MDU100001-0001

WITHRESS STATEMENT

STATEMENT OF SIOBHAN MARIE COLLINS

AGE: OVER 18

This Statement consisting ol 10 pages signed by me, is true 1o the best of my knowledge anid

belief and 1 make it knowing that if it is tendered in evidence § shall be Hable to prosecution il

have wiltully stated iy it anvthing which I know to be false or du not beligve to be true,

DATED this day of December 2007
smed COME A

SIOBHAN COLLINS

! am Siebhan Marie Colling of Code A

{am a Registered Gencral Nurse having gualified in Limmerick in 1987, From 1987 fo 1994 ]
worked as an RGN at the Limmerick Reglonal Hogpital, From July 1994 until October {995
carried out agency work with the Crown Nursing Agency. | also werked as a [¥ Grade Murse at
the Queen Alexandra Hospital in Portsmouth, normally working on B3 Ward, a general medical

ward.

Fromy October 1995 Twas emploved by the Farcham and {osport Primary Care NHS Trustasa D
Grade RGN, working at St Christopher’s Hospital, Fareham. Whilst at St Christopher’s, in 1996

Fapplied for and was aceepted as an E Grade RGN,
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In November 1997 1 then commenced working as an B Grade RGN on Dyrad Wad, at the
Gasport War Memorial Hospital, At that time, Dryad Ward was a continuing care ward

comprising of 20 beds for elderly patients. Four of the beds were for respite care,

lo July 2003 | moved from Dryad Wared to Sulfan Ward st the Gosport War Muomorial Hospital,
as an ¥ Grade RGN, 1 resigned from this pesition in March 2006 for tamily reasons, although it
is my infention to return 1o nursing shortly, this time at Alverstoke House, a local nursing hoane,

{ heliove that the Gosport War Memorial Hospital was built after the First World War, and that a
section of it i3 still ovwned by the community. As [ understand it, the Hospital is now ran by two
primary care trusts, the Fareham and Gosport PCT, and the East Hampshire PCT. The Hospital
s essentially a cottage hospital, although it does rather more than most cottuge hospitals, in

particular in relation to palliaiive care,

Relatives tended to be concerned that patients from Gospurt and the surrounding arcas should be
nearby where they could visit them, which was more difficult if they were sdmitted to hospital in
Portsmouth, { felt that over time, patients were being transterred to Drvad Ward in a condition in
which they were more acutelv 1l This prodaced incressing demands on the nursing staff. The
problem on Dryad Ward was not so much the quantity of patients, but rather their needs. In my
view, over 1he period of time | worked on Drvad Ward, the needs of those admitted mcreased
significantly,  Unlortunately, theve was no incresse i the nombers of nursing staff

accommodate that need.

A Jot of the patients who were admitted o Dryvad Ward were transferred from Acute Units,
mainly at the Queen Alexandra Hogpital, 1 would estimate that during the time | was there
approximately 60% of the patients admitted to the Ward would have had major medical issues

that in the short or tong term woudd become terminal,

As I recall it, while [ worked on Dryad Ward there was not an increase in bed occupancy - that

remained about the same over the period, but I mn conscivus that the turnover of patients
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increased significantly. Patients were transferred from the Queen Alexandra Hospital i order to
alleviate the demand for acele beds. In some instonces, patients were tansferred who then
developed more problems and ended up being moved back to the Queen Alexandra Hospital, 1
am conscious that this is a sitvation which exists in all hospitals in terms of the demand for beds.
The staff at the Queen Alexandra Hospital were trying to do their best with the resources
available to them. However, 1 was unbappy with the trausfer of some of the patients to Dryad
Ward in that thelr needs were too great, In an wdeal position, they should not have been

transterred. This became quite a demanding situation for the staff on Dryad Ward,

While on Dryad Ward 1 wounld usually work on the night shift. Ordinarily, 1 would work three
nights one week, and two nights the next. Hovweever, 1 also Hiked fo work on days in order to see
the difference, and to be involved in the roatine of working days. Accordingly §would undertake
a measure of day work, which might range Fom very little in one month throagh to 10 or 20

hours 1n another.

The medical input on Dryad Ward was provided by a consultant who carried out one ward round
a week, with the remaining care being undertaken by Dr Barton, as the part time Clinical
Assistant, T understood that she was in charge of the day-to-day medical care, dealing with acute
problems as they arose. {o the same way in which there was no increase in nursing staff over the
time when | was on Dryad Ward similarly there was no increase in medical staft daring the time
I Barton was Clinical Assistant | recall that Dy Barton left in about 1899 or 2000, She was
replaced by another staff grade doctor In elderty medicing, but this thme the appointment was full

time, with the doctor working from 9:00a.m. through to 5:00p.m. cach weekday.

I anticipate that the Consuliants had 100% trust in Dr Bartors and they did not feel the nesd to
oversee g lot of her veorl. Their main input would be in the next step in the patient’s care, In
terms of deciding whether the patient should be transferred to a nursing home, or kept on the

Ward, if the patient should go to rehabilitation or should go home for a period,
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Dr Barton was the Clinical Assistant for both Dryad and Dacdelus Wards, She would come 0
Dryad Ward between 7:20 and 7:30am, vach weehday, My shifts did not fnish vntil 7:45 when {
was working nights, and 1 would therefore see her most mornings.  She would normally speak to
Sister Gill Hamblin, who was the Clinloal Manager on Dryad Ward, to seceive information about
the patients, and how their conditions might have varied ovemnight. On occasions, howsver, she
would speak to me about the patients. Dy Barton would then go to see each of the patients on
Dryad Ward individually. She dealt with any acute problems that had arisen overnight. A nurse
wonld acoompany ber when she went round to see each of the patients, and from time to time |
acted in this capacity. This was something 1 had not seen before in my nursing experience, and |
thought 1t was very thorough, Dr Barton didn’t simply deal with the problem at the desk, but wag
concerned fo see each patient, to speak with them and ask how they felt. Having attended the

patients on Dryad Ward, she would then go to Daedelus Ward, before leaving to go to her own

general practice surgery al gbout §:30a.m,

| tended to have more contact with Br Barton when Dwas on day duty, although there were also
many occasions when T was on night doty when T would speak to Dr Barton the telephone in

order to seek her guidance about a patient,

Having seen all of the patients on both sards each moming, Dr Barton would then regularly
return to the Hosphial at fonchitime in order 1o see patients again then I necessary, 1o clerk i
patients who might have been admitted in the morning, and to see relatives whoe might be anxious
toy discuss issues with her, o practice, this meant she was therg ad lunchtime on most weekdays,
Dr Barton would alse return to the Hospital in the evenings to see patients, 1o clerk them in and o

see relatives as necessary, although this tended to be less frequent.

If a new patient had been transferced to Dryad Ward and needed to be clerked in, we would
usually Jeave a message at Dr Barton’s Surgery so that she was aware of the need to attend to
glerk in the patient. Usually Dr Berton would then uttend o take care of this, though on

occasions one of hiey partner’s weuld attend in her place.
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I would say that in bindsight, the nuraing record keeping on Dryad Ward was minimal. This was
partly due to the fact that there was not the same emphasis then g8 pow i relation o the
importance of recordkeeping. However, it also resolted largely from the fact that there was g
very stgaificant demand oo owr Hme i fenos of the care reguired for patioms, and our writien
work suffered in consequence. T did not feel that we had enovgh fime to put more into the
nursing records, 111 had written move by way of entries iv a patient’s records, I would simply not

have bad the opportunity to deliver the actual care,

b hindsight, Dr Barton’s input into the medical records could have been greater. In my view, har
input in meeting with patients and her actual patient contact was excellent. In consequence, what
D Barton wrote in the racords was concise. I could have been more in depth, but she was undey
even greater constramnis w1 terms of her time than the nursing stalf, and her recordlbeeping
suffered accordingly, However, I never saw a situation in which patient safety or the quality of

care was compromized by the fact that Dy Barton®s notes were more limited.

ln my view. Dr Barton did not have sufficient consultant input, not in the sense that she did not

know what to do, but simply in terms of demands on her time. These demands were very high.

i always found Dr Barton to be very approachable. When I nesded to call her, even out of hours,
I felt able 1o do this, I a patisnt becgme acutely i1, if they became distressed or they were in
pain, I was aware that | could telephone her for advice. We generally felt able {o contact Dir
Barton during waking hours — in the main up to about 1:00p.m. ¥ we 21t that something could
be dealt with over the phone with the patient not actually needing to be seen by a doctor. From
time to time § was necessaty 1o confact a dootor during the night, and if Dr Barton was on duty

we would contact her. 1f, however, she was not on duty, we would telephone the duty doctar,

Over the period of time { was on Dryad Ward, the Consultants responsible for the Ward changed
frequently. 1 recall that Dr Losd, Dr Reid and Dr Logan were all consultants who had
responsibility for Dryad Ward, but there were the others also. It seemed to mie that no sooner had
a vonsultant found their feet than they then moved on, The Consultants must have been aware of
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the problem of the significant demand on nursing and medical time brought sbout by the
significant mwedical needs of the patients, snd the way in which these needs and the dependency
of patients increased over time. In my view more doctors were certainly required to cover Dryad
and Daedelus Wards, and probably more nurses, although NV trained carers would tertaindy

have eased the burden on the qualified nurses, enabling us to carry out other responsibilities.

1 did not raize the need fur extra staff sumbers with anvone at the Hospital, 1 felt that the quality
of care we were all able t deliver was excellent. However, in consequence of the delivery of
that care, the recordkeeping suffered. Had the quality of care been comprorised, 1 would have

raised the matrer.

When the Commission for Healthcare Improvement carried out fs investigation of the Hospital,
the Jnvestigalors spoke (o a number of members of the Nussing Stalff, but 1 believe that these
were individuals who were mandomly picked from cach ward. and 1 was not picked, and 5o did

not speak to any of the Investigators. 1 think all of the Clinical Managers spoke to Investigators,

Following the Commission for Healthcare Improvement Report concerning the Hospital,
different criteria for admissions were pul in place, although my perception was that the
dependency of patients did not redose,  Armangements for deug preseribing changed, and
Consultant visits inproved. 1 cannot recall now that there was any increase in the number of

medical vr nursing staftl

{would say that Dr Barton was a very kind individual, and a clinician who was genuinely
interested in the wellbeing of hor patients.  She always treated them with respect and | nevar
heard gy patient complain about her dealings with them in any way, She was approachable, and
always pol patient welfare first. 1 cannot recall anyone making criticisms of ber during my time
at the Hospital. 1 founsd that I never had any problem getting hold of ber when 1 called, and she
was always gquite happy to be contacted.  Dr Barton seemed very conscientious. She was always

very pleasant, and was respectful of the views of nurses,
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Having undertaken day duty o8 a not infrequent basis, | was present fom time to time when Dr
Barton would carry out an inflial assessmont of a patient following thelr admission. | have of
course seeny many doctors carrying out such initial assesaments or clecking in of patients v my
caveer as a nurse.  Inmy view, De Barton's initial asscssumnent was quite thorough. She would
ustally carry out 1 full fop o toe examination. 1 did not feel that she missed anything of
significance. Basic measuraments, including the taking of the patient’s pulse, blood pressure and
respiration and tomperature would be carried oul by the Nursing Stafft Dy Barton would review
the measurements and there would abvayvs be a communication between her and the Nursing
Staff, Any problems initially observed by the Nursing Staff were communicated {0 her, and she
would take them on board and investizate accordingly, Pationt medical records would usually
accompany the patient, although from time to time they were not available, Dr Barton would
review the records, and could focus her examination with the benefit of them. The assessyment of
g patient would continue over  day or so 10 ensure that everything we needed to know about the

patient was gvaifable, For example, blond and urine tests might be undertaken,

When I first arrived at Drvad Ward a practice was in operation whereby, in addition to the
prescribing of & patieni’s regular drugs, drugs might also be preseribed for a patient in
anticipation. If g patient was deteriorating, Dy Barton might preseribe some drugs to be used i a
patient’s condition later required it This was an grrangement to prevent a patient having o wail
a ntimber of hours in order for a duty doctor to come and review them and then prescribe the
necessary medications, It was guite apparent to me that this amangement was based on @ great
elemiznt of trust and @ good repport which existed between the Nursing Stafl and Dy Barton,

whereby she knew that the drugs would not be used inappropriately.

The drugs nsed on this basis were psually Diamorphine and dMidazolam. These drugs were used
in g syringe driver ordinarily when g patient was no longer able to swallow, Up to that point, if'a
patient might reguire oplate medication for pain relief, we would tend to use Oramorph, an orel
merphine preparation. I Barion would usually prescribe the drugs on this basis in a relatively
wide dose range, so that the medication could be increased if negessary without having to wait for

a dogtor to aitend.
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Some patients were only prescribed their regular medication, and would not nesd to have drugs
prescribed on this snticipatory basis. However, a lot of patients bad many ailments and were
gquite il This form of prescribing was undertaken for theose paticats who wore porecived o be
termminally sl This might be apparent on admission, However, it might also be instituted it a
patient’s condition deteriorated and they were then perceived (o be terminally (1. The rationale
was that patients should net suffer needlessly, and that medication should be available rapidly in

this way if necessary.

1 considered that a patient required such medication which had been preseribed on this basis by
Dy Barton, or indeed an increase was reguired, | would ordinarily telephone her to advise her if
this arose during waking hours, Stmilarly, if Dr Barton was on duty, and the issue arose in the
middie of the night, [ would also feel able to contact her, Howsver, if the issug arese during the

night and Dr Barton was not on daty, 1 did not contact the Duty Doctor. Rather, T would review
the position with g nursing colleague of the sume Or greater semority,  We would assess the

position together, and so the decision would then be taken by two senior nursing staff members,

If 1 was uncertain about something 1 would ask Gl Hamblin, wmy Mavsager, o

Night Sister.

When initiating the medication preseribed in this way, we would always start at the lowest dese
in the range preseribed by Do Barton, unless the patient :had already been recetving stansr
medication.  Accordingly, if the patient had been receiving guantitiex of oplates, 1t might be
necessary to administer a higher quantity of Digmorphine than the lowest dose stated in the

range, in order i produce the appropriate equivalent.

The Consultants responsible for Dryvad Ward mugt have been aware of the practice of prescribing
drugs in this way. It was there for everyone to see on the medical records, which would be
reviewed when the Consuliants carvied out their Ward Rounds each week, However, | never
heard any expression of disguiet or concern from Consultants about the operation of this policy.

I think the Consultants may also have operated this system of prescribing on oceasion. Had I had
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mn concern myselt 1 would certainly have felt able to say so. However, in Ny view iowas gquite
an appropriate and efficlent systeim considering the resources we had available, [ woseld accept
that it was not perfect. In theory there was the potential for someane to be started on g very high
dess within the significant range which was usually preseribed. However, this was not a real risk
as there was a complete understanding with everyvone that a patient would not be started on a very
high dose, unless as | have indicated there was a specific rcason for this i terms of the
medization they were already receiving. All of the nurses knew how the systern was sapposed to
werk, and we wers all professionals who worked in a professional maoner, 1 never saw a

situation in which this system of prescribing compromised patient safety or the guality of care.

I considered that | had appropriste relevant experlence w the treatment of patients with such
drugs from my previous experience as a nurse, and through specific waming. o particular, in
Febroary 1998 { spent a day and a hall & the Rowans Hosples, 4 local bospice, which provided o
very thorough course in the use of syringe drivers, conversion rates, the compatibility of drugs,
and the use of opiates and benzedinzipines, ineluding the efftctsy of such drugs in the body, o
particular for patients whose health is compromised. 1 believe that most of my colleagues had
similar training, and from my expericnce, they all had a therough knowledge of the relevant

issiies,

From my experience, | never felf that what Dr Barton had preseribed for a patient was
inappropriate. 1t wasn't always necessary to use the medication. The patient’s condition might
improve, or they might pass away before the medication was sctually required. We woald only
consider the sdministration of such medication or ifs increase when the patient showed signs of
sighificant pain or discomfort, 1t was not unusaal for a patient to have, for example, 8 fractured
fomur, and such patients will inevitably experience some degree of pain and discomsfort on being
moved or turned, but this conld be transient and might settle down, Such patlents would not
receive Diamorphine i consequence. We would give them mederate pain relief, for example,
paracetamod or something slightly stronger, and usually in advaoce of their being moved. The
administration of Dismorphine was on a completely different basis, and was considered only

where there was indication of cortinuous and guite severe pain and distress, and when the patient
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able to distinguish between pain which might be transiont and limited, and pain and distress

which was significant and continuing.

Fam aware that from time to time Dr Barton would record in the medical records “F am happy for
nursing staff lo confivm decth”, 1 was conscions that Dr Barton knew that the nursing staff were
competent to make the assessment of death. She wouold usnally write this in the notes when she

felt that a patient was terminally il

1 am not aware of any concerns being expressed on the part of consultants about Dr Barton,
whether this be in refation to general issues relating to care, hey prescribing, or her note kesping.
Similarly | am not aware of anyone else expressing any such concerns. T certaiuly did not have

any sach concerng about Dr Barton oy my owa pard.
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