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(both nurses) have been discussing the letter. The main points covered in the conversation
were:

1.  The two nurses are both horrified at the failure in practice.

2.  They were afraid that because no disciplinary action had been taken, the incident was
not being taken seriously enough. He interpreted the phrase “simple human error” as
implying this. I explained again that the incident had, in fact, been dealt with seriously
and formally:

- With the nurse suspended from administering drugs pending retraining.
- Formal counselling of all three nurses, which would be recorded on their files.
- Review of the hospital’s drug administration policy in the light of the incident.

I also stressed again how responsibly the nurses had acted upon finding the error, and
how devastated they were/are.

3.  He queried whether the Trust was supportive of an inquest. I explained that in tragic
situations like this we support any independent scrutiny that helps the relatives to feel
confident that the incident has been properly investigated and clearly explained.

any kind of witch hunt or publicity.






