rather than trying to cure an illness. This approach is taken when it is

recognised that a cure is not possible or may in itself pose unacceptable risks, and

this could be for a number of reasons.

Q. What was the approach to end of life care at GWMH.?
A. Health services must always be subjected to public scrutiny; however issues
around pain relief and end of life care are seldom clear cut. Both the previous

inquests and the GMC hearing concluded that »x*

Some of the complaints at the time related to the ability of staff to talk to families and
it has become clear that often friends and relatives were not properly informed or
aware that a palliative care approach was being taken.

Since then a range of new approaches to end of life care have been introduced
designed to drive up sustained quality of care in the last hours and days of life.

Q. What opportunities were there for family members to raise concerns about the

care of a loved one?
A. The hospital had a complaints procedure in place, which could be accessed by the

family as well as patients. Complaints and concerns could also have been raised with
20
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the Trusts running services at the site. At that time patients and their relatives were

also able to refer concerns to the NHS Commissioner (Ombudsmany).

Q. What has been done {o ensure care at the hospital is better now?
The CHI investigation in October 2001 concluded that the PCTs had put in place

adequate policies and guidelines governing the prescription and administration of
pain relieving medicines to older patients and that these policies and guidelines wers

and are being aghered to.

NHS organisations providing services in the south east Hampshire area have also
undertaken their own more recent reviews of compliance with the recommendations
CHI made. The Board of @ach organisation received assurances that all policies are
correct and current and that the quatlity of care being provided is of the highest
standard and in line with modern Clinical Governance standards.

Since the deaths at GWMH all NHS organisaiions now work io modern clinical
governance standards which require risk management systems and clinical audit
departments. These are integral to the delivery of health services in a modern NHS
and have been part of NHS evolution over the last decade.

Q). What is the Fareham & Gosport Clinical Commissicnhing Group doing 1o ensure

patients receive good care?
The CCG has detailed quality clauses in its contracts with the NHS Trusts that

provide services at Gosport War Memorial Hospital. We monitor the quality of care
that patients receive at the hospital regularly which includes reviewing the rates of
infections, sericus incidents, patient surveys and complaints, and aiso cross
reference this with what local people and patients are saying about care at the
hospital. We hold regular quality review meetings with the trusts where any issues
are discussed and our clinicians conduct visits to wards and depariments to check

the quality of care and services on site.

Q How will the Clinical Commissigning Group ensure concems or complaints are

heard and acted upon?
A. The Fareham and Gosport Clinical Commissioning Group (CCQG) is responsible for

commissioning or buying/arranging healthcare for residents living in Fareham and in

Gosport.

21
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The CCG believes that it is crucially important to hear about the concerns of patients

and/or their families and as a result, it has established a number of mechanisms to
ensure this. The community hospital has a concerns and complaints service in place.
fn addition, the CCG receives concerns or complaints from patients or family
members and we have a network of patient participation groups, locality patient
groups and a Stakeholder Advisory Board where we take feedback from local people
about the care they have received. This feedback, along with the quality data is
reported regularly to the CCG’s Quality and Safety Committee and to our Governing
Body.

Both the CCG and the service provider will investigate every concern or complaint
raised and will ensure feedback is given to the complainant. In addition, where

appropriate, improvements to the services will be enacted as quickly as possible.

The CCG wiil follow recommendation 108 of the Francis Report to ensure that
methods of registering a complaint are readily accessible and easily understood and
that opportunities for feedback and complaints are offered to patients and families,

both during treatment and after its conclusion.

Q. Foliowing the publication of the Francis Report in early February 2013, what is the

CCG doing to ensure high standards at the Gosport War Memorial Hospital?

The CCG readily accepts iis responsibilities to ensure that the events at the Mid
Staffordshire NHS Foundation Trust are not repeated. It is working with NHS Engiand
and with local partners to devise enhanced quality standards that will drive
improvement in the heaith service. The CCG is also developing its own-action plan to
address the recommendations of the Francis report and will work closely with locai
providers of care to ensure that they take forward the actions from the report.

Crucially the CCG will work hard to ensure excellent communication with and about
patients. It will look to ensure that information abeut an older patient’s condition,
progress and care and discharge plans is available and shared with that patient
and.where appropriate, with those close to them.

In addition, it will ensure, through effective relationship management with its
providers, that it receives accurate information about the performance of its
providers. This inciudes monitoring the quality of care that patients receive at the
hospital by tooking at the rates of infections, serious incidents, patient surveys and
complaints,and cross referencing this data with what local people and patients are
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saying about care at the hospital. We hold regutar quality review rmeetings with the

trusts where any issues are considered and our clinicians also conduct unannounced

visits to check the quality of care and services on site.

The CCG fully understands that it is acoountabie fo the public for the scope and
guality of the services it commissions and is committed o ensuring meaningful
patient and public involvement in all of its aclivities. We have a network of patient
participation groups, locality patient groups and a Stakeholder Advisory Board where
we take feedhack from local peopie about the care they have received. This
feedback is combined with data about the quality of services and reported regularly
to a Quality and Safety Committee and to our Governing Body.

Q: What happened to Dr Barton after the last inquests?
Dr Barton was the subject of a General Medical Council Fitness to Practice hearing in

2010. The hearing concluded that Dr Barton could continue to practice with
restrictions, paricularly on her prescribing practice.

However Dr Barton took voluntary erasure from the medical register with effect from
9 March 2011 and is no longer able to practise medicine in the UK

The GMC produces monthly decision circuiars. These circulars, which include
information about doctors who have been the subject of fitness to practise action or
have taken voluntary erasure, are provided 1o a range of UK bodigs and international
regulators via email. Dr Barton's name has been included within these circulars on

three separate occasions during 2010 and 2011.

Q. Iz the mortality rate at GVWMH higher than at other community hospitais?
A. There is no statistical assessment that would enable us to compare mortality

rates. The range of treaiments, patient circumstances, local demographics and the
numbers involved all contribute to make a statistical anafysis impossible at this
current time aithough we are increasingly putting measures in place that will enable

us to work towards this type of data.

Q. Please comment on the findings of the Baker audit
A: We haven't seen the Baker audit but would be happy to review it if you have a

copy for us.

Q. is this another ‘Shipman’ case?
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A: Absolutely not. There have been three separate police investigations since 1998

plus an independent investigation by the Commission for Health Improvement. None
of these four investigations found there to be any evidence of criminal wrong-doing.
The current inquest aims to establish how the cause of death arose for Gladys
Richards.

Q: Is this another Mid Staffs?

We deeply regret that care at GWMH in the 1990s was not of the standard that
patients and their families should expect. But there have been enormous changes
made to Gosport War Memorial Hospital since the then Commission for Health

Improvement identified concerns about in-patient services that were delivered at the

hospital as far back as 1997.

The NHS has introduced a range of new clinical policies and practices to ensure that
care is safe and of the highest quality. The introduction of these new policies were
checked and approved by the independent regulator back in 2002 and have been

operating successfully ever since.

The NHS also invested £6.5 million to create a facility that is very different to the
hospital that was subject to concerns 15 years ago. The hospital now provides more
rehabilitative care which supports patients who need care for short periods of time

and means they spend less time in acute hospitals.

Southern Health NHS Foundation Trust, Portsmouth Hospitals NHS Trust and NHS
Fareham and Gosport CCG would like to reassure local people and patients that they
can be assured of the highest quality care at Gosport War Memorial Hospital.

Patient and their carers regularly compliment and thank the hospital for the care
received and the level of complaints at the Hospital is low.

During 2012/13 XXX patients were cared for at the wards at Gosport and only X
concerns were raised with Portsmouth Hospitals NHS Trust and Southern Health
NHS Trust who provide care at the hospital. Most of there were informal complaints

that were made verbally.
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Fareham and Gosport CCG are committed to ensuring that the services we

commission are of the highest quality and our Chief Quality Officer visited GWMH
earlier this month. During the visit we looked at infection control, medicines

control, equipment, environment, staffing and staff attitudes, communication, privacy
and dignity, patient information and many more components of a safe, high quality
services and were assured that GWMH is delivering a high quality service for local

people.

Q. Why was Dr Barton still practising up until 201172

A: At that time the GMC concluded that Dr Barton remains safe and fit to practice.
Due to the pressures surrounding the investigations, Dr Barton resigned from GWMH
but still practiced as a GP until 2011. Following the GMC hearing in 2010 she
voluntarily withdrew herself from the GMC list.

Q. Why was nothing done when concerns were initially raised by nurses?

A: It is regrettable that no action was taken although these concerns were brought to
the attention of the management team which was in place at the time. It is also
regrettable that staff who raised these issues were not supported as they would be

now.

The way the NHS monitors patient safety and the quality of care has changed

considerably since the early 1990s. Staff are now required to report all incidents and
‘near misses’ and these are immediately logged and reviewed at the local integrated
governance group, if appropriate a detailed action plan is developed and monitored.

This is supported by an active and open policy encouraging staff to report anything
they are unhappy about, without fear of blame. We have policies and procedures in
place to encourage staff to report any matters of concern and we take immediate

action to address these.

Q: Why has it taken so long to reach an inquest?
A: Each of the four independent and police investigations has taken a period of time

to complete. Each investigation was extremely thorough and the NHS has co-
operated fully and quickly in each instance. Each of the four investigations concluded

that there was no evidence of criminal wrong-doing.
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Q: How do you account for the procedural failures that have been identified?

A it has already been established in the four previous investigations that no criminal

act has been committed. The CHI investigation details the procedurat shortcomings
at that time and we acknowledge that it is regrettable that our predecessor
organisation did not have sufficient policies and procedures in place to optimise care
in 1998, We are confident that these issues were addressed prior to and after the
CHI review and in more general terms by changes in NHS governance and

procedures.
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Core messages — please review all
Carporate NHS
Spokesperson — Julia Barton Fareham and Gosport CCG

+ The NHS in Hampshire supports the coroner's inquest as a valuable
opportunity to look again at events of the late 1990s and for the family of the

deceased to establish closure.

s We sympathise with relatives for the uncertainty that has surrounded these
issues over the last 15 years, and also with our staff who have been through

four investigations over that period.

e Quality and safety is at the heart of all we do. | would like to reassure people
being cared for at GWMH today that the quality of care at Gosport War
Memoarial Hospital is of the highest standard.

« Friends and relatives of patients should not be alarmed by these inquests
which are concerned with incidents which took place more than 15 years ago

and practices which are now outdated.

» The CHI report found that our predecessor organisation didn’t have adequate
policies and procedures in place and that there were some elements of care
that required improvement. It is a matter of regret to the NHS that in 1996 it
was found not to have adequate policies in piace to optimise care, however
action was subsequently taken and this is no longer the case.

e | would fike to reassure people that the right policies and procedures are in
place at GWMH now to ensure that the care provided is of the highest
standard. The Commission for Health Improvement (CHI) investigation in
October 2001 concluded that our predecessor organisation had addressed
the issues raised and had put in place adequate policies and guidelines, and
that these policies and guidelines were being adhered to. Quality and safety

are at the very heart of all we do.
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Clinical practice: Dr Martyn Diaper/Julia Barton

e Safety and quality is at the heart of everything we do. The way the NHS
monitors patient safety and the quality of care has changed considerably
since the early 1990s. Staff are now required to report all incidents and ‘near
misses’ and these are immediately logged and reviewed and if appropriate a

detailed action plan is developed and monitored.

e This is supported by an active and open policy encouraging staff to report
anything they are unhappy about, without fear of blame. We have policies and
procedures in place to encourage staff to report any matters of concern and
we take immediate action to address these.

e We actively seek to quickly reduce and eliminate risk as an ongoing learning
process. Untoward incidents or a pattern of care which suggested that clinical
practice is not up to standard would be picked up there and then through
these procedures and investigated internally. If necessary the Trust
concerned may also commission an external investigation.

e Both PHT and Southern Health NHS Foundation Trust have a modern matron
working at GWMH. These highly experienced senior nurses are responsible
for driving-up standards, ensuring privacy and dignity is protected, and that
their wards areas are clean and suitable for their patients, whilst leading by

example.

e There are much tighter governance arrangements in place in relation to the
prescribing and administration of medicines. Reviews of prescribing practices
and all medicines related incidents are reported on the national risk learning
database and analysed by the Trust and action plans developed, where
appropriate. Southern Health FT also has a pharmacist who reviews practices
and prescribing and also trains and educates staff.

e All NHS organisations have well developed clinical audit departments. The
quality of services at GWMH is monitored via these audits and feedback from

patients on their experiences at the Hospital.
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Pharmacy: 77?

Current service providers have a range of up-to-date policies and procedures

governing the administration of medicines.

e SHFT also has a dedicated pharmacist who reviews practices and prescribing

and also trains and educates staff.

e There are now much tighter governance arrangements in place in relation to
the prescribing and administration of medicines than there were in the early
1990s. Reviews of prescribing practices and all medicines related incidents
are reported on the national risk learning database and analysed by the Trust.
Action plans developed, where appropriate.

e Current policies and procedures are regularly reviewed and monitored to

ensure that they are adhered to.

Key words:

1998 / more than 15 years ago
Predecessor organisation
Integrated working
Multi-disciplinary approach
Confidence

Reassure

Quality and safety

Patient centred care
Dedicated pharmacist

Audits / CHI report

Ongoing learning

Supportive policies and procedures
Minimise and eliminate risk
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