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The pattern of use of opiates in these patients generally invelved the administration
of an oral opiate for pain or distress from whatever cause, followed by the use of
subcutaneous diamorphine when the patient became unable to swallow oral
medication. This process was usuaily triggered by a deterioration in health. An
example taken from the medical records is as follows:

‘further deterioration. Uncomfortable coughing, to have a tiny dose of oramorph

regularly JAB’ (JAB are Dr Barton's initials) {Case 1210).

Oramorph would aiso be commenced by other doctors, for example:
Oedema worse, relative feels patient has had encugh. Oramorph started. (Signature

not clear) (Case 1209).

If the patient deteriorated further, subcutaneous diamorphine would be used, for
example;

‘Further deterioration in general condition. In pain, confused and frightened. s¢
analgesia commenced. JAB’ {Case 1139).

or:

‘patient has deteriorated over weekend, pain relief is a problem. | suggest starts s¢
analgesia and please make comfortable. | am happy for nursing staff to confirm

death. JAB' (Case 708).

The initial dose of diamorphine varied from 5 mg to 80 mg in 24 hours, doses below
20 mg being administered intramuscularly, and doses of 20 mg or more being
administered subcutaneously by syringe driver. Of the 60 patients in whom the
starting dose of diamorphine could be established, the most common dose was
40mg (50.8%), followed by 20 mg (31.7%) (Table 2.6). Of the 18 who received 20

mg diamorphine in 24 hrs, the dose of oral morphine being administered before
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In 18 (22.2%) cases the drug chart could not be reviewed because a copy had not
been stored on microfiche. Nonetheless, in these cases it was possible to describe
the use of opiate medication from entries in the medical and nursing records. Drug
charts were almost always completed by Dr Barton. it was notable that in many
cases, prescriptions for opiate medication had been entered by Dr Barton on drug
charts on the day of the patient’s admission, aithough the medication was not
administered until some days or even weeks later. For example, in the case of a
patient who had abdominal obstruction and had been admitted to Gosport from an
acute hospital, diamorphine was entered onto the drug chart on the day of
admission, but not administered untit 16 days later (Case 597). Prescriptions for
diamorphine typically indicated a range of dose, to enable adjustment without a new
prescription being written. In the example just mentioned, the indicated dose was 20-
80 milligrams subcutaneously in 24 hours, to be administered with hyoscine and
midazolam. It was not unusual for entries in the records by Dr Barton on the day of
admission fo include the statement ‘! am happy for nursing staff to confirm death

JAB' (e.g. Case 530).

The proportion of patients who received an opiate before death did not vary
significantly from year to year (Table 2.8). Of the nine deaths that occurred between
1988 and 1990, seven had received an opiate, and it therefore appears that the
almost routine use of opiates before death had been established at Gosport hospital

long before the initial complaint in 1998,
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death. In 16 of these, a recent fracture that had contributed to the patient's condition
had not been reported on the death certificate. These included patients wha had
suffered a fractured hip and undergone operative fixation or partial hip replacement
in an acute hospital prior to transfer to Gosport. Indead, a fracture had not been
mentioned on any of the death certificates in the sample. Typically, death in these

cases was reported as being caused by bronchopneumeonia.

Forty-eight records contained sufficient details to enable a judgement to be made
about the appropriateness of care. In 32 (66.7%) of these, care was judged to have
been appropriate. There were some concerns about the decision to start opiate
medication in the remaining 16 (33.3%). The indications for starting the drugs were
either not clearly stated, or if pain was mentioned it had not baen investigated, and
neither remedial treatment or alternative analgesia had been attempted. For
example, the following was written in one set of records in Dr Barton’s handwriting:
marked deterioration over last 24 hrs. Persistent cough relieved by nebulised
diamorphine in N/saline. ... Sc analgesia is now appropriate + neb if required’ {(Case
587). No investigation of the cough was described nor treatment other than

nebulised diamorphine.

Discussion

A number of qualifications about the review of records should be acknowledged. The
information was obtained from the records only, and because of the pressure of
routine care in a hospital ward, clinicians may often fail to record extensive details
about patient care. In some cases, the drug charts that recorded prescribing and
administration of opiate medication were not available because they had not been
copied onto microfiche. More complete records, or information obtained through

interviews of clinical staff or relatives, might have explained some of the findings
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that, on the evidence of the records alone, gave rise to some concern. The sample
included only patients whose deaths had been certified by Dr Barton. However, the
records contained entries from other doctors, and demonstrated that they had made

some treatment decisions.

The record review was undertaken to identify broad patterns of care, and therefore
included a relatively [arge number of cases, albeit a sample from over 800 cases. An
intensive, prolonged and in depth review of a small number of cases might have
reached, in those cases, different conclusions. Nevertheless, despite these
reservations, the review does raise questions about the care provided to patients at

Gosport War Memorial Hospital.

Features of care
The first aim of the review was to determine whether features associated with the
care of patients whose deaths were being investigated by the police could also be

found in the sample.

1. All patients were severely ill, having major disabiing, of progressive
conditions, or illnesses that were unlikely to substantially improve. They were
heavily dependent on nursing care, and many had been intensively
investigated and treated in acute hospitals before transfer to Gosport.

2. The precise reasons for admission were not always clear from the records,
but some patients had certainly been admitted for rehabilitation. The majority
of patients, however, had major clinical problems.

3. 93.8% of patients received an opiate, and almost half received Oramorph
(Table 2.5). Opiate medication was frequently prescribed on the day of

admission, although there was no immediate indication for their use, and they
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were sometimes not administered until after several days or weeks. There
was litile evidence of use of weak or moderate analgesics before resort to
oral morphine, opiate medication being used when patients suffered a
deterioration in their condition. Further investigation or active treatment were
often not undertaken, and alternative analgesics were generally not used
first. If pain was a feature of a patient’s deterioration, a detailed assessment
of the reasons for pain was not usually recorded.

Diamorphine was administered to 72 (88.9%) patients, aimost always by
syringe driver and accompanied with other drugs with sedative properties,
most commonly midazolam and hyoscine. Diamorphine was used in all
categories of condition (Table 2.7). In those patients in whom the dose of oral
morphine could be established, the starting dose of diamorphine tended to be
higher than would have been expected. The two potential explanations are
that oral opiates were not being administered at sufficient doses to control
pain, or that the doses of diamorphine were greater than required.

In most cases, opiates were not used for prolonged periods, 47 (61.8%)
patients dying within five days of starting treatment.

. The records were generally brief. On occasions, details were either not
recorded, or no entries were made when the patient had been assessed by a
doctor, although the consuitation was mentioned in the nursing records. The
reasons for starting opiate medication were often not adequately recorded,
and in 39.5% of cases it was not possible to assess the appropriateness of

care.

. The conservative attitude to treatment identified in the records of the cases

being investigated by the police was also evident in the records of the

sample. The quotations included above serve to illustrate this finding. The
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initial medical assessment of a patient on admission was often concluded
with the phrase ‘Please make comfortable’.

B. Inthe case of patients whose deaths had been preceded by a bone fracture
(most commanly the hip), Dr Barton did not note the fracture on the medical
ceriificate of cause of death. The Office of Naticnal Siatistics (ONS)
encourages the practice of voluntary referral to the coroner by the certifying
doctor of deaths due to accidents (whenever the accident occurred) (Devis
and Rooney, 1999). It is conceivable that the local coroner would have
undertaken at least some investigation into a number of the deaths that had

followed fractures.

The pattern of care

The review included records of patients who died from 1988 to 2000. The findings
reveal a distinct pattern dating from 1988. Indeed, the almost routine use of opiates
before death appears to date from at least as early 1988, but it is conceivable that
this practice was in use before this, and before Dr Barton was appointed as clinical

assistant,

The patients admitted to Gosport War Memorial Hospital under the care of the
Department of Medicine for Elderly Peopie were old and frail. They had major
illnesses and were heavily dependent on nursing care. In managing these patients,
the culture at Gosport throughout the period appeared, from the records, to have
been conservative with regard to treatment and modest with regard to expectations
of improving patient health. It may be summed up in Dr Barton’s own words,
frequently written in the records: ‘Please make comfortable’. This approach may

have been entirely correct for many of the severely ill and dependent patients
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admitted to Gosport. However, it is possible that in some patients, a more active

clinical approach would have extended life.

Opiates were used extensively, and often without recourse to other analgesics,
detailed assessment of the cause of pain, agitation or deterioration, or active
treatmeni. The doses of diamorphine appear to have been higher than prior doses of
oral morphine would have suggested were required, and most patients died within a
few days of starting opiates. These observations might be interpreted as indicating
that management of patients with terminal illnesses, in pfacing so much emphasis on
the caomfort of the patient, were in advance of those followed elsewhere in the health
service. However, they might also be interpreted as indicative of a conservative
approach to treatment, and even a premature resort to opiates that in some cases

may have shortened life.

The lack of detail recorded in the notes about medical decisions, and contrast
between the detailed notes written by the consultants and the short entries of other
doctors — sometimes writien within a few hours of each other ~ suggests that the
fevel of supervision and teamwork was poor. The failure of the records to provide a
coherent description of a patient's illness and care, the often disjointed nature of
entries by different doctors, and the lack of detail about some decisions may have
been a consequence of inadequate discussion between members of the clinical

team on patient management.

The completion of medical certificates of cause of death was inadeguate. In

particular, the pattern of not reporting recent fractures was not appropriate.
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Chapter Three: Deaths at Gosport War Memorial Hospital, 1987-2000:

A review of Medical Certificates of Cause of Death (MCCDs) counterfoils

Introduction

Medical certificates of cause of death are supplied in books, each book containing 50
certificates. Each certificate is attached to a counterfail from which it is detached
when it is issued. At Gosport, only one book of MCCDs was in use at any one time,
the book being helid in an office close to the mortuary. It was hospital policy that
MCCDs should be issued from the centrally held book, and the books of counterfoils
have been retained for a number of years. Consequently, the counterfoils are fikely
to represent a reasonably complete record of deaths for which an MCCD was issued,
although deaths that were referred to the coroner would have been excluded. This

chapter describes the findings from review of these counterfoils.

The counterfoils record selected information that is also entered on the MCCD itself,
including the deceased’s name, date of death, the place of death, and the cause of
death, From early 1988, the counterfails of the books of certificates in use at Gosport

also required the certifying doctor to state the deceased’s age.

Method
information from all the available counterfoils was entered into a database. The

specific data items are shown in Table 3.1.
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Dr Barton's patients were less likely to have been certified as dying primarily
because of cancer or heart conditions, but mare likely to have died from
bronchopneumonia with or without other conditions, or from strokes. Case mix wili
explain at least some of these differences. Thus, local general practitioners appear
to have admitted patients with cancer t¢ Gosport Hospital for terminat care; but Dr
Barton was responsible for the care of other groups, including people with
Alzheimer’s disease or ather forms of dementia, and those recovering from strokes

or in need of rehabilitation for other reasons.

: Deceased seen after death, and post-mortems

Dr Barton was more likely to have reported personally seeing the deceased after
death (98.6% vs 86.9%, Chi 5q 89.3, df 2, p<0.001). Dr Barton reported that in
89.4% of deaths, no post mortem or referral to the coroner occurred; the proportion
for the other doctors was 98.4%. These cases will not have included all cases
reported to the coroner, since no MCCD would have been issued by the doctor in
those cases that the coroner chose to investigate. In such cases, a certificate would
be issued by the coroner at the conclusion of the coronial investigation. Therefore,
the deaths indicated as referred to the coroner on the counterfoils are likely to

include only those in which a discussion took piace with the coroner or coroner’s

officer, and that concluded that an MCCD should be issued by the doctor.

5. Day, calendar quarter and week of death

The date of death was used tfo identify the day of week of death. In the case of both
Dr Barton's patients and the patients whose deaths were certified by other doctors,
the patiern was as expected, with approximately equal proportions of deaths
occurring on each day of the week (Table 3. 4). A marginally greater proportion of Dr
Barton's patients died during the winter {October to March), a factor that might be

explained by seasonal factors influencing the types of conditions with which patients
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6. Patients on Dr Barton’s wards

In some cases, doctors other than Dr Barton issued MCGCDs for patients who died on
wards specifically served by Dr Barton in her role as clinical assistant in the
Department of Medicine for Elderly People. These wards were Redclyffe Annexe,
and Dryad and Daedalus wards. Dr Barton also cared for some patients in the male
and female wards, but these wards were not exclusive to patients of the Department.
The completion of MCCDs by other doctors for patients in Redclyffe Annexe, or
Dryad and Daedalus wards, could occur principally when Dr Barton was on leave or
not on duty. Therefore, the case mix of these patients woultd tend to be simitar to

those whose deaths were certified by Dr Barton.

Tables 3.8 and 3.9 show respectively the certificates issued by the other doctors at
the hospital and Dr Barton for deaths on different wards. These data reflect the fact
that Dr Barton ceased responsibility for patients in Redciyife Annexe and took on the

new Dryad and Daedalus wards 1983/4.
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8. Hospital Episode Statistics

To determine whether there were a greater number of deaths than would have been
expected among patients admitted to Gosport under the care of the Department of
Medicine for Elderly People, a method is required for estimating the numbers of
deaths that would have been expected. Since Gosport hospital is a community

hospital, a comparison with other community hospitals would be a logical approach.

Information on admitted patient care delivered by NHS hospitals from 1989 is
provided by Hospital Episode Statistics (HES), and HES were requested to provide
information for this review. HES employs a coding system, each patient episode
being assigned a series of codes that indicate the hospital in which care was
provided, the type of speciality concerned, and the diagnosis. The codes are entered
into a database in each NHS hospital, and the information is then collated at a

national level by the Department of Health.

In order to identify those patients who were cared for in the Department of Medicine
for Elderly People in Daedalus and Dryad wards at Gosport, specific codes indicating
the speciality, hospital and ward would have bsen desirable. However, HES at a
national level records information by hospital frust, but not necessarily by local
hospital or specific ward. Thus, the national data do not allow the ready identification
of patients who were cared for in the two wards at Gosport that are the focus of this
review. Episode statistics that identified the ward were, however, available at
Gosport hospital, but only relating to the years 1998 onwards. Consequently, data

about most of the years of interest were not available.

Even if compiete data for all the years of interest had been available, the difficulties

would not have been resolved. The reason for employing HES data is to enable
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comparisons between the mortality rates in Gosport hospital with those of similar
community hospitals elsewhere who were caring for similar groups of patients over
the same period. The level of detail in the central HES data does not, however,
permit the identification of a satisfactory group of comparable community hospitais
and similar group of patients. For example, even when HES codes are selected that
identify patients who have been transferred between hospitals foliowing initial
admission because of a stroke, the mortality rate (approximately 30%} is
substantially lower than that in Gosport (see Table 4.3). An uncritical acceptance of
this finding would lead {o the conclusion that patients admitted to Gosport were more
likely to die than if they had been admitted elsewhere, whereas in fact the patients
who were admitted to Gosport were more severely ill than those in the best
comparison group yet identified from the central HES data. The collection of episode
statistics directly from a sample of community hospitals would ensure that more
detailed information would be obtained. However, since a comparison would only be
possible from 1998, and it would be impossible to eliminate the effects of case-mix
among patients admitted to different hospitals, it would be impossible to place much
confidence on the findings of such a comparison. Consequently, an analysis using

HES data has not been undertaken in this review.

Discussion
Two points about the use of counterfoils as a source of data should be discussed

first.

1) identification of all deaths
in this analysis of deaths identified from the counterfoils of MCCDs stored at Gosport
hospital, some deaths may not be included, for example deaths referred to the

coronef; in a few cases the doctor may not have issued the certificate from the

72



SOH100025-0035

Gosport hospital certificate book. However, a comparison with the numbers of
certificates for deaths at the hospital completed by Dr Barton and cerlificates
identified by National Statistics shows the number to be virtually identical (Tables 3.1
and 6.1), and therefore the data from counterfoils are likely to be sufficiently

complete to permit conclusions to be drawn.

2) completion of counterfoils

The writing of some doctors was difficuit to read, and the signatures of many could
not be interpreted. However, the counterfoils completed by Dr Barton were easily
identified. She had bold and confident handwriting, and used distinctive black ink.
Also, occasional counterfoils were not fully completed, although this problem was
uncommon and will not have influenced the findings of the analysis. Although Dr
Barton usually specified the ward in which patients had died, other doctors often
gave less detait and usuaily only indicated Gosport hospital as the place of death.
However, this lack of detail is unlikely to have heen systemnatic, and therefore it is
possible to be reasonably confident in the findings of the comparison between

deaths in different wards.

Findings

The analysis has identified the following concerns:

1. In her role as clinical assistant in the Department of Medicine for Eiderly People,
Dr Barton issued a large number of MCCDs between 1987 and 2000. Between
1988 and 1992, the numbers were between 29 and 38 per year, but from 1993
the numbers increased to between 81 and 107 per year, falling to 34 in 2000, the
year in which Dr Barton left the hospital in July. Dryad and Daedalus wards
opened in 1993-4, a factor that is likely to explain the increase in numbers of
deaths in these years owing to differences in the types of patients admitted to

these wards. Patients in Redclyffe Annexe commoniy suffered from dementia,
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but those admitted to Dryad and Daedalus had a wider range of severe clinical
problems.

. The proportion of deaths certified by either Dr Barion or other doctors occurring
on each day of the week was more or less the same. In comparison with other
doctors, Dr Barton issued a lower proportion of MCCDs during the summer
months, but this finding is likely to be explained by annual leave being taken
during the summer months.

. The case mix of patienis is likely to explain most of the observed differences
between MCCDs issued by Dr Barton and those issued by other doctors. For
example, patients under her care tended to be older than patients whose deaths
were certified by other doctors.

It is notable that the patients admitted to Sultan ward, under the care of thair
general practitioners, were more fikely fo have been certified as dying due {0
cancer. They were also younger than patients who had died in Daedalus and
Dryad wards.

_ The effect of case mix is probably reduced in an analysis that compared deaths
in Redclyffe Annexe, Daedalus and Dryad wards that had been certified by Dr
Barton or by other doctors, In this analysis, the mean age and proportion who
were female was similar. However, Dr Barion gave bronchopneumonia alone as
the cause of death significantly more frequently than the other doctors. The
review of records (Chapter Two) highlighted that patients who had been certified
as having died of bronchopneumenia had had other significant conditions,
including recent fractures of the hip. Furthermore, a high proportion of these
patients had received opiates before death. Consequently, although case mix
almost certainly explains much of the difference between patients in the
Department of Medicine for Elderly People managed by Dr Barton and those

under the care of other generat practitioners, concerns about the use of opiates
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and the possible contribution they may have made to the deaths of some patients

cannot be ruled out.
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Chapter Four: Admissions to Dryad Ward

Introduction

The admissions book for Dryad ward has been retained by the hospital, and
contained information about all admissions from 1993, the year of first opening of the
ward. The information recorded in the book included dates of admission and
discharge (or death), the time of day of deaths, some indicaticn of the reasons for
admission, and the place the patient had been admitted from. This information was
studied in order to identify the characteristics of patients admitted to Dryad ward, and

aspects of the care they had received.

it should be noted that Daedalus ward did not have a similar book, aithough a day-
book appears to have been employed. This did not contain information helpful to this

review.

Methods

There had been a total of 715 admissions from the opening of the ward in 1993 until
the end of 2001. The admissions book recorded the date of admission and the date
of discharge or death, and it was therefore possible to calculate the length of
admission. Table 4.1 shows the mean length of admissions by year of admission, for
the 676 (94.5%) admissicns in which the admission and discharge date could be
‘dentified. There was some variation between years, with admissions during 1998

having the shortest mean length.
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Figure 4.1. The percentage of deaths on Dryad ward, 1993-2001, in each hour

of the day (n=260).

% of deaths
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Discussion

Some gualifications about the admissions book as a source of date must be noted.
There were occasional errors in the book, for example the admissions of some
patients had not been entered on the day of admission, and some information was
occasionally missing, for example the source of admission. Nevertheless, the book
was generally compiete, and can be assumed to represent a reasonable description

of admissions throughout the pericd.

The information frem the admissions book reveals a changing pattern of cases being
admitted to Dryad ward. Most patients were admitted from acute hospitals and with
general medical problems, dementia or after surgery. However, from 1998, the
proportion with dementia decreased, and there were increases in the proportions of
admissions that were for respite care or following surgery. These changes in case
mix are important when interpreting changes in mortality. The proportions of

admissions that ended in death declined from 1997. However, the annual number of
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admissions increased, and conseguently the total numbers of deaths did not
decrease until 2000. It is not possible to describe in detail the changes in case mix of
patients admitted to Daedalus and Sultan wards, but it is almost certain that changes
did occur. There may also have been changes in case mix in the period 1988 — 1983
with respect to admissions to Redclyffe Annexe, and the male and female wards. If
follows that any comparisons in mortality rates between those in the wards of the
Department of Medicine for Elderly Peopie at Gosport or between Gosport and other

community hospitals must be interpreted with considerable caution.

More or less similar proportions of patients died in each hour, as would normally be
expected. The finding of a predictable distribution of deaths throughout the hours of
the day serves to reduce concern about the possibility of sudden death following the

administration of lethal drug doses.
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therefore include a number of patients who received only one or two doses, although
this would be unlikely to change the general conclusion from the table. Third, it is
difficult to judge whether individual patients did have a level of pain that justified the
use of opiate medication. Without a case by case review, the appropriateness of

opiate medication for each patient cannot be determined.

3. Quantities of opiates prescribed per patiernt

An analysis was undertaken to compare the total amount of opiate prescribed per
patient by Dr Barton and other doctors at Gosport. A random sample of patients who
had died, and who had been prescribed an opiate, was identified, from those who
had died on Dryad, Daedalus or Sultan wards, and for whom complete data from
controlled drug registers were available. A total of 46 patients were included, 21
being patients whose deaths had been certified by Dr Barton, and 25 whose deaths
had been certified by other doctors. Seventeen patients had died on Dryad ward,
nine on Daedalus ward, and 20 on Sultan ward, The amount of opiate prescribed for
a patient was caiculated by identifying the number of doses, and quantity of drug in
gach dose, for each drug administered o each patient. Thus, if a patient had been
administered subcutaneous diamorphine 20 mgm per day for three days, the total

amount wouid be 60 mgm.

There was no significant difference in the total amount in mgms of diamorphine
recorded as administered during the terminal illness, the mean for Dr Barton’s
patients being 113 mgms (SD 211 mgms) in comparison with 1300 mgms (SD 3354
mgms) for the other doctors {t-test p 0.13). The mean quantity of oramorph for Dr

Barton’s patients was 276 mgms (SD 276 mgms) and for the other doctors 169
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mgms (SD 168 mgms} (-test p 0.8). None of Dr Barton's patients in the sample had
received morphine sulphate tables, although seven in the comparison group had.
One patient of Dr Barton had received fentanyl, and one patient of the other doctors

had received methadone.

Some caution is needed in drawing definitive conclusions from this analysis since it
did not involve review of the clinical records, and the sample was small.
Nevertheless, the findings do not suggest that Dr Barten’s patients had received

opiates for prolonged periods.

Discussion

The findings of the review of prescribing of controtied drugs indicate that patients in
Gosport Hospital whose deaths were certified by Dr Barton were more likely to have
been prescribed an opiate (most commonly diamorphine or oramorph). The excess
was most evident among patients who were certified as dying from
bronchopneumonia with or without other conditions, or from some other condition
that was not cancer or cerebro- or cardio-vascular disease. This finding is a cause
for concern, since the use of opiates for pain refief in terminal care is more common
in conditions in which pain would be expected, in particular cancer. Furthermore, a
high proportion of the initial cases referred to the police by concerned relatives had
been certified as dying due to bronchopneumania. It does appear that the practice of
almost routine use of opiates before death in Redclyffe Annexe changed when Dr
Barton ceased principal responsibility for patients in the Annexe. This may have
been a consequence of a change in the practice followed by the doctors who took
over from Dr Barton, or.a change in the mix of patients who were admitted to the

Annexe.
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The finding that the quantities of opiate prescribed, in the analysis of a random sub-
sample, did not indicate that Dr Barton had prescribed opiaies over prolonged
periods is reassuring. However, this finding does not eliminate the possibility that
some patients were given opiates unnecessarily. Therefore, the findings of the
analyses reported here are consistent with a practice of prescribing opiates to an

inappropriately wide group of older patients.
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Chapter Six: Analysis of medical certificates of cause of death {MCCDs)

Introduction

This Chapter presents the findings of an analysis of numbers of deaths in general
practice certified by Dr Barton. The aim was to determine whether there were greater
numbers of deaths than would have been expected, and therefore reasons for
concern about the care of patients in general practice. Although most of the review is
concerned with deaths in Gosport hospital, it was necessary to be certain that there

were no reasons for concern about deaths in the community.

Methods

The data relate to the deaths certified by Dr Barton and a sample of general
practitioners chosen because they were caring for similar groups of patients in
Gosport at the same time as Dr Barton. There were nine general practices in
Gosport, one of which was the practice of Dr Barton and her partners {referred to as
the index practice). Levels of deprivation were classified into four levels. In the index
practice 6.9% of registered patients were classified in one of the four levels (0.4% in
the highest level of deprivation), but in the first control practice 8.4% (2.5% in the
highest level) and in the second control practice 7.9% (0.5% in the highest level)
were classified in one the deprivation levels. Thus, the comparison practices had a
marginally higher proportion of deprived patients. In the index practice, 15.6% of
patients were aged 65 years or over; in the first control practice 11.3% and in the
second control practice 18.3% of patients were aged 65 years or over.

Consequently, the analysis took account of the differences in the age of patients
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between practices, but did not account for deprivation since the differences were

small.

The MCCDs were identified by Nationat Statistics (see Chapter Two). Deaths from
1993 onwards certified by any of the general practitioners of the three practices were
identified using the computer database maintained by National Statistics. Deaths
prior to 1993 have not been stored on computer, and therefore a hand search was
required of the notifications in the death register of files completed in the registration
districts serving the Gosport area (Gosport, Fareham 1, and Havant). The data from
these sources had been provided by registrars from the death certificates completed
by the general practitioners and additional information provided by the person
reporting the death to the registrar (the informant). In this review, information from

each death notification was entared into a database for analysis.

The deaths certified by the general practitioners inciuded those that had occurred at
home, in nursing homes, or in hospitals, in particular Gosport War Memorial

Hospital.

Results

Table 6.1 presents information about the numbers of deaths certified by the sample

of GPs who were partners in ohe of the three practices included in this anaiysis. The

figures for Dr Barton are similar to those identified from certificate counterfoils held at

the hospital (see Table 3.2).
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seriously ill patients uniil Dr Barton’s return may serve as an explanation for
differences in deaths rates between normat and heliday periods. Unfortunately, it has
proved impossible to obtain information abaut the doctors’ rota for Daedalus and
Dryad wards and the analysis reporied below differs from a siraighiforward
comparison in two respects:

a) Since individual wards cannot be consistently identified from the place of
death details on the cerlificates, the analysis relates to deaths from all wards
at Gosport certified by Dr Barton or her partners. These include deaths of
patients in Sultan ward who would have been under the care of their general
practitioner as well as deaths in Dryad and Daedalus wards, under the care
of the Department of Medicine for Elderly People.

b) Since records of Dr Barton's rota are no longer avaitable, an indirect method
of inferring (some of) these pericds of absence has been used, as described

below, but the validity of this method cannot be verified directly.

Absence of Dr Barton has been inferred from prolonged periods between
consecutive deaths certified by her. Such periods could of course oceur by chance
even when Dr Barton is present. A variety of period lengths has been investigated.
The principal results below are based on periods of at least 14 consecutive days,
since use of shorter periods are more prone to error, such as uncertainty over the

exact start and end dates.

Rates of certification by Dr Barfon, except during those periods in which there was at
least 14 days between successive certifications by her, were compared with rates of
certification by the seven other practice partners in those same 14+ day periods.

Iincidence ratios (and-95% confidence intervals) were: 1.67 (0.88-3.59) in 1998, 3.78
(1.91-8.52) in 1999, and 1.25 (0.48-4.11} in 2000. If the three 1998-2000 years were

considered together, the incidence ratio was 2.24 (1.47-3.55).
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In interpreting these ratios, it is helpful to consider the magnitude and direction of
possible biases. End-estimate bias in the 14-day intervals is unlikely tc exceed 15%
(two end days in 14 days}; they could operate in either direction (that is increasing or
decreasing the true estimate). If Dr Barton had been absent for periods shorter than
14 days, this will lead to under estimation of her rates. [If the 14+ day periods are
chance occurrences not corresponding to her absence, her rates will be
overestimated, by up to 30%. If, as noted earlier, Dr Barton’s practice while present
impacted on her partners' certification rates during her absence, the incidence ratio

might be reduced.

Taking these factors into account, it is difficult to draw secure conclusions. The
incidence ratio in 1999 was markedly raised, and this finding may point to a method
for exploring further any potential impact of Dr Barton’s clinical practice on mortality
rates. It has not been possible to obtain reliable information about holiday periods in
this review, but this may be possible in the continuing police investigation, in which

case the pilot analysis included here should be repeated using valid holiday data.

Deaths at home or in nursing or residential homes

Table 6.2 presents information relating to deaths at home, or in residential or nursing
homes, certified by the same group of GPs. Since Dr Barton was required to care for
patients in Gosport War Memorial Hospital, she may be expected to have
undertaken a reduced workload in the general practice. The findings indicate that Dr
Barton issued fewer certificates than most of the other GPs, although some
(probably part-timers, or doctors leaving general practice between 1993-5} issued
fewer. This finding is reassuring, since it reduces concern about care given io

patients in the community. it is notable that Dr Barton issued no certificates in 2002.
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choose to work part-time for other reasons. Therefore, the numbers of patients
registered with the doctor were not used in estimating mortality rates. Since detailed
information about the work patterns of the general practitioners in the. comparison
practices was not available, the numbers of patients cared for by each general
practitioner was taken to be an equal share of the total practice list size. For
example, using this method, in a practice of five doctors and with a total of 10,000
registered patients, the numbers cared for by a singie doctor would be assumed 1o

be 2000.

Deaths among males and females combined up to 1995 are shown in Table 6.3 to
6.5, and deaths among males and females separately from 1296 to 2002 ars shown
in Tables 6.6 to 6.10. Each Table displays the numbers of deaths certified by doctors
in the comparison practice, the numbers certified in Dr Barton’s practice (the index
practice), and the numbers certified by Dr Barton. The Tables also show the
numbers of patients registered with the comparison and index practices, and the
estimated number under the care of Dr Barton. These data are used to calculate the
number of certificates that would have been expected to have been certified by Dr
Barton based on the comparison practices, and the difference between the expected
number and the number she did in fact certify. [n all but two of the Tables, the total of
the difference between the numbers expected and observed is less than zero. The
cumulative difference between the expected and cbserved numbers of deaths in the

three age bands is displayed in Figure 6.1.
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Figure 6.1. The cumulative difference between the observed and expected
numbers of MCCDs issued by Dr Barton, 1987-2002. (Deaths occurring at

home, or in residential or nursing homes).
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By 2002, the total difference between the observed and expecied certificates issued
by Dr Barton was —0.99 for patients aged 0-684, -2.54 for those aged 65 to 74, and
-18.53 for those aged 75 and over. These figures provide further reassurance about

the care given to patients in general practice.
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The mean age of the patients whose deaths were certified by Dr Barton was 76.4
years, and among the patients of the other general practitioners the mean age was
79.6 {not significantly different).Dr Barton certified a greater proportion of cases as
due to heart conditions (Table 6.13), although it should be noted that the numbers of

cases involved were small.

Discussion

The analyses reported in this Chapter were based on death notifications identified by
National Statistics. The number of deaths certified by Dr Barton in Gosport hospital
as indicated by these notifications was similar to that identified by the counterfoils of
bocks of MCCDs, and it is reasonable to conclude that information about almost all

deaths has been identified.

The findings indicate that the numbers of deaths certified by Dr Barton for patients
whe died at home or in residential or nursing homes was less than would have been
expected if she had cared for the same number of patients as her partners. Since
she undertook sessions in Gosport hospital, it is unlikely that she did in fact care for
the same numbers of patients as her pariners, but the proportion is difficult to
estimate without the provision of information from the practice. Since a police
investigation is underway, direct contact with the practice was judged to be
inappropriate. Therefore, it has been assumed that each partner in the practice was

responsible for more or jess the same number of patients,

The analysis indicated that the numbers of deaths certified by Dr Barton was less
than would have been expected in comparison with the other general practitioners. If
Dr Barton had cared for fewer patients than her colleagues, a lower number of

certificates would have been expected, and the finding almost certainly reflects the
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fact the Pr Barton was indeed respoensible for fewer patients than the other general
practitioners. Nevertheless, the finding does provide reassurance about care of

patients in general practice.

in an additicnal analysis, an estimate of any effect of holidays and other absences
on mortality rates in Daedalus and Dryad wards was attempted. However, the
assumptions required in this analysis make the findings of little direct value. Since no
information about actual vacations and other periods of absence was available, it is
impossible to be confident that the periods in which no certificates were issued
occurred because Dr Barton was absent, or whether there were in fact, no deaths fo
be certified in those weeks. However, if more information about periods of absence

can be obtained in the police investigation, this analysis should he repeated.
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Chapter Seven: Conclusions

In this audit or review, information has been obtained from a variety of sources about
the care delivered to patients of the Department of Medicine for Elderly People at
Gosport War Memorial Hospital, including death notifications stored by National
Statistics, the counterfoils of medical certificates of cause of death, clinical records,
controlled drug registers, and ward admissions books. Whilst there are inevitable
reservations about the completeness of these sources, when viewed together they
enable conclusions to be reached. In this Chapter, the reservations about the data
used in the review are summarised, the findings are outlined, and conclusions are

presented. Relevant recommendations are also made.

The sources of information

It has not been possible to undertake a compatrison of mortality rates between
Gosport and other community hospitals because centrally held Hospital Episode
Statistics data do have sufficiently detailed provider codes to identify groups of
patients simiiar to those admitted to Gosport. However, whilst such an analysis would
be desirable, | would not expact that the findings would significantly alter the

conclusions of this review.

The notifications of deaths provided by National Statistics were a refiable source of
information about the numbers of deaths certified by Dr Barton and the comparison
general practitioners. Therefore, conclusions based on this information can be
regarded as safe. it should be noted, however, that notifications would not have
included information about cases certified by coroners. The data provided by
National Statistics corroborate the numbers of deaths identified from the counterfoils

of MCCDS that had been stored at Gosport hospitat. Consequently, the findings from
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the analysis of the counterfoils can also be regarded as reliable, although the lack of

information about cases investigated by the coroner must be noted again.

The data contained in the controlled drugs registers are likely to have been
reasonably accurate and complete, although it is not possible to verify this through
comparison with another source. The administration of controlled drug registers must
be recorded in registers, and the registers at Gosport did appear to have been
maintained correctly. Ward admission books are not required to be maintained to
such a standard, and the policy on admission books varied in different wards. Cnly
Dryad ward's book was found 1o be a satisfactory source of information. The
admission books are therefore the source of infermation about which there should be
most caution. Nevertheless, significant weaknesses in the information in the books
were not detected during the review, and they probably do represent a reasonable

record of the admissions of patients to the ward.

Summary of findings
The investigation of a random sample of records indicated that:

o Patients admitted to Gosport hospital were elderly, had severe clinical
probiems, and had commonly been transferred from acute hospitals after
prelonged in-patient stays. Although some were admitted for rehabilitation,
most were helieved to be unlikely to improve sufficiently to permit discharge
to a nursing home.

o Of the 81 patients in the sample, 76 (94%) had received an opiate before
death, of whom 72 (88%) had received diamorphine.

« When administered by syringe driver, diamorphine was invariably

accompanied by other medication, most commonty hyoscine and midazolam.
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The mean starting dose of diamorphine was greater than would have been
expected if the rule of thumb of giving one third of the total daily dose of
morphine had been followed.

Opiates were used for patients with all types of conditions, including strokes,
heart conditions, and end stage dementia.

There was little evidence of the three analgesia steps recommended in
palliative care (non-opiate, then weak opiate, then strong opiate).

Opiates were commonly prescribed on admission, although not administered
untit some days or even weeks later,

Some records failed to indicate that an acute deterioration in a patient's
condition had been followed by a careful assessment to determine the cause.
Opiates may have been administered prematurely in such cases.

The records commonly did not repor detailed assessments of the cause of
the patient’s pain,

The pattern of early use of opiate medication was evident from 1988.

The records did not contain full detais of care. Only 48 (59.3%) contained
sufficient information to enable a jurdgement to be made about the
appropriateness of care. In 16 of th ese, | had some concerns about the
ndications for starting opiates, the i nvestigation of pain, or in the choice of
analgesic.

Dr Barton did not report recent fracct wres, including fractured hips, on MCCDs.
These cases were commonly reported as having died from

bronchopneumonia,

The counterfoils of MCCDs stored at Gosp «> 1t hospital indicated that:

»*

Dr Barton had issued 854 certificate> = from 1987.
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The number of certificates was between 30 and 40 per year between 1988
and 1992, when Dr Barton was responsible for patients in Redclyffe Annexe
and some in the male and female wards. The numbers increased to between
80 and 107 per year between 1993 and 1989 when Dr Barton became
responsible for patients in Daedalus and Dryad wards.

Dr Barton issued between nil and six MCCDs per week. There were no clear
clusters of deaths.

Dr Barton was more likely than other doctors to give bronchopneumonia with

other conditions or bronchopneumonia only as the cause of death.

The investigation of Dryad ward’s admissions books indicated that:

Of the 684 patients admitted between 1993 and 2001, 405 (69.2%) died in

the ward.

The mean age of the people admitted was 82.7, and around three quarters
had been transferred from an acute hospital,

There was a change in the patients admitted to the ward from around 1997.
After that year, there was an increase in the proportion of patients who had
been admitted for respite care, and by 1999, the proportion of patients who
died had decreased.

The proportions of patients who died in @ach hour of the day were as would

normally be expected.

The investigation of controlled drugs registers indicated that:

Patients in whom the MCCDs had been issued by Pr Barton were more likely

to have received an opiate before death.
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« The greater use of opiates was found in relation to alt causes of death except
cancer, although when this analysis was confined to patients in Redclyffe
Annexe, there were no significant differences between Dr Barton and other
doctors.

» Dr Barton did not prescribe opiates to individual patients for longer periods of

time than other doctors.

The investigation of MCCDs indicated that:

* The counterfoils stored at Gosport hospital were an accurate record of the
deaths in the hospital.

+ There was no evidence that more than the expected number of deaths had
been certified by Dr Barton. in fact, the number was less than expected if Dr
Barton had undertaken an equai share of the workload in general practice.

« A greater proportion of MCCDs issued by Dr Barton were for female patients,
and were more likely to have been certified as dying from heart conditions.

These findings are probably incidental and are not reason for concern.

Conclusions

Patients admitted to Gosport were elderly and with severe clinical problems. Most
had been transferred fror acute hospital settings after a period of intensive
management, at the end of which it had been concluded that further intensive
management would have little or no benefit. Patients were transferred to Gosport
gither for rehabilitation or for continuing care (defined by CHI as ‘a long peried of

treatment for patienis whose recovery will be limited’).

In this group of very ill and dependent patients, a practice of liberal use of opiate

medication can be discerned from the findings of the review. Patients who
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experienced pain, and in whom death was judged to be a likely outcome in the short
term, were given opiates. Alternative management with other analgesics or detaited
assessment of the cause of pain or distress was generally ruled out. This practice
may be described as the almost routine use of opiates before death. The practice
was followed irrespective of the principal clinical condition. Patients whose main
problems were dementia, strokes, bronchopneumonia or neurotegical probiems all
received opiates. A potentiat explanation is that care was as in advance of care
elsewhere in the NHS at the time. General concerns have been raised about the end
stage care of people with dementia and other problems, in particular the finding that
many such patients have not received adequate analgesia, although they have

received antibiotics or other treatments intended to be curative.

However, the proportion of patients at Gosport who did receive opiates before death
is remarkably high, and it is difficult to accept that the practice of almost routine use
of opiates before death, dating from 1988 or earlier, merely represents clinical
practice in advance of practice elsewhere. The practice may be summed up in the
words found in many clinical records ~ ‘please make comfortable’. This phrase also
points to a prevailing attitude or culture of limited hope and expectations towards the
potential recovery of patients in Gosport. But in some patients, a different attitude
that might be phrased ‘determined rehabilitation’ coutd well have led to a different

outcome.

The review of records has raised concerns about the degree of assessment of
patients whose condition deteriorated, and the level of consideration given to
decisions to commence opiates. Consequently, it is difficult not to conclude that
some patients were given opiates should have received other treatment. Only a

detailed investigation of individual cases, in which the accounts of witnesses as well
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as documentary evidence are considered, can conchude whether lives were
shortened by the almost routine use of opiates before death, but | would expect such
case by case investigations to conclude that in some cases, the early resort to
opiates will be found to have shortened life. | would also expect that in a smaller
number of cases, the practice will be found to have shortened the lives of people

who would have had a good changce of surviving to be discharged from hospital.

From the evidence considered in this review, it is not possible to determine how the
practice of almost routine use of opiates at Gosport originated. Whilst much of the
review has focused on the work of Dr Barton, this is because she issued the MCCDs
and made most of the entries in the clinical records. However, this should not be
taken as meaning that she was the origin of the practice, she may merely have been
implementing it. Indeed, the practice may have been introduced before Dr Barton

began work in Gosport as a clinical assistant in 1988,

Recommendations

1. Investigations should continue into the deaths of individual patients. The
findings of this review reinforce concerns about what may have occurred in
these cases.

2. Inthe continuing investigation into deaths in Gosport hospital, information
about the rota followed by Dr Barton and her partners should be obtained and
used to explore patterns of deaths.

3. Hospital teams who care for patients at the end of life should have explicit
policies on the use of opiate medication. These policies should include
guidance on the assessment of patients who deteriorate, and the indications
for commencing opiates. The development of national guidelines would assist

the development of local policies.
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4. The findings reported in this review should not be used to restrict the use of
opiate medication to those patients who need it. Indeed, there are reasons to
suspect that some patients at the end of life do not receive adequate
analgesia.

5. Inthis review, evidence has been retrospectively pieced together from a
variety of sources. Continued monitoring of outcomes at a local level might
have prompted guestions about care at Gosport hospital before they were
raised by relatives, but continued monitoring is difficult with current data
systems. Hospital episode statistics are an important resource, but continued
prospective monitoring of the outcomes achieved by clinical teams requires a

more detailed set of codes.
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