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1. Introduction
Background

1.1  This report is about the conduct, management and supervision of David
Britten." It follows an independent investigation commissioned in June 2006 by
North West London Strategic Health Authority (since subsumed into the London-
wide strategic health authority, NHS London). The investigation was commissioned
in accordance with guidance published by the Department of Health in HSG (94)27 >
in circumstances “where the SHA determines that an adverse event warrants
independent investigation, for example if there is concern that an event may

represent significant systemic service failure...”.

1.2  David Britten was employed as a nurse in the eating disorders service at the
Gordon Hospital from 1980. He transferred as clinic manager to the Peter Dally
clinic, a specialist eating disorders service, when it opened in October 1996. In
March 2002 David Britten was dismissed on grounds of professional misconduct®. A
number of former patients approached the trust (and us) after his dismissal and
during this investigation, stating that David Britten had sexual relationships with

them while they were in his care.

1.3 In the course of this investigation we have received more than 3,000 pages
of evidence* and interviewed 31 witnesses including former patients and their
families, former colleagues of David Britten, his line managers and senior managers
in the trust at the relevant time. We know of 23 women with whom David Britten
had some sort of unprofessional contact over 20 years, ranging from inappropriate
remarks to full sexual relationships. Some of them have given us evidence or been

in contact with us.

1.4 We conducted our first interview on 14 November 2006 and our last
interview on 2 April 2008. In 2007 the Central & North West London NHS
Foundation Trust (CNWL NHS Foundation Trust) which was responsible for the

eating disorders service by then, wrote to 135 former eating disorder service

' There is a David Britten who is a counsellor and psychotherapist at the York clinic for
complementary medicine. We would like to stress that he is not the David Britten this
report refers to and has no links to this investigation. Refer to BACP Tel: 01485 883300

2 The discharge of mentally disordered people and their continuing care in the community
(updated paragraphs 33-36 issued in June 2005).

> He had in fact resigned claiming constructive dismissal before the disciplinary hearing
which led to his “dismissal”.

“ See appendix H.



patients. Several more women came forward with complaints that we have
considered as part of this investigation. However, there may be more women who
have been abused by David Britten whom we do not know about, given the scale of
his abuse of patients. The trust has established a dedicated support service for
former patients affected by these events because the publication of this report

may result in other women coming forward.’

1.5  This investigation has focused on management’s response to the issues

raised by David Britten’s behaviour, in accordance with its terms of reference.

1.6  This is not an investigation under the Inquiries Act 2005 and we did not
therefore have power to compel any withess to give evidence to us. We are
grateful to all the witnesses who took the time to help us. We are particularly
grateful to the women David Britten abused, for whom we recognise that giving
evidence was difficult. We have included or referred to at least part of each

woman’s story in this report.

1.7  We would also like to record our thanks for the valuable assistance given to
us by the charities ‘beat’® and WITNESS.

1.8 We have also been greatly assisted by the former Central and North West
London Mental Health NHS Trust (CNWL) and the CNWL NHS Foundation Trust which
now runs the Vincent Square clinic. We recognise it inherited a difficult situation.
The Peter Dally clinic was closed down by the CNWL trust in May 2001 and a new

eating disorder service, the Vincent Square clinic, was opened in April 2002.

1.9  We have tried to trace David Britten. The CNWL NHS Foundation Trust gave
us a private investigator’s report which identified addresses he had used. We
wrote to them and received a reply from a relative of David Britten’s, who told us
he had no contact with him but understood he was living in the Philippines. In
contrast to this information, a CNWL NHS Foundation Trust employee reported
seeing David Britten in London during the summer of 2007. We also received
information that he may have been living in France. We have tried unsuccessfully
to contact David Britten and conclude that he does not wish to speak to us. We

produce this report without the benefit of his input.

> See appendix F.
® This is the working name of the Eating Disorders Association. For contact details of both
charities see appendix F.



1.10 We have considered what effect the lack of input from David Britten may
have had on the ability of the investigation to meet its terms of reference. We
conclude that we have received enough evidence to be confident about our
findings, conclusions and recommendations, although interviewing David Britten
might have provided extra information not available elsewhere. In reaching this
view we take into account first the quality and quantity of the evidence provided
to us by witnesses with direct experience of David Britten; second, the
comprehensive nature of the documentation the trust gave us, compiled from
records made during his employment; and third, the availability of the official
transcript of the Nursing and Midwifery Council hearing. We have considered the
fact that we had no power to compel David Britten to give evidence and also that
he was unlikely to meet us voluntarily, given that he did not attend the trust
disciplinary hearing or the Nursing and Midwifery Council hearing into his conduct,

even though he was given notice of them.

1.11 It is important to recognise that while some managers and colleagues had
concerns about David Britten’s conduct with patients, no one had specific
knowledge or proof of his sexual abuse of them until he had left his employment.
We conclude, however, that there were many indicators of his poor practice and
boundary violations’ which could have been responded to differently when they
occurred. It should also be borne in mind that this investigation is about the
deliberately abusive conduct of a skilled and practiced manipulator who
consistently deceived colleagues, patients and management alike. We recognise
that it is difficult to have systems to deal with a situation like this. However, when
the unthinkable happens, it is instructive to look at what the perpetrator did to see
if such a situation could be prevented in the future. We have attempted therefore
to identify the components of his “grooming” of patients in addition to other

indicators of unprofessional practice.

1.12 David Britten’s abuse has clearly affected the women we mention in our
report, but we also recognise that it has affected a considerable number of
professionals who did nothing wrong but whose reputations have been tarnished by
association because they worked in the clinic. This is particularly so in the case of
Dr Peter Dally, after whom the clinic was named. A short biography is included in

appendix G in recognition of Dr Peter Dally’s work. Following the closure of the

7 See appendices D & E which deal with boundary violations.
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Peter Dally clinic in May 2001 a new inpatient eating disorder service was started in

April 2002 and the new service has been renamed the Vincent Square clinic.

Method used by the investigation panel

1.13 The terms of reference did not task us to conduct a new investigation of
complaints made by patients but rather, in light of those complaints, to take an
overview of why “..managerial systems, policies and practices within the current
and predecessor trusts...allowed Britten to act as he did for so long”. As a

consequence we have focused this investigation on:

e How did it happen?

e Why was it not detected until BKCW trust® started to investigate concerns at
the clinic?

e Are services safe now?

1.14 We have not tried to prove or disprove the evidence we received from
former patients but have concluded that in most cases it exceeded the civil
standard of proof. In some cases it would exceed the criminal standard of proof,
namely, beyond reasonable doubt. We come to this view because of the similarities
in evidence from women who did not know each other, combined with recognition
of the courage which was required for these vulnerable women to tell us their
stories. We also take into account the supporting evidence from staff and the

contemporaneous documents the trust supplied.

1.15 We have not in general found it necessary to test evidence from witnesses
although there were one or two instances where we had to take steps to establish
the reliability of evidence in order to reach conclusions and make
recommendations. This was the case when a conflict emerged between different

witnesses’ accounts of the same incidents.

1.16 We reviewed all the statements taken during the three previous internal
investigations and the documentation presented at the trust disciplinary hearing.
This documentation included a comprehensive copy of file notes, letters and other

documents related to the eating disorders services between 1998 to 2001 (with

8 Brent, Kensington, Chelsea and Westminster NHS Trust.
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some information going back as far as 1982). The solicitor representing a number of

patients also provided us with psychiatric reports and statements prepared on

behalf of all but one of the women who made civil claims against the trust.

1.17 In this report we anonymise patients and staff. We set out in section four
our reasons for doing so.



2. Terms of reference

The terms of reference set for us by the strategic health authority were:

2.1 To summarise and document the chronology of concerns or complaints
concerning the practice and conduct of David Britten during his tenure as clinic

manager of the Peter Dally clinic.

2.2 To review, as far as is possible in the light of organisational and personnel
changes, the managerial systems, policies and practices within the current and
predecessor trusts that allowed David Britten to act as he did for so long. (A key
process in carrying out this particular term of reference will be to review the

previous internal inquiry reports).

2.3 To assess and draw conclusions about the effectiveness of the
governance/management arrangements now in place to deter any similar future
misconduct. For example, what policies and procedures are in place to cover the

following:

the use of treatments involving touch

e the guidance given to staff about patient/staff boundaries

e the measures in place to ensure patients know what are acceptable and
unacceptable professional practices

e whistle-blowing.

2.4 To make recommendations informed by this case as to improvements, if
any, to the policies and procedures now in place in the trust. A principal focus of
this recommendation is how clients in general and those receiving treatment for
eating disorders in particular are supported and encouraged to report abusive
behavior. (The views of service users groups and other experts will be sought to

ensure comparison against best practice).

2.5 To provide a full report and recommendations on these matters to the

strategic health authority.



3. Executive summary and recommendations

3.1 North West London Strategic Health Authority commissioned this
investigation in June 2006. Responsibility for the investigation has now passed to
NHS London, the London-wide strategic health authority. The investigation was
commissioned as a result of the disclosure by a number of women that they had
sexual relationships with a nurse called David Britten while they were his patients
at the eating disorders service which is now part of Central and North West London
NHS Foundation Trust’.

3.2  David Britten was first employed as a specialist nurse in the eating disorders
service at Gordon Hospital in 1980. When the Peter Dally clinic (a specialist eating
disorders unit relocated from the Gordon Hospital into new physically separated
premises) opened in 1996, he was employed as the first clinic manager and
remained in that post until he was removed pending redeployment in March 2001.
He resigned in December 2001 and was dismissed in March 2002. David Britten had
operational management responsibility for the clinic and was also responsible for
the clinical supervision of the clinic’s nursing staff. He personally undertook some
counselling of patients and worked with the consultant psychiatrist to assess
potential patients for admission to the clinic. The clinic received a high number of
extra-contractual referrals (ECRs)'® and developed a reputation for working with
patients who had been treated unsuccessfully elsewhere. Since the events in this
report the National Institute for Clinical Excellence (NICE) has issued good practice

guidelines for eating disorder services.

3.3 David Britten abused his position of trust by conducting numerous sexual

relationships with patients in his care over 20 years, many of them simultaneously.

° Eating disorders services were initially located in the Gordon Hospital and managed by the
Riverside Health Authority (1980-1991). The services were then managed by the Riverside
Mental Health Trust (1991-1999). The services then transferred in 1996 to the newly opened
Peter Dally clinic. The Riverside Mental Health Trust along with a number of other trusts
merged and the services came under the management of the Brent Kensington, Chelsea and
Westminster NHS Trust (1999-2002). Following further trust reconfigurations BKCW trust
merged and the service was placed within the Central and North West London Mental
Health NHS Trust (2002-2007). Since April 2002 it has been known as the Vincent Square
clinic, and is located within what is now Central and North West London NHS Foundation
Trust.

10 See appendix B.
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Riverside Mental Health Trust conducted an inquiry in 1998 into possible boundary

violations towards patients but its investigation found the allegations not proven.

3.4 The BKCW trust also commissioned an inquiry into the Peter Dally clinic in
August 2000 soon after becoming responsible for it as there were concerns that
multi-disciplinary working between various professional groups had broken down.
The BKCW trust had no knowledge of the earlier inquiry in 1998 conducted by
Riverside Mental Health Trust until shortly after it set up its own inquiry. As a
consequence of the inquiry findings David Britten was removed from the clinic
pending redeployment and then became subject to a disciplinary investigation and
hearing. In May 2001 the BKCW trust closed the Peter Dally clinic. It was only after
David Britten had been dismissed for other reasons in 2002 that other patients
began to come forward and disclose the extent of his sexual contact with them.
We are aware of 23 women with whom he had an unprofessional relationship
involving boundary violations of various kinds. He may have abused other women
who have not yet come forward and the CNWL NHS Foundation Trust has

established support services in recognition of this possibility."

3.5 In March 2002 David Britten was dismissed and the BKCW trust made a
formal referral to his professional regulator the United Kingdom Central Council for
Nursing Midwifery & Health Visiting which was succeeded in that year by the
Nursing and Midwifery Council (NMC)." Later that year the CNWL trust (successor
trust to the BKCW) passed to the NMC evidence about David Britten’s sexual
contact with patients. The NMC did not suspend David Britten from the nursing
register until March 2004 and then removed him from it after a hearing in July 2004
which he did not attend.

3.6 The CNWL trust also referred David Britten to the Metropolitan police in
2002. The CID conducted an investigation but on advice from the Crown
Prosecution Service (CPS) brought no prosecution at that time. The police have
conducted a fresh investigation on the basis of new evidence obtained by this
investigation and new complaints but have concluded that there is insufficient
information to proceed further. The police will undertake a fresh investigation if
any fresh complaints are made or previous complainants produce new evidence or

if those previously unwilling to proceed change their mind.

" See appendix F.
2 The NMC was established by statute in 2002 and replaced the United Kingdom Central
Council for Nursing Midwifery & Health Visiting.
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3.7 The CNWL trust reached financial settlements totalling £405,000 with 14
former patients in relation to David Britten’s abusive conduct. One further claim is

pending.

3.8 Our terms of reference required us to summarise and document the
concerns and complaints about David Britten during his tenure in the eating
disorders service and to review the managerial systems, policies and practices that
allowed him to act as he did for so long. We have considered the evidence, made
findings and reached conclusions about the effectiveness of the management
arrangements then in place. We have also considered whether the revised
arrangements since David Britten’s dismissal provide a robust means of protecting

patient safety.

3.9 We have also considered whether the three internal investigations, carried
out by predecessor trusts in 1998, 2000 and 2001 should have uncovered the extent
of his abuse. We have reflected on the interaction between the various public
bodies involved in these events and considered whether their approach could have

been more coherent in the interests of patient safety.
3.10 We make recommendations to the trust and NHS London in respect of:
e issuing guidelines for internal NHS inquiries

e wider dissemination of guidance on patient/professional boundaries for

vulnerable patients as part of risk-management systems

e implementing systems for the retention of institutional knowledge about
proven and unproven allegations of a sexual nature when NHS services are

re-configured.

3.11 We also make recommendations to NHS London about the level of co-
operation needed by public sector bodies for investigations like this to ensure
patient safety issues are addressed coherently. We also identify a loophole in the
vetting and barring system and recommend that professional regulatory bodies be
required to make referrals to the Protection of Vulnerable Adults scheme (POVA)™.

We recommend that our conclusions and recommendations be shared with the

'3 See appendix B. Recommendation 9 of this report identifies forthcoming legal changes
that are expected to close this loophole.

12



Council for Health Care Regulatory Excellence (CHRE), the National Institute for

Health and Clinical Excellence (NICE) and the Healthcare Commission.

3.12 David Britten’s abuse and unprofessional behaviour is similar to the abuse
investigated in the Kerr/Haslam inquiry'. The common features include abuse over
a number of years, grooming of patients for sexual purposes, use of unorthodox
treatments, the unwillingness of professionals working with the abuser to confront
them, and the failure of managers to investigate properly. We therefore include a
brief summary of the CHRE’s report in appendix E and have cross-referenced our

recommendations with those of the CHRE".

Recommendations

We make the following recommendations.

Internal trust investigations

R1 We recommend that the trust ensure that its policies and guidance on the

conduct of internal investigations into complaints by patients include the following:

e the procedures to be adopted

e the burden and standard of proof to be applied

e the need for vulnerable witnesses to be supported in such situations. This
will be particularly relevant to eating disorder services

e the selection and training of chairs for such investigations

e referral to other agencies.

Eating disorder services

R2 We recommend that the trust consider the guidance produced by the CHRE'

on patient/professional boundaries and the need to adopt appropriate risk

" Kerr/Haslam inquiry, July 2005, CM 6640-1

'> Commissioned by the DH as a result of a number of abuse inquiries

'® The Department of Health response to the Shipman inquiry’s fifth report and to the
recommendation of the Ayling, Neale and Kerr/Haslam inquiries deals with the need to
develop guidance on patient/professional boundaries (chapters six and seven of the
Department of Health’s response to the inquiries is included as appendix D). As part of its
response the Department of Health commissioned the Council for Healthcare Regulatory

13



management procedures in the management of services dealing with vulherable

patients such as those with eating disorders.

R3 We recommend that NHS London ensure that trusts put procedures in place
to ensure that whenever there is a reorganisation there is always a comprehensive
handover of information to incoming management. This should highlight concerns
about patient safety issues. The continuing work arising from the Bichard inquiry"’
and the management of police records of unproven complaints of a sexual nature

may be helpful in this regard.

R4 We recommend that the trust invite a panel of external experts in eating
disorders to evaluate its eating disorder services against the policies and

procedures contained in the document presented to us and set out in appendix C.

R5 We recommend that NHS London send this report to the CHRE, Healthcare
Commission and to NICE' for consideration in its next review of guidelines for the

treatment of eating disorders.

R6 We recommend that in the light of this report eating disorder services be
identified in the trust risk register and as a consequence complaints received from

this service be reviewed closely by the trust board.

R7 We recommend that the trust ensure clinical supervision of staff is in place

and working effectively.

In addition to the recommendations above which relate directly to our terms of

reference, we would like to comment on a number of additional matters relevant

Excellence to produce such guidance. This was published in January 2008 and is referred to
in appendix E.

"7 The Bichard inquiry, established to consider information management issues in the wake
of the Soham murders, made a number of recommendations regarding the retention of
police records about persons who had not been convicted of any offence. The inquiry
specifically considered cases where investigations of sexual offences were either
discontinued or not proceeded with because of lack of corroboration but where there was a
public interest in retaining the records, subject to a pre-set review period. Ref: Bichard
inquiry report - http://www.bichardinquiry.org.uk/report/

'8 See glossary, appendix B
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to our investigation. We believe it is appropriate to highlight these issues as they

relate to patient safety.

Multi-agency working

R8 We were concerned at the lack of cooperation we received from the Nursing
and Midwifery Council during this investigation. We suggest that NHS London
considers asking the Department of Health to discuss with regulatory bodies how
they might cooperate with inquiries and investigations commissioned by public
bodies in the public interest. We recommend that the NMC should explain to the
CHRE and the CNWL NHS Foundation Trust why it did not stop David Britten

practising as a nurse until two years after it became aware of his alleged conduct.

R9 We believe there is a loophole in the regulatory framework for promoting
patient safety. NHS bodies will soon be able to refer individuals directly to the
POVA'™ register, but there is no similar power for regulatory bodies to do so. If a
health professional’s registration is revoked in circumstances such as David
Britten’s, where they have already been dismissed by the NHS, there is no system
for their name to be entered on the POVA register. Consequently, unless their NHS
employer has previously referred them, they would not be identified as a risk if
they applied for work in an unregistered role dealing with vulnerable clients.
(Since drafting this recommendation we have been advised that the Department of
Health is bringing forward legislative changes which will close this loophole and

these changes are due to come into force by the autumn of 2008.)

"9 See glossary, appendix B.
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4, Note on anonymity

4.1 The patients who gave evidence asked not to be named and we agreed. We

refer to each by a consistent letter of the alphabet throughout the report.

4.2  We refer to staff by their job title at the relevant time, rather than their
names, except for David Britten, whose name is already in the public domain since
the NMC hearing and press reports. This is because the purpose of this investigation
was “To review, as far as is possible in the light of organisational and personnel
changes, the managerial systems, policies and practices within the current and

predecessor trusts that allowed David Britten to act as he did for so long.”

4.3 We make clear in the report where our assessment of the managerial,
clinical and governance arrangements leads us to criticise the conduct of
individuals. However, we do not believe that identifying those individuals by name
serves any purpose in view of the time passed since the events concerned.
Furthermore, naming individuals could attract attention to them rather than to the
need for effective managerial, clinical and governance systems to protect

vulnerable patients in eating disorder and other services.

4.4  We asked ourselves whether the actions of any individual (other than David
Britten) should be referred to the appropriate professional or regulatory bodies.

We conclude that they should not.

16



5. Brief chronology

5.1

We set out below a brief chronology of events.

We highlight in grey the

events that should have triggered robust intervention by trust management.

Date Action
1980 - 1991 Eating disorders services at the Gordon Hospital were managed
by the Riverside Health Authority.
1991-1999 Eating disorder services at the Gordon Hospital managed by the

Riverside Mental Health Trust.

October 1996

Peter Dally clinic opens.

July 1998

Complaints from two patients about David Britten touching them
inappropriately.

August 1998

First investigation commissioned.

August 1998

Conditions imposed on David Britten in lieu of suspension during
investigation.

September 1998

Complaint that David Britten breached the conditions imposed.

October 1998

First investigation concludes, no action regarding breach of
conditions.

December 1998

Addendum to first investigation’s report at David Britten’s
request.

1 April 1999 Following the merger of a number of trusts the service became
the responsibility of the Brent, Kensington, Chelsea and
Westminster Mental Health NHS Trust.

Early 1999 Complaints that David Britten is contacting patients outside of

work and has not returned to supervision.
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February 1999

Service director rules that David Britten is not required to
attend supervision “because he is not conducting individual
patient therapy”.

August 1999

Patient complains to doctor in therapy session that she has seen
David Britten in a restaurant with a fellow patient. Does not
wish to make a formal complaint. Doctor informs service
director and consultant. This is not reported to chief executive.

September 1999

Operational policy adopted at Peter Dally clinic.

February 2000 Final draft of policy on physical contact (response to first
investigation).

March 2000 David Britten referred to occupational health service but
refused to discuss his medical condition.

May 2000 Supervision group at Peter Dally clinic closed by psychological
therapy services.

May 2000 David Britten denies he is undertaking individual patient
therapy.

May 2000 Psychological therapies complain to service director of
“dangerous practice” at Peter Dally clinic.

July 2000 Psychological therapies confirm that they wish their complaint

to be formally investigated.

August 2000

Second investigation commissioned.

December 2000 | Interim report to chief executive which he reports to trust
board.

March 2001 David Britten notified of trust intention to redeploy him and put
on garden leave.

March 2001 Patient complaint to chief executive about David Britten.

18




April 2001 Following approaches by the chief executive, some staff were
prepared to complain about David Britten.

April 2001 Following contact from the chief executive second patient
complains to trust about David Britten.

April 2001 Chief executive receives 43 letters of support for David Britten
from patients, their families and MPs.

May 2001 Disciplinary investigation commissioned. David Britten
suspended from duty.

May 2001 Peter Dally clinic closed.

December 2001 | David Britten resigns claiming constructive dismissal.

January 2002 Trust reaches first financial settlement with patient abused by
David Britten.

February 2002 Disciplinary investigation concludes.

March 2002 Complaints from three further patients about David Britten.

March 2002 Internal disciplinary hearing.

March 2002 David Britten dismissed for gross misconduct.

March 2002 Trust makes complaint to Nursing and Midwifery Council and
police about David Britten.

April 2002 The new Vincent Square clinic inpatient eating disorder service
opens a year after the closure of the Peter Dally clinic.

April 2002 Brent, Kensington, Chelsea and Westminster Mental Health NHS

Trust becomes Central and North West London Mental Health
NHS Trust. The management team responsible for the Peter
Dally clinic did not change and had been constant since 1999.
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2002 - 2003 Extensive correspondence from the chief executive to the CPS
requesting prosecution under section 128 of the 1959 Mental
Health Act. The CPS decides not to prosecute David Britten, but
refuses to disclose its reasons.

March 2004 Britten suspended from nursing register by NMC.

June 2004 Complaint to trust from two more former patients about David
Britten.

July 2004 NMC hearing. David Britten removed from nursing register in his
absence.

2006 - 2007 More complaints about David Britten. This investigation
commissioned.

May 2007 Central and North West London Mental Health NHS Trust

becomes Central and North West London NHS Foundation Trust.
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6. Clients’ stories

6.1  These stories have been compiled from various sources including:

e statements prepared as part of patient claims for civil damages
e evidence presented at the Nursing and Midwifery Council (NMC) hearing
e transcripts of evidence given to this investigation

e information passed to us during our investigation.

6.2  We use quotes in this section to give the best sense of the experience of the
women and their families. In the analysis section that follows we quote selectively

to illustrate certain points.

6.3  Not all patients made civil claims, presented evidence to the NMC, or gave
evidence to this investigation. We tried to hear from anyone who wanted to speak
to us. We carried out interviews with former patients and we received written
submissions and heard about individuals from other sources such as family,

solicitors and former staff.

6.4  We have sought to include something of each person’s story in this section,
even if it is a short reference, because we believe that hearing the stories of the
women who were abused is an important part of the investigation. As a
consequence some stories are quite detailed, others less so. Each patient is

referred to throughout the report by the same capital letter.

Patient A (born 1975)

6.5 Patient A was abused while she was an inpatient and day patient at the
Peter Dally clinic between 1996 and 1998.

6.6  She was diagnosed in early 1994 with ‘borderline anorexia nervosa’ which

later became bulimia nervosa.

6.7 She began outpatient treatment (aged 21) following treatment at another

London hospital (which included an alcohol detox) and then in early 1996 was
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admitted as an inpatient at the newly opened Peter Dally clinic. She remained as

an inpatient until early 1997.

6.8 She started one-to-one therapy sessions with David Britten shortly after
admission. He would ask intimate questions and she said “He would always be very
tactile during our meetings and asked me to sit on his lap so that he could cuddle

me. He would often lock his office door.”

6.9  The relationship rapidly became a full sexual one, including oral sex and
occurred during therapy sessions in David Britten’s office, her bedroom and on a

visit to her home when her parents were away.

6.10 Patient A’s relationship with David Britten deteriorated towards the end of
her inpatient stay. She began drinking again and self-harming by cutting her arms
and was placed on close observations due to concerns about possible suicide

attempts.

6.11 After her discharge as an inpatient she continued to have outpatient
appointments and to see David Britten for therapy. These sessions continued to

involve sitting on his lap, cuddling, kissing and David Britten stroking her hair.

6.12 Her general condition deteriorated with high levels of drinking alcohol and
self-harm, as a result she attended the clinic as a day patient but over the year she

improved enough to attend the clinic only periodically.

6.13 In November 1998 she was admitted to a London hospital A&E as a result of
cutting her hand badly while drunk. She was admitted for observation and referred
to the substance misuse team. The admitting registrar recorded in her notes,

‘attachment behaviour re; psychotherapist overstepping the boundary.’

6.14 She did not see David Britten again after her discharge as a day patient. In
early 2002 she met a former patient by chance and found out that David Britten
had been suspended and was being investigated for having inappropriate
relationships with a number of patients at the same time as her. This revelation

had a serious effect on her health.
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Patient B (born 1979)

6.15 Patient B was abused while she was an inpatient at the Peter Dally clinic
between 1998 and 1999.

6.16 When patient B was about 15 she was diagnosed with anorexia nervosa. By
the age of 19 her weight had dropped to below five stone and she was admitted to
the Peter Dally clinic in late 1998 under section 3 of the Mental Health Act. The
section was removed a few weeks later when she agreed to stay as a voluntary

patient.

6.17 On admission she was assigned separate staff as her key worker nurse and
therapist, however both these roles were eventually taken on by David Britten.
After she had been in the clinic about eight or nine months David Britten took her
to a restaurant in Kensington for dinner. At the end of the meal he drove her to
Victoria station to walk back to the clinic alone because he did not want them to

be seen together.

6.18 Following this meal he began making advances during therapy sessions in his
office by asking her to sit on his knee, kissing her, sexual touching and eventually
after a number of sessions asking her to perform oral sex on him. Patient B said
that during these sessions he would burn candles in the room and always locked the

door.

6.19 In mid-1999 she was discharged from inpatient treatment. Before her
discharge the clinic helped re-house her in the local area. David Britten persuaded
her not to return home and, she said, sabotaged her relationship with her father.
At this time she believed that she and David Britten would be together

permanently and was therefore pleased to be offered a flat in Pimlico.

6.20 Patient B was discharged from inpatient care to the clinic’s day programme
in mid-1999 and her relationship with David Britten continued. He would visit her
at her flat in Pimlico and would let himself in with his own keys. The relationship

now included full sexual intercourse.

6.21 David Britten reinforced her belief that their relationship was special and

that they were going to leave the area and live together. The relationship

23



continued to late 2001 and included holidays together. After David Britten was
suspended he continued to contact her by email and telephone until as late as
March 2004.

6.22 In the report prepared for her civil claim the psychiatrist describes her
prognosis as ‘no better than very guarded’ and that her ‘disorder has also become

chronic, following this abuse.’

Patient C (born 1977)

6.23 Patient C was abused while she was an inpatient at the Peter Dally clinic on
her second admission in late 1998 (aged 21) until early 2001, by which time she had

become an outpatient.

6.24 Patient C suffered from anorexia from the age of 16. When her weight had
dropped to a life-threatening level she was admitted as an emergency to the Peter
Dally clinic in late 1997. She gained weight again and discharged herself a few

months later in early 1998.

6.25 During this first admission she would see David Britten once or twice a
week. Her relationship with him during this admission was non-sexual but she was
made to feel special and that he was the only person she should confide and speak
to. This was achieved by confiding in her that his mother had died on Christmas
Day when he was 12 and that he had lymphoma cancer and was going to die. She

described her relationship with him as ‘He made me able to live’.

6.26 Her weight gain was not maintained and she was readmitted as an inpatient
in late 1998. On her readmission David Britten began stroking her cheeks and
kissing her on the forehead and moved on to more intimate sexual touching and
then to oral sex. This took place in his office and her bedroom in the clinic. By
February 1999 the sexual relationship had developed and they had full sexual
intercourse in her bedroom in the clinic. Their sexual relationship continued until

she was discharged as an inpatient in late 2000.

6.27 David Britten would reinforce her sense of being special during her inpatient
treatment by telling her that he would fight her corner in clinical team meetings

discussing her care. He would also change her menu prepared by the dietician if
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she was not happy with it. He reinforced the belief that she was in a special
relationship with him by these and similar means. She said that ‘my whole world
revolved around him and | felt | couldn’t exist without him.” He also marginalised
any involvement that her family had and suggested that they were a hindrance to

her recovery.

6.28 She was treated as an outpatient from late 2000 until early 2001. The sexual
relationship continued during this time. When she came to the clinic they would
engage in heavy petting and oral sex in his office. David Britten continued to

telephone her after his suspension until May 2002.

6.29 In the report prepared for her civil claim the psychiatrist says ‘I think what
is clear, is that the abuse in treatment has markedly exacerbated her difficulties
and made long-term prognosis and prospects for treatment, worse’. The reports
also say that David Britten’s abuse has caused her to suffer from post-traumatic
stress disorder in addition to prolonging treatment for her anorexia and to an

increase in the frequency of relapse.

Patient D (born 1972)

6.30 Patient D appears to have developed anorexia nervosa in the autumn of
1995. Her illness was severe and potentially life-threatening as it combined low
body weight with abnormalities in her blood. Her admission to the Peter Dally clinic

was her first experience of treatment for anorexia.

6.31 Patient D was abused while she received care as an inpatient, day patient
and outpatient at the Peter Dally clinic from her first admission in the middle of
1996 (aged 24) until early 2002.

6.32 She said David Britten told her shortly after her admission in 1996 that he
did therapy with only a few of the patients and offered her one-to-one sessions
with him. This was conditional on her putting on weight. In these early meetings

he gained her trust by telling her that:

e his mother had died on Christmas Day
e his father was an alcoholic
¢ he had a disabled brother
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e he had lost his fiancée in a car crash
e he was suffering from Hodgkinson’s disease
¢ he had also suffered from anorexia and therefore knew how to relate to

patients better than anyone else in the clinic.

6.33 Patient D says the personal disclosures he had made caused her to hide her
lack of progress with her eating disorder because she focused on his problems, not
her own. For example, she would hide weights in her clothing when she was

weighed.

6.34 He told her he had a number of qualifications, including in psychotherapy.
He undermined her trust in other team members by describing them as
incompetent. “For example | would do my menus with (the dietician) and then he
would overrule her.” He also damaged her close relationship with her mother by

claiming her mother wanted to keep her sick.

6.35 She described how the relationship grew as the meetings with David Britten
continued and she felt that she trusted him spiritually and intellectually. She gave
him a poem which she had written describing her feelings towards him. When she
gave it to him he said he felt the same way and gave her a hug and a kiss on the

lips.

6.36 The relationship intensified when they were in her bedroom at the clinic in
late 1996. He questioned her about previous boyfriends, the degree of intimacy she
had with them and how she felt about it. He told her that the conversation would
be their secret. At the end of this intimate conversation he hugged her and placed
his hand under her pyjama top on her naked back. He unlocked the door when
leaving. She did not realise he had locked it. Patient D’s therapy sessions with
David Britten became more tactile after this. They started by her sitting near him,

then sitting on him, kissing and other intimate physical contact and then oral sex.

6.37 Patient D was discharged as an inpatient in the middle of 1997 and became
a day patient. Before this she applied for and received housing locally. She gave
him a key to her flat because he had told her he needed a key in case anything
happened to her outside the clinic. He would take her to restaurants for meals and

introduced her to alcohol.
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6.38 They were now having full sexual intercourse and this level of intimacy

continued even when she transferred from day patient to outpatient.

6.39 When patient D heard about the first investigation she told David Britten
that if it was true she would not let it lie as she thought she was having a special
relationship with him. He told her that the patient was lying because she had a

drug and alcohol problem.

6.40 During the 1998 investigation David Britten rang patient D and asked her to
give evidence to the panel in his favour. She gave evidence but had misgivings as
she wanted to be open with the panel. She said that “As much as | was dependent
on David Britten, | also hated him! Because | knew | was still sick and | was not

able to tell anyone | was sick”.

6.41 Patient D described how guidelines were set for David Britten after the
investigation, which he soon ignored. He started to lock the door again and to have
individual meetings with four or five different patients. He started to meet

patients outside the clinic so that people would not know about it.

6.42 In 2000 David Britten was taking weeks away from the clinic but he
continued to telephone patient D at her flat during the day and night mostly talking

about his sexual needs. Patient D was still not well and in 2001 took an overdose.

6.43 After David Britten’s suspension in May 2001 she suspected that he was
involved with other patients and she arranged to meet another patient from the
clinic. When the other patient disclosed her relationship with him they realised
that he might have been having multiple relationships with clinic patients. The
other patient then arranged to meet David Britten in a bar. Patient D joined them

and both patients challenged him.

6.44 |t is clear from the psychiatric reports that the abuse patient D experienced
has caused her to suffer from an adjustment disorder, to abuse alcohol and to
prolong the course of her anorexia. The abuse also contributed to extreme

interpersonal problems, with a disabling inability to form trusting relationships.
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Patient E (born 1981)

6.45 In mid-1995 patient E was admitted to an eating disorder unit in the Home

Counties for a month as her weight had dropped from 56kg to 30kg in a short time.

6.46 In mid-1998 she was admitted to the Peter Dally clinic (aged 17). She was
diagnosed with anorexia nervosa; her weight had dropped again to a dangerously
low 30kg. Patient E was abused while she was an inpatient and outpatient at the
Peter Dally clinic from 1998 to 2002.

6.47 Patient E said that within three months of her admission David Britten told
her he had cancer and invited her to sit on him and began to kiss and cuddle her.
They would meet every other day either in his office or her bedroom. She said he
made her feel that she was in a special relationship with him. She said their
relationship became stronger later in 1998 and that he had totally ‘won me over’.

They often went out for meals at patient E’s expense.

6.48 In early 1999 David Britten became her key nurse and they would regularly
meet in his office behind locked doors with the curtains drawn and lights out. On
one occasion she said he shaved her legs with an electric razor he had made her
buy. She told us she remembered him kissing her in the presence of the deputy
manager with whom he shared an office. She said that the consultant psychiatrist

of the unit and the nurses knew he locked the door when seeing patients.

6.49 From mid-1999 to October 2002 patient E was treated as a day patient and
sometimes as an outpatient. David Britten told her parents not to visit and
gradually made her feel that she did not need her parents, only him. Patient E’s
mother provided evidence of how David Britten tried to damage the relationship
she and husband had with her daughter. She used to attend family therapy sessions

and said “It felt like it was patient E’s family against David Britten and patient E.”

6.50 The clinic found her a place in a hostel five minutes from the clinic, before
she was discharged as an inpatient. A resident at the hostel sexually assaulted her
and was later charged and convicted. David Britten encouraged her to return to the
hostel, though she was reluctant to do so. He encouraged her to buy and model
underwear for him at the hostel on the first occasion when full sexual intercourse

took place.
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6.51 In early 2000 the clinic helped her get a flat in St John’s Wood. David
Britten visited regularly and often stayed overnight. He often phoned her late at

night and made suggestive remarks.

6.52 Patient E said that while attending the Peter Dally clinic as a day patient or
outpatient ‘David Britten was seeing me maybe 2-3 times per day, either at the
clinic, in the hostel or in my flat and every session involved some sort of sexual

activity/kissing and touching’.

6.53 After David Britten’s suspension and resignation in 2001, their sexual
relationship continued until early 2002 and he continued to contact her until the
middle of the year. She also discovered that early in the year he was having
intimate relationships with other patients. This created a deep sense of loss and a

feeling of being used and fooled.

6.54 The psychiatrist who examined her in 2005 believed she would need lengthy
psychotherapy relating to this relationship and the associated underlying

difficulties.

Patient F (born 1971)

6.55 Patient F had a number of admissions to psychiatric hospitals for eating
disorders and depression before her admission to the eating disorders unit of the
Gordon Hospital in 1991. She was first diagnosed with anorexia nervosa in 1987 and
on that occasion tried to take her own life. She had been sexually abused between
the ages of six and 16 and was bullied at school. She was working as a nursery

nurse before her admission.

6.56 She was admitted to the eating disorders unit of the Gordon Hospital as an

inpatient in mid-1991 (aged 20) with a diagnosis of anorexia and bulimia.

6.57 Patient F said that David Britten used to see some patients on a one-to-one
basis and he told her this was a privilege she could earn by putting on weight. She
said there was a great deal of competition among the patients to see him. She then

started seeing him on a one-to-one basis.
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6.58 David Britten began to hold her close and repeatedly kiss the top of her
head fairly shortly after her one-to-one sessions started. He would lock his door
and she said staff knew it was locked as they would knock and wait for him to
unlock it. She said it was not long before she became hooked on him and despaired

when someone else was in her ‘slot’.

6.59 She received treatment as an outpatient on a weekly basis between late-
1991 and the middle of 1994 following her discharge as an inpatient. Her meetings
with David Britten progressed to his touching intimate parts of her body through
her clothing. He would also take her out for drinks and meals locally. She was still

quite ill and self-harming and she took an overdose in early 1993.

6.60 In late 1993 she took another overdose and was readmitted as an inpatient
for treatment of her anorexia nervosa. Her meetings with David Britten again had
no therapy content during this admission and consisted of sexual intimacy,

although short of full sexual intercourse.

6.61 She attended the Gordon Hospital three times a week for small group
meetings following discharge as an inpatient, and after a multi-disciplinary meeting
she was referred for ‘psychotherapy with a view to commencing this with our ward
manager Mr David Britten’, which began in early 1995. David Britten told her he

had qualifications in psychotherapy.

6.62 She found part-time work but continued her appointments with David
Britten and her small group meetings. The meetings with David Britten became
more intimate, progressing to oral sex and heavy sexualised petting. Patient F told
him she was falling in love with him and he said he was feeling the same way. She
often took time off work to go to appointments and he frequently cancelled their
meetings, which caused her distress and suffering and left her feeling rejected and

abandoned.

6.63 She was discharged from the clinic in mid-1996 (by which time the eating
disorder service had transferred to the new Peter Dally clinic) but continued to see
David Britten. They continued to have intimate sexual relations. Patient F said she

was unsure whether full sexual intercourse took place.
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6.64 In the summer of 2001 David Britten telephoned patient F to tell her he had
been suspended and staff at the clinic were conspiring to oust him from his
position. He asked her to write a letter of support - which she did not do. She was
also worried that a colleague in her social services department who visited the
Peter Dally clinic might read her clinical notes. So she phoned David Britten who
reassured her that when he had been suspended he had asked his deputy to remove
her notes and she had taken them home and stored them in her loft. Patient F

telephoned the deputy who told her that her notes were “safe”.

6.65 Patient F last met David Britten in mid-2002 when she met him to collect
her notes and go out for meal. She went to the NMC hearing in July 2004 and was
shocked to hear the evidence against him. She collapsed at home on the last day of
the hearing and was taken to hospital where she receiv