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the investigation was considered and Dr J Scarpello joined to act as Head of Division
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_ During this time Sr Stubbs returned to Ward 87 as Ward Manager and she

15 now permanently based on there.

2000, the Trust’s Complaints Department received a request for
It appeared that Dr Pal had also
[rusts. In each case she had

In December
information from the CID, Staffordshire Police.
approached the police to investigate issues in other
refused to provide any information to assist the Trusts in identifying the issues. DCI
C Brookes requested that the Trust should inform him of any matters that might be

construed as a criminal act. To date none have been identified.
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On 29 December 2000, Mr Blythin contacted the UKCC and the Regional Office to
investigation and stated that he was

inform/update them of the progress of the
satisfied with nursing practice on ward 87.

In January 2001, Dr R Brighton, Specialist Registrar (SPR) in Public Health at the
Regional Office concluded an investigation into allegations made by Dr Pal to the
GMC, European Court of Human Rights and to the press. The allegations were:

1. Ageist attitudes of doctors hence treatment is not based on equality.
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2. Lack of funding and constant shortages of beds and staffing levels making
it hazardous for patients and hence a high probability of death in cases
which are vulnerable.

Lack of freedom of expression of junior doctors to prevent injustice.

4. Use of medication or withdrawal of treatment based on an individual's age
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and funding availability.
Neglect of the elderly throughout the NHS.
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The investigation undertaken by Dr R Brighton and Dr H Mohamed included the use
of diamorphine and specific allegations about the medical care provided to patients at
the North Staffordshire Hospital and two other trusts in the West Midlands. It
concluded that there was no evidence that opiates were used inappropriately, no
evidence of withdrawal of treatment and no evidence of a lack of medical care.
However, there was evidence of communication difficulties between nurses and Dr

Pal.

On 6 February 2001, Ms Adams discovered scanned notes of a deceased patient on Dr
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. It was established that the patient’s family had not

sought access to her medical records, a complaint had never been made and the next
of kin had learning disabilities. A decision was made not to contact her family. Mr
Fillingham and Professor R Griffiths, Regional Director of Public Health agreed that
the Regional Office would report the case to the GMC. Contact was not made with Dr
Pal for two main reasons. Firstly it was thought that this would provoke further action
from her and secondly in previous correspondence from her, she had requested that

Mr Fillingham did not make contact with her.

6.8  Reported Incident of the Management of Patient ’

On 14 November 2000, Dr Spiteri, Dr Mahdi, ‘Sr Stubbs, Mrs Chapman, Mrs. Jones
and Ms Adams met following an incident reported to Dr Prowse by Dr Spiten
regarding a palient‘ The alleged incident occurred on 10 November 2000 on Ward
87 and the patient died in the early hours of 11 November 2000 on*Ward 81.

As a result of this meeting, an investigation into the nursing and medical management
was commenced. Mrs Chapman led the investigation with support from Dr Secarpello,
Mrs Jones and Ms Adams who have all maintained close involvement in the Dr Pal

investigation.

The following conclusions were drawn:

1 The patient had haematemesis on admission to the MAU but was admitied to
Ward 87.

2 The patient was deteriorating prior to the 10 November 2000.

3 The lack of medical ownership for the patient and this included the ward
based team, surgery and the critical care team.

4 The senior clinicians (i.e Ward Consultant or on-take Consultant) in the

Medical Division were not used when support or advice was required.
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