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Primary Care GP Patient 

Stated 

Other - Community Medicine 

Allegation Against HC Professional Actual 

This is not a new incident: HM Coroner has ordered inquests into the deaths often 
)atients at Gosport War Memorial Hospital (GWMH) from 1996 to1999. The inquests 

concerned with the deaths of people who were in-patients on Dryad and Daedalus 
wards at GWMH. 

The inquests are scheduled for six weeks from 18th March 2009 and ten separate 
verdicts will be delivered at the close of proceedings. The coroner is A.M. Bradley, HM 
Assistant Deputy Coroner Portsmouth and South East. The inquests will take place at 

Portsmouth Combined Court, Winston Churchill Avenue, Portsmouth. 

Between 1998 and 2002, Hampshire Constabulary undertook two investigations into the 
~otential unlawful killing of patients at Gosport War Memorial Hospital. These 

ations did not result in any criminal prosecutions, but the police shared their 
concerns about the care of older people at Gosport War Memorial Hospital (GWMH) 
with the then Commission for Health Improvement (CHI) (a fore-runner of the 
Healthcare Commission) in August 2001. These concerns centred on the use of some 
medicines, particularly analgesia and levels of sedation, and the culture in which care 
was provided for older people at the hospital. 

In 2001, CHI commenced an investigation into the management, provision and quality of 
healthcare at Gosport War Memorial Hospital managed by Portsmouth Healthcare NHS 
Trust (the predecessor of the then Fareham and Gosport PCT and East Hampshire PCT 
and a different organisation to Portsmouth Hospitals NHS Trust). CHI concluded that in 
the late1990s there had been a failure of the then PCT systems to ensure good quality 
~atient care, including insufficient local prescribing guidelines, lack of a rigorous, 

review of pharmacy data, and the absence of adequate Trust-wide supervision 
and appraisal systems. 

CHI also concluded that by the time of their investigation, in 2002, the successor PCTs 
had addressed these. CHI reported that the reconfigured PCTs (Fareham and Gosport 
PCT and East Hampshire PCT) had adequate policies and guidelines in place governing 
the prescription and administration of pain relieving medicines to older patients and that 
these policies and procedures were being adhered to. 

The publicity accompanying the announcement of the findings of the CHI investigation 
prompted a number of relatives of patients who had died at GWMH to contact the 
Hampshire and Isle of Wight Strategic Health Authority regarding the care and treatment 
of their relatives between 1998 and 2001. Following these contacts the police initiated 
another investigation into the deaths of patients at GWMH in September 2002. 
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Following detailed investigation and expert reports ten cases were passed to the Crown 
Prosecution Service (CPS) for review once the police investigation was complete. The 
CPS concluded that there was insufficient evidence to prosecute and that there was no 
realistic prospect of any conviction. 

Following the CPS decision, the police met with the General Medical Council (GMC), 
the Nursing and Midwifery Council (NMC) and H.M. Coroner to determine whether 
general ’standard of care’ issues in respect of the deaths required further examination. 
l~he Police, however, reiterated that their investigation was now closed. 

To be completed by the SHA 

Preparation for inquests including look back at all available documentation. Detailed 
media and Comms Strategy in place. 

l~here is increasing press interest in the case as the start date of the inquests approaches, 
with staff being approached both at home and in the street. Links are likely to be made to 
other similar cases, and indeed a recent BBC Radio 4 programme linked these events to 
the Harold Shipman case. 
Because of increasing media interest a formal SUI is being declared. 

Yes The PCT will cooperate 
fully with the Coroner and 
support staff in dealing 
with media interest. 
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