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BBC briefinq meetinq on 2 March 2009 at 1400, GWMH 

Attendees: BBC journalists - Dominic Blake, Radio Solent 

David Fenton, regional TV 

Michael O’Connor, national TV 

HPCT: Richard Samuel 

Toni Scammell (tour only) 

Sue Lloyd 

Julie Dean (Trimedia) 

Caroline Searle (Trimedia) 

Questions raised: 

General/ corporate: 

What do you think was the problem at the hospital? 

Specifically what policies and procedures do you think were at 

fault? 

¯ What was really going on on the wards at the time? 

¯ What was the ethos and atmosphere on the wards? 

¯ Why didn’t lan Piper lose his job and what is he doing now? 

¯ Ditto Tony Horn 

¯ Events of 1991 

¯ Why weren’t the nurses’ complaints taken seriously? 

¯ Was the care given appropriate? 

¯ Was the practice at the time bad practice? 

¯ Have we held an internal investigation, was this full and 

thorough, was any disciplinary action taken? 

¯ Were there any staff investigations? 
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¯ What were the financial pressures to move people through the 

hospital in ’97 and ’98 - bed blocking? Might this be related to a 

need to hasten death? 

¯ BBC is trying to get hold of board papers for the period, i;~>! ¯ 

¯ Why was Dr Barton only part time and what was the situation 

before that arrangement 

¯ Relatives feel that neither CHI nor the police investigations 

explain what was really going on at the time (and who should be 

responsible - subtext) 

Palliative Care 

¯ Who was making prescribing decisions and decisions re 

categorising rehab or palliative care? 

¯ What is 200mg or diamorphine - when/why is that given? 

¯ End of life care and attitudes towards it (difference between medical 

and relatives’ standpoints) - we recommended a discussion with 

Dr Mark Roland re end of life pathway and this was welcomed. 

¯ Definition of palliative care? 

¯ Communication to families of when care became palliative (LS 

statement PH DMOP)? 

¯ Mortality statistics- peaks? 

¯ Would this have happened if these people had been 20 and not 80 

years old? 

Pharmacy 

¯ Dosage Rx (from Dr and excessive) 

¯ Administration of dosage (by nurse) 

¯ Use of syringe drivers and lack of policy / training. 

¯ Pharmacology-Wessex guidelines 

¯ Spike in opiate Rxing - 1997 opiate Rx 5,000mg - 1998 opiate Rx 

18,000mg on Dryad and 22,000mg on Daedelus. 

¯ Context of Rx practice in 1996-1999 vs now 

¯ Who making decision about Rxing practice 
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¯ Did the drugs dosages contribute to hastening death? 

¯ Why were these levels allowed to continue? 

Staff Issues: 

¯ Conflict between practice of staff (nurses and Drs) 

¯ Conflict between nurses (disciplinary on the wards) 

¯ Pressure on Dr Barton time on ward round 

¯ Individual responsibility to patients and families 

¯ Have we moved staff around because they didn’t want to work with 

certain others? 

¯ Nurses complaints not acted upon- why? 

Other: 

¯ BBC informed us that there would be an additional inquest into the 

death of Gladys Richards and the coroner would be David Horsley. 

¯ BBC informed us that pre-inquest hearings would commence on 

Monday 9th 

¯ Specific questions were asked in relation to individual deaths but 

without mentioning particular names eg. the patient who had asked 

for syringe driver to be removed, itwas not removed but the drugs 

dosage was quadrupled over the next days and the patient died. 

Actions: 

¯ David Fenton to email details of subject areas they are likely to 

want to cover 

¯ Pre-recorded interview to be set up ahead of verdict delivery 

¯ All question areas above to be reviewed, information obtained and 

answers formulated. 


