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APPENDIX 1  

PRISONER OMBUDSMAN FOR NORTHERN IRELAND 
 

TERMS OF REFERENCE FOR INVESTIGATION OF DEATHS IN 
PRISON CUSTODY 
 
1. The Prisoner Ombudsman will investigate the circumstances of the deaths 

of the following categories of person: 
 

- Prisoners (including persons held in young offender  institutions). 
This includes persons temporarily absent from the e stablishment 
but still in custody (for example, under escort, at  court or in 
hospital). It excludes persons released from custod y, whether 
temporarily or permanently. However, the Ombudsman will have 
discretion to investigate, to the extent appropriat e, cases that 
raise issues about the care provided by the prison.  

 
2. The Ombudsman will act on notification of a death from the Prison Service. 

The Ombudsman will decide on the extent of investigation required 
depending on the circumstances of the death. For the purposes of the 
investigation, the Ombudsman's remit will include all relevant matters for 
which the Prison Service, is responsible, or would be responsible if not 
contracted for elsewhere.  It will therefore include services commissioned 
by the Prison Service from outside the public sector.  

 
 
3. The aims of the Ombudsman's investigation will be to: 
 
- Establish the circumstances and events surrounding the death, especially 

as regards management of the individual, but including relevant outside 
factors. 

- Examine whether any change in operational methods, policy, and practice 
or management arrangements would help prevent a recurrence. 

- In conjunction with the DHSS & PS, where appropriate, examine relevant 
health issues and assess clinical care. 

- Provide explanations and insight for the bereaved relatives. 
- Assist the Coroner's inquest in achieving fulfilment of the investigative 

obligation arising under article 2 of the European Convention on Human 
Rights, by ensuring as far as possible that the full facts are brought to light 
and any relevant failing is exposed, any commendable action or practice is 
identified, and any lessons from the death are learned. 

 
4. Within that framework, the Ombudsman will set terms of reference for 

each investigation, which may vary according to the circumstances of the 
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case, and may include other deaths of the categories of person specified 
in paragraph 1 where a common factor is suggested. 

 
Clinical Issues  
 
5. The Ombudsman will be responsible for investigating clinical issues 

relevant to the death where the healthcare services are commissioned by 
the Prison Service. The Ombudsman will obtain clinical advice as 
necessary, and may make efforts to involve the local Health Care Trust in 
the investigation, if appropriate. Where the healthcare services are 
commissioned by the DHSS & PS, the DHSS & PS will have the lead 
responsibility for investigating clinical issues under their existing 
procedures. The Ombudsman will ensure as far as possible that the 
Ombudsman's investigation dovetails with that of the DHSS & PS, if 
appropriate. 

 
Other Investigations  
 
6. Investigation by the police will take precedence over the Ombudsman's 

investigation. If at any time subsequently the Ombudsman forms the view 
that a criminal investigation should be undertaken, the Ombudsman will 
alert the police. If at any time the Ombudsman forms the view that a 
disciplinary investigation should be undertaken by the Prison Service, the 
Ombudsman will alert the Prison Service. If at any time findings emerge 
from the Ombudsman's investigation which the Ombudsman considers 
require immediate action by the Prison Service, the Ombudsman will alert 
the Prison Service to those findings.  

 
7. The Ombudsman and the Inspectorate of Prisons will work together to 

ensure that relevant knowledge and expertise is shared, especially in 
relation to conditions for prisoners and detainees generally. 

 
Disclosure of Information 
 
8. Information obtained will be disclosed to the extent necessary to fulfil the 

aims of the investigation and report, including any follow-up of 
recommendations, unless the Ombudsman considers that it would be 
unlawful, or that on balance it would be against the public interest to 
disclose particular information (for example, in exceptional circumstances 
of the kind listed in the relevant paragraph of the terms of reference for 
complaints). For that purpose, the Ombudsman will be able to share 
information with specialist advisors and with other investigating bodies, 
such as the DHSS & PS and social services. Before the inquest, the 
Ombudsman will seek the Coroner's advice regarding disclosure. The 
Ombudsman will liaise with the police regarding any ongoing criminal 
investigation. 
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Reports of Investigations  
 
9. The Ombudsman will produce a written report of each investigation which, 

following consultation with the Coroner where appropriate, the 
Ombudsman will send to the Prison Service, the Coroner, the family of the 
deceased and any other persons identified by the Coroner as properly 
interested persons. The report may include recommendations to the Prison 
Service and the responses to those recommendations. 

 
10. The Ombudsman will send a draft of the report in advance to the Prison 

Service, to allow the Service to respond to recommendations and draw 
attention to any factual inaccuracies or omissions or material that they 
consider should not be disclosed, and to allow any identifiable staff subject 
to criticism an opportunity to make representations. The Ombudsman will 
have discretion to send a draft of the report, in whole or part, in advance to 
any of the other parties referred to in paragraph 9. 

 
Review of Reports 
 
11. The Ombudsman will be able to review the report of an investigation, make 

further enquiries, and issue a further report and recommendations if the 
Ombudsman considers it necessary to do so in the light of subsequent 
information or representations, in particular following the inquest. The 
Ombudsman will send a proposed published report to the parties referred 
to in paragraph 9, the Inspectorate of Prisons and the Secretary of State 
for Northern Ireland (or appropriate representative). If the proposed 
published report is to be issued before the inquest, the Ombudsman will 
seek the consent of the Coroner to do so. The Ombudsman will liaise with 
the police regarding any ongoing criminal investigation. 

  
Publication of Reports  
 
12. Taking into account any views of the recipients of the proposed published 

report regarding publication, and the legal position on data protection and 
privacy laws, the Ombudsman will publish the report on the Ombudsman's 
website. 

  
Follow-up of Recommendations   
 
13. The Prison Service will provide the Ombudsman with a response indicating 

the steps to be taken by the Service within set timeframes to deal with the 
Ombudsman's recommendations. Where that response has not been 
included in the Ombudsman's report, the Ombudsman may, after 
consulting the Service as to its suitability, append it to the report at any 
stage. 
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Annual, Other and Special Reports  
 
14. The Ombudsman may present selected summaries from the year's reports 

in the Ombudsman's Annual Report to the Secretary of State for Northern 
Ireland. The Ombudsman may also publish material from published reports 
in other reports.  

 
15. If the Ombudsman considers that the public interest so requires, the 

Ombudsman may make a special report to the Secretary of State for 
Northern Ireland.  

 
16.  Annex ‘A’ contains a more detailed description of the usual reporting 

procedure. 
 
REPORTING PROCEDURE 
 
1. The Ombudsman completes the investigation. 
 
2. The Ombudsman sends a draft report (including background documents) 

to the Prison Service. 
 
3. The Service responds within 28 days. The response: 

(a) draws attention to any factual inaccuracies or omissions; 
(b) draws attention to any material the Service consider should not be 

disclosed; 
(c) includes any comments from identifiable staff criticised in the draft; 

and 
(d) may include a response to any recommendations in a form suitable 

for inclusion in the report. (Alternatively, such a response may be 
provided to the Ombudsman later in the process, within an agreed 
timeframe.) 

 
4. If the Ombudsman considers it necessary (for example, to check other 

points of factual accuracy or allow other parties an opportunity to respond 
to findings), the Ombudsman sends the draft in whole or part to one or 
more of the other parties. (In some cases that could be done 
simultaneously with step 2, but the need to get point 3 (b) cleared with the 
Service first may make a consecutive process preferable.) 

5. The Ombudsman completes the report and consults the Coroner (and the 
police if criminal investigation is ongoing) about any disclosure issues, 
interested parties, and timing. 

 
6. The Ombudsman sends the report to the Prison Service, the Coroner, the 

family of the deceased, and any other persons identified by the Coroner as 
properly interested persons. At this stage, the report will include 
disclosable background documents.  
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7. If necessary in the light of any further information or representations (for 
example, if significant new evidence emerges at the inquest), the 
Ombudsman may review the report, make further enquiries, and complete 
a revised report. If necessary, the revised report goes through steps 2, 3 
and 4. 

 
8. The Ombudsman issues a proposed published report to the parties at step 

6, the Inspectorate of Prisons and the Secretary of State (or appropriate 
representative). The proposed published report will not include background 
documents. The proposed published report will be anonymised so as to 
exclude the names of individuals (although as far as possible with regard 
to legal obligations of privacy and data protection, job titles and names of 
establishments will be retained). Other sensitive information in the report 
may need to be removed or summarised before the report is published. 
The Ombudsman notifies the recipients of the intention to publish the 
report on the Ombudsman's website after 28 days, subject to any 
objections they may make. If the proposed published report is to be issued 
before the inquest, the Ombudsman will seek the consent of the Coroner 
to do so. 

 
9. The Ombudsman publishes the report on the website. (Hard copies will be 

available on request.) If objections are made to publication, the 
Ombudsman will decide whether full, limited or no publication should 
proceed, seeking legal advice if necessary. 

 
10. Where the Prison Service has produced a response to recommendations 

which has not been included in the report, the Ombudsman may, after 
consulting the Service as to its suitability, append that to the report at any 
stage. 

 
11. The Ombudsman may present selected summaries from the year's reports 

in the Ombudsman's Annual Report to the Secretary of State for Northern 
Ireland. The Ombudsman may also publish material from published reports 
in other reports. 

 
12. If the Ombudsman considers that the public interest so requires, the 

Ombudsman may make a special report to the Secretary of State for 
Northern Ireland. In that case, steps 8 to 11 may be modified. 

 
13. Any part of the procedure may be modified to take account of the needs of 

the inquest and of any criminal investigation/proceedings.  
 
14. The Ombudsman will have discretion to modify the procedure to suit the 

special needs of particular cases. 
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           APPENDIX 2  
 
Post Mortem Examination Report 
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         APPENDIX 3  
 
Clinical Review Reports  
 
 

 

Report into the Standard of Medical Care Given 

to Mr James Speers (d.o.b. 21.12.1958) at  

HMP Maghaberry between  

February 2007 and February 2008 
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Statement of:   Dr Neil Daniel Lloyd-Jones 

Age:  over 21 

Occupation of Witness:  Medical Practitioner 

Address:   The Newcastle Medical Centre 

      Claremont Road 

      Newcastle upon Tyne 

  NE2 4AN 

This statement consisting of 42 pages, each signed by me, is true to the best 

of my knowledge and belief and I make it knowing that, if it is tendered in 

evidence, I shall be liable to prosecution if I have willfully stated in it anything 

which I know to be false or do not believe to be true.   

 

(Criminal Justice Act 1967, s9: M.C. Act 1980, 5A (3A) and 5B; M.C. Rules 

1981, R.70.) 
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This report is divided up under the following sections. 

1.0 Introduction 

2.0 Remit of report 

3.0 Facts of the case 

4.0 Summary and conclusion 

5.0 History and chronology of the case 

6.0 Opinion 

7.0 Appendix 1:  

Report into the standard of medical care given to Mr James Speers 

(d.o.b. 21/12/1958) on 18th February 2008. 

8.0 Appendix 2: 

 Hospital correspondence with regard to appointments and 

correspondence from solicitors with regard to medication. 

9.0 Documents received and examined 

10.0 My experience and qualifications 
 
 
 
1.0 Introduction  

 I am a General Practitioner.  I qualified in medicine in 1984 and have 

worked in General Practice since 1989.  I have the following degrees 

M.B.B.S.  (bachelor of medicine and bachelor of surgery) from the 

University of Newcastle upon Tyne.  LLB  (honours degree in law) from 

the University of Northumbria.  LLM (LAMP)  (masters degree in the 

Legal Aspects of Medical Practice) from the University of Cardiff.  I am 

a member of the Royal College of General Practitioners (M.R.C.G.P).  I 

am approved under Section 12(2)  Mental Health Act.  I hold the B.V.C. 

(Bar Vocational Course) from the University of Northumbria.  I was 

called to the Bar in 2002.  I am member of the Honourable Society of 

the Middle Temple.  I am also a qualified Alternative Dispute 

Resolution Mediator. 
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2.0 Remit of Report  

 

To consider the standard of medical care given to Mr James Speers 

(d.o.b. 21/12/1958) at HMP Maghaberry between February 2007 and 

February 2008. 

 

3.0 Summary and Conclusion 

 

Mr Speers was born on 21/12/1958 and was serving a 15 year prison 

sentence at HMP Maghaberry.  He had ulcerative colitis that was 

diagnosed in 1998 and over time he had exacerbations and remissions 

of this disorder.  From February 2007 until February 2008 the various 

medical Officers of the prison monitored and managed his ulcerative 

colitis.  It is my opinion that all his care was common and acceptable 

medical practice apart from the management of his haematological 

results.  Here it is my opinion that from 5th June 2007 onwards the 

investigations showed that he was deficient in iron and that he should 

have been commenced on iron supplement medication or failing that, 

the doctors should have taken advice from his consultant 

gastroenterologist.  Ergo on this aspect it is my opinion that his 

standard of medical care had fallen below common and acceptable 

medical practice. 

 

4.0 Facts of the case 

 

Mr James Speers was born on 21st December 1958.  He was one of 5 

children in his family.  Later in life he married Sharon Speers and had 

three children who are now aged 22 years, 12 years and 10 years.  He 

was a heavy smoker.  He was serving a 15 year imprisonment 

sentence at HMP Maghaberry. 
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5.0 History and chronology of the case 

 

5.01 Mr James Speers (d.o.b. 21/12/1958) was diagnosed with ulcerative 

colitis in 1998. 

 

5.02 In the bundle of records that I have been given, some of the 

photocopies are of good quality, whilst others are not.  There is 

evidence of sporadic medical care being given at H.M. Prison dating 

back to 1981.  There are also several ‘Initial Reception Health Screen’ 

forms.  The committal dates that I have been able to find are 

23/03/2004 and 06/04/2001. 

 

5.03 There are a very large number of hospital appointment letters dating 

back to 2001.  Clearly, appointments were made and / or cancelled and 

/ or rebooked.  It is not clear which eventual appointments were kept 

and why others were not.  The chances were that some appointments 

were changed by the hospital for their own reasons and some would 

have been changed by the prison authorities.  I am surmising that 

some of the latter were changed as the prison authorities may not have 

been able to provide appropriate transport / cover due to the time 

constraints.  I would emphasise though that this is pure speculation on 

my part. 

 

5.04 For the purposes of this report I do not feel that I can sensibly form a 

chronology of care and opinion pre 2007.  Accordingly, whilst I have 

studied all the documents, this report examines his health care from 

January 2007 until 18 February 2008.  I have not commented on his 

dental health care. 
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5.05 Chronology of Consultations  

 

08/01/2007 

Nurse  

“Seen by smoking cessation advisor.  Assessment carried out for next 

group.” 

 

5.06 Comment 

There was a hospital letter dated 10/10/2005 to the effect that at that 

time Mr Speers was smoking 20-30 cigarettes per day.  I am unable to 

find any evidence of the number that he was smoking in 2007.  Suffice 

it is to say though that clearly he was receiving help to give up 

smoking.  Of itself this would have been good, common and acceptable 

medical practice. 

 

5.07 16/01/2007 

Consultation  

“Increased asacol to 6 times daily. 

Problem:-  Still 3-4 motions per day.  Continue to review in 2 weeks.” 

 

5.08 Comment  

Mr Speers had consulted with the consultant.  With regard to his 

ulcerative colitis the doctor noted that he was having 3-4 bowel 

movements per day.  In order to try and reduce this he had increased 

his asacol medication and arranged to review his case 2 weeks later.  It 

is my opinion that this was common and acceptable medical practice. 

 

5.09 06/02/2007 

Consultation  

“Problem:- Up to 12 bowel motions per day. 

Examination:-  No tenderness abdomen. 

Comment:-  Check FBC, ESR review.  Appointment with GI. 
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B.C.H. cancelled 17/01/2007. 

Further appointment sought.” 

 

5.10 Comment 

Mr Speers had consulted with the consultant and compared to the 

previous consultation of 16/01/2007 his bowel movements per day had 

clearly increased i.e. his condition had worsened.  The doctor had 

examined his abdomen and had not found any tenderness.  He had 

decided to check his haematological status.  There was reference to 

the fact that his previous outpatient appointment had, for some reason, 

been cancelled, and the doctor stated that another was being sort.  In 

conclusion it is my opinion that this consultation was common and 

acceptable medical practice. 

 

5.11 18/02/2007 

Consultation with a nurse  

Comment:-  Blood taken today for F.B.C. and E.S.R.” 

 

5.12 Comment 

Clearly bloods were taken for analysis.  However, I am unable to find 

the results of these tests.  There is a full blood test result dated 

08/02/2007.  Apart from a raised ESR result (which could be 

compatible with his ongoing ulcerative colitis, the rest of his 

haematological indicies (results) are normal. 

 

5.13 27/02/2007 

Consultation with a nurse  

“Blood taken today, repeat F.B.C. and E.S.R.” 
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5.14 Comment 

Clearly some further blood tests were carried out but I am unable to 

say why they were performed.  There was a corresponding photocopy 

of pathology results dated 27/02/2007.  The salient details were as 

follows:- 

Hb 13.1 g/dl (13.0-18.0) 

RBC 4.76 10� 12/1 (4.5-6.5) 

HCT 0.403 1/1 (0.40-0.54) 

MCV 84.7 fl (76-100) 

MCH 27.5 pg (27.0-32) 

MCHC 32.5 g/dl (32.0-36.0) 

PLT 328 10� 9/1 (150-450) 

WBC 11.7 10� 9/1 (4.0-10.0) 

 

The above results would be classed as a normal blood film – but only 

just, as his haemoglobin was at the lower end of the normally accepted 

range.  This would have been par for the course vìs a vìs his ongoing 

pathology.  The white blood cells were also slightly high which again 

would be in keeping with his ulcerative colitis. 

 

5.15 05/03/2007 

Consultation with a nurse  

“Seen by smoking cessation advisor.  Smoked a few on Saturday night, 

has not used patches for 4 weeks.” 

 

5.16 Comment  

Clearly Mr Speers had consulted with the nurse vìs a vìs smoking 

cessation.  Of itself, this would have been common and acceptable 

medical practice. 
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5.17 09/03/2007 

Consultation with a dentist  

“Seen for dental treatment today.” 

 

5.18 Comment 

Mr Speers had consulted with the prison dental Officer. 
 

5.19 13/03/2007 

Consultation with a doctor  

Problem:-  “Increased bleeding P.R. (per rectum).  Feels tired. 

Examination:-  No tenderness abdomen. 

Comment:-  Prednisolone 40mg daily for 1 week and review.  Check 

F.B.C. (full blood count).  Review in 1 week.” 
 

5.20 Comment 

Clearly Mr Speers had consulted with the doctor because he appeared 

to have a flare up of his ulcerative colitis.  The doctor examined his 

abdomen and decided to commence him on a course of high dose 

prednisolone (a steroid) for 1 week.  The rationale for this would have 

been to calm down / stabilise his flare up.  He had also decided to 

perform some haematological investigations.  I am unable to locate the 

results of these pathology tests.  There is a full blood count laboratory 

result dated 29/03/2007 and to that end it is possible that this is the 

said result.  The salient details to come out of this are that he had a 

normocytic hypochromic anaemia.  In lay terms he was deficient in iron.  

With this result it is my opinion that the doctors should have 

commenced him on iron supplement medication or failing that have 

taken advice from his consultant gastroenterologist.  Therefore on this 

aspect of the consultation it is my opinion that his standard of care had 

fallen below common and acceptable medical practice.  However, with 

regard to the remainder of management it is my opinion that his 

standard of care was common and acceptable medical practice. 
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5.21 27/03/2007 

Consultation with a doctor  

Problem:- “Prednisolone helped, but symptoms required ‘about once 

per hour’ – just wind and blood.   

Examination:- ? anaemic. 

Comment:- Prednisolone – reducing course.  See in three weeks, 

earlier if necessary.  Was due to be reviewed this week at hospital.  

Appointment being rearranged.” 

 

5.22 Comment 

The doctor had reviewed Mr Speers’ case.  On examination he said 

that he may be anaemic i.e. “? anaemic.”  He decided to review his 

case and noted that his outpatient appointment was being rearranged. 

 

5.23 On the 11th of April 2007 , the doctor had written to the 

gastroenterologist about Mr Speers’ ongoing problem (photocopy 

attached).  I am unable to find a corresponding general practice 

entry/consultation that was the instigation of this referral.  I note that the 

doctor also referred to an “F.B.P.” (full blood picture).  Clearly he was 

referring to a recent haematological test.  It is possible that he was 

referring to the result dated 29/03/2007. 

 

5.24 25/04/2007 

Consultation with a nurse  

 Comment:-  “Seen in SSU for adjudication.  Fit for adjudication fit for 

c.c.  No medical complaints expressed.” 

 

5.25 Comment 

 Clearly Mr Speers had consulted with the nurse and “no medical 

complaints [were] expressed.” 
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5.26 04/05/2007  

Consultation with a dentist  

Comment:-  “attended dentist.” 

 

5.27 Comment 

Clearly Mr Speers had consulted with the prison dentist. 

 

5.28 08/05/2007 

Internal  

Comment:-  “Involved in an incident today.  IMR12 completed in 

relation to head injury.  Seen by the doctor  this afternoon who inserted 

3 x sutures to the head laceration.  Sutures to be removed in 5 days 

time.” 

 

5.29 Comment 

Clearly Mr Speers had been involved in some type of incident and had 

sustained an injury to his scalp.  This was sutured and dressed.  I have 

attached photocopies of the injury report.  It is my opinion that the 

medical care was common and acceptable medical practice. 

 

5.30 10/05/2007 

Consultation with a nurse  

Comment:-  “Seen in SSU for adjudication.  Fit for adjudication for c.c.  

No medical complaints.” 

 

5.31 Comment 

Clearly Mr Speers had consulted with the nurse  and “no medical 

complaints” were expressed. 
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5.32 10/05/2007 

Consultation with a nurse 

Comment:-  “Called to SSU to remove sutures from head wound.  Not 

available had gone on a visit.” 

 

5.33 Comment 

Clearly Mr Speers had consulted with the nurse for removal of his 

sutures to the wound he sustained on 08/05/2007. 

 

There is a photocopy of pathology results dated 22/05/2007.  Basically, 

this stands alone in that I am unable to find any corresponding 

consultation entry to ascertain why the investigations had been 

instigated.  The results were as follows:- 

Hb 13.0 g/dl (13.0-18.0) 

RBC 5.01 10� 12/1 (4.5-6.5) 

HCT 0.399 1/1 (0.40-0.54) 

MCV 76.6 fl (76-100) 

MCH 25.9 pg (27-32) 

MCHC 32.6 g/dl (32.0-36.0) 

PLT 423 10� 9/1 (150-450) 

WBC 16.9 10� 9/1 (4.0-10.0) 

 

5.34 Comment 

The above picture would have been classed as a borderline normocytic 

hypochromic anaemia, i.e. he was deficient in iron and this would have 

been compatible with his ongoing known pathology of ulcerative colitis.  

His white cells were also high which would be compatible with his 

bowel problem. 

 

5.35 01/06/2007 

Consultation with a dentist  

“Attended for denture work today.” 
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5.36 Comment 

Clearly Mr Speers had consulted with the prison dental Officer. 

 

5.37 05/06/2007 

Consultation with a nurse  

Comment:-  “Bloods taken for F.B.C, iron profile, serum ferritin.” 

 

5.38 Comment 

Mr Speers had had various samples of blood taken for analysis.  There 

was a corresponding photocopy of the pathology results dated 

05/06/2007.  The results were as follows:- 

Hb 12.1 g/dl (13.0-18.0) 

RBC 4.84 10� 12/1 (4.5-6.5) 

HCT 0.396 1/1 (0.40-0.54) 

MCV 81.8 fl (76-100) 

MCH 25.0 pg (27.0-32.0) 

MCHC 30.6 g/dl (32.0-36.0) 

PLT 342 10� 9/1 (150-450) 

WBC 18.3 10� 9/1 (4-10.0) 

 

 

Test Result Units Ref Range 

Iron 5 umol/L (10-30)L 

TIBC 72 umol/L (45-70)H 

Ferritin 12 ug/L (18-325)L 

c/o Fe Saturation 7 o/o (20-50)L 

 

5.39 Comment 

The above picture would have been of a normocytic hypochromic 

anaemia.  Basically he was deficient in iron and with his known ongoing 

history this would have been compatible with the blood loss due to his 

ulcerative colitis.  It is my opinion that faced with the above set of 
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results that it would have been common and acceptable practice to 

have commenced him on some type of iron supplement medication and 

then to have, at a given time, rechecked his haematological status.  

Failing that, advice should have been taken from the 

gastroenterologist.  From the medicine charts that I have been given 

there is no evidence that he had any iron supplement medication until 

13/02/08 i.e. 8 months later.  Therefore on this aspect it is my opinion 

that his standard of medical care would have fallen below common and 

acceptable medical practice. 

 

5.40 06/06/2007 

Consultation with a nurse 

Comment:-  “Seen in SSU for adjudication.  Fit for adjudication fit for 

c.c.  No medical complaints expressed.” 

 

5.41 Comment 

Clearly Mr Speers had consulted with the nurse and “no medical 

complaints [were] expressed.” 

 

5.42 07/06/2007 

Consultation with a nurse 

Comment:-  “Seen in SSU on c.c.  No medical complaints expressed.” 

 

5.43 Comment 

Mr Speers had consulted with a nurse and “no medical complaints 

[were] expressed.” 

 

5.44 08/06/2007 

Consultation with a nurse 

Comment:-  “Seen in SSU on c.c.  No medical complaints expressed.” 
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5.45 Comment 

Mr Speers had consulted with a nurse and “no medical complaints 

[were] expressed.” 

 

5.46 11/06/2007 

Consultation with a nurse 

Comment:-  “Seen in SSU on c.c.  No medical complaints expressed.” 

 

5.47 Comment 

Mr Speers had consulted with the nurse and “no medical complaints 

[were] expressed.” 

 

5.48 12/06/2007 

Consultation with a nurse 

Comment:-  “Seen in SSU on c.c.  No medical complaints expressed.” 

 

5.49 Comment 

Mr Speers had consulted with a nurse and “no medical complaints 

[were] expressed.” 

 

5.50 12/06/2007 

Consultation with a doctor 

Problem:-  “See at sick parade next week.” 

 

5.51 Comment 

It is difficult to give any constructive comment on the above entry.  

Suffice it is to say though that Mr Speers must have consulted with a 

doctor and it was decided that he would review him the following week. 
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5.52 19/06/2007 

Consultation with a doctor 

Problem:-  “Loose motions, no blood, awaiting colonoscopy.” 

 

5.53 Comment 

Mr Speers had consulted with the doctor].  He had noted that he had 

loose bowel motions but no blood and that he was due to have a 

colonoscopy. 

 

5.54 18/07/2007 

Consultation with a dentist 

Comment:-  “Fit of denture.” 

 

5.55 Comment 

Mr Speers consulted with the prison dental Officer. 

 

5.56 24/08/2007 

Consultation with a denstist 

Comment:-  “Completion of course of dental treatment.” 

 

5.57 Comment 

Mr Speers consulted with the prison dental Officer. 

 

5.58 11/09/2007 

Consultation with the doctor 

Problem:-  “Awaiting rearranged colonoscopy. 

Ferritin 5, Hb = 12.1.” 

 

5.59 Comment 

Mr Speers had consulted with the doctor although was not clear why 

he had.  The doctor had noted that his ferritin level was low at 5 

(normal being 18-325), and he also made reference to a rearranged 
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colonoscopy appointment.  This low ferritin level would have indicated 

that Mr Speers was deficient in iron.  It is my opinion that faced with 

this value it would have been good practice to have commenced him 

on iron supplement therapy or to have discussed his case with the 

gastroenterologist.  Therefore the fact that this was not done would 

mean that his standard of care would have fallen below common and 

acceptable medical practice. 

 

5.60 15/09/2007 

Consultation with a nurse 

“Problem:-  Endoscopy clinic. 

Comment:-  Notional entry in diary for this inmate to have Klean-prep 

issued on the 16/09/2007, no prep in medical room.  Informed S.O. of 

same.  Will this inmate be able to attend for endoscopy appointment?” 

 

5.61 15/09/2007 

Nurse  

“Asked S.O. to check with G.P. if we can use Picolax in place of Klean-

prep.  Same agreed and issue to inmate with instructions.  Advised 

inmate if bowel not emptied to let me know in a.m.” 

 

5.62 Comment 

The nurse clearly made preparations for his colonoscopy. 

 

5.63 Letter dated 17/09/2007 

From the doctor (consultant gastroenterologist) to medical Officer, 

H.M.P. Maghaberry. 
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“Dear Medical Officer, 

It has been brought to my attention that Mr Speers has had a total of 4 

did not attend [appointments] for routine surveillance pancolonoscopy 

which was initially requested in December 2006. 

……..[appointment made for] Wednesday 17th October 2007.” 

 

5.64 17/10/2007 

Colonoscopy Report from Belfast City Hospital. 

“Diagnosis:  Ulcerative colitis of entire colon.” 

 

5.65 Comment  

Clearly Mr Speers had undergone a colonoscopy, which showed that 

the ulcerative colitis was attacking the whole of his large bowel. 

 

5.66 04/11/2007 

Nurse  

Comment:-  “Refused influenza vaccine.” 

 

5.67 Comment 

Clearly the nurse had offered Mr Speers an influenza vaccination and 

he had refused to have it.  It is my opinion that the fact that she offered 

this vaccination was common and good general practice. 

 

5.68 06/11/2007 

Consultation with a nurse 

Comment:-  “Blood sample taken. 

Test requested:-  F.B.C, E.S.R, iron studies.” 

 

5.69 Comment 

Clearly the nurse had taken several samples of Mr Speers’ blood for 

analysis.  There was a corresponding photocopy of pathology results 
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dated 08/11/2007 at 11.00.  The results were found in his 

haematological investigations which read as follows:- 

Hb 11.9 g/dl (13-18.0) 

RBC 4.88 10� 12/1 (4.5-6.5) 

HCT 0.373 1/1 (0.40-0.54) 

MCV 76.4 fl (76-100) 

MCH 24.4 pg (27.0-32.0) 

MCHC 31.9 g/dl (32.0-36.0) 

PLT 465 10� 9/1 (150-450) 

WBC 16.4 10� 9/1 (4-10.0) 

ESR 17mm hr   (1-12) 
 

The above picture would have been classified as a normocytic 

hypochromic anaemia.  In lay terms he was anaemic with his known 

ongoing history of ulcerative colitis this anaemia would have been 

caused by constant blood loss. 
 

Other haematological investigations of 08/11/2007 were also done in 

order to ascertain the degree of his anaemia.  The results read as 

follows:- 

Test Result Units Ref Range 

Iron 6 umol/L (10-30)L 

TIBC 78 umol/L (45-70)H 

Ferritin 8 ug/L (18-325)L 

% Fe Saturation 8 % (20-50)L 

 

5.70 Comment 

In lay terms the above picture showed that he had an iron deficiency 

anaemia.  In his case this would have been compatible with the blood 

loss that he was suffering from as a result of his ulcerative colitis.  It is 

my opinion that he should have been commenced on some type of iron 

supplement medication or failing that the doctor should have taken 

advice from his gastroenterologist as to any further treatment / 
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management.  I can find no evidence that this was the case and 

therefore on this aspect it is my opinion that his standard of medical 

care would have fallen below common and acceptable medical practice 
 

5.71 15/11/2007  

Nurse  

Comment:-  “Kardex missing.” 
 

5.72 Comment 

Clearly the medicine charts were missing. 

 

5.73 10/12/2007 

Consultation with a nurse 

Problem:-  “Dental Symptoms. 

History:-  Awaiting further treatment. 

Examination:-  Pain right lower indicated. 

Comment:- Requested analgesia.  Says he can take ibuprofen without 

difficulty.  Will ask G.P. Paracetamol given STAT.” 

 

5.74 Comment 

Clearly Mr Speers had some type of dental pain for which he consulted 

a nurse who treated him with paracetamol.  It is my opinion that this 

consultation was common and acceptable medical practice. 
 

5.75 05/02/2008 

Consultation with a doctor 

Problem:- “Passing blood pr x up to 12 per day. 

Examination:-  Slight tenderness lower abdomen. 

Comment:-  Prednisolone. 

Check F.B.C, E.S.R, U & E, L.F.Ts, see in 1 week. 

Medication:-  Prednisolone tablets 5mg 80 tablets, 8 tablets daily. 

Azathioprine tablets, 25mg 28 tablets, one to be taken each morning.” 
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5.76 Comment  

On the balance of probability, Mr Speers had a flare up of his ulcerative 

colitis and to that end he had consulted with the doctor  who readjusted 

his medication and decided to perform some  haematological 

investigations.  It is my opinion that this consultation was common and 

acceptable medical practice. 
 

5.77 07/02/2008 

Consultation with a nurse 

“Comment:- F.B.C, 

 E.S.R, 

 U & E, 

 L.F.Ts taken.” 

 

5.78 Comment 

The blood samples as per recommended by the doctor on 05/02/2008 

were performed.  There was a corresponding photocopy of pathology 

results dated 07/02/2008 at 8.30.  The results were to be found in his 

haematological investigations which read as follows:- 

Hb 9.2 g/dl (13-18.0) 

RBC 4.3 10�12/1 (4.5-6.5) 

HCT 0.298 1/1 (0.4-0.54) 

MCV 69.3 fl (76-100) 

MCH 21.4 pg (27.0-32.0) 

MCHC 30.9 g/dl (32.0-36.0) 

PLT 556 10� 9/1 (150-450) 

ESR 30 mm hr   (1-12) 
 

5.79 Comment 

The above “blood picture” would have been classified as a 

hypochromic microcytic anaemia.  In lay terms he was anaemic and 

with his known ongoing medical history of ulcerative colitis the anaemia 

would be caused by constant blood loss and consequent iron 
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deficiency.  As the above picture showed a patient who was iron 

deficient, it is my opinion that again he should have been commenced 

on an iron supplement medication or failing that, advice should have 

been taken from his gastroenterologist.  Therefore the fact that this was 

not done would mean that his standard of care would have fallen below 

common and acceptable medical practice. 
 

5.80 12/02/2008 

Consultation with a doctor 

“Problem:-  From reading notes in light of blood reports it appears that 

this man’s condition clinically and haematologically has worsened since 

colonoscopy done October 2007.  Also on Azathioprine. 

Have spoken to the doctor’s secretary today at 16.15 hrs, given profile 

of the case and my concerns.  She will be asking the doctor to make 

contact a.s.a.p. with her ref possible action.  In meantime, have spoken 

to S.N.O. to have N/O location altered.  Obs (observations) to be 

checked viz T, P, B.P. at least daily or more frequently if unwell or if 

passing bright red blood.  If abnormal observations in presence of 

abdominal pain then this man should go to A & E.” 
 

5.81 However, I note that on 12/02/2008 (7 days following the consultation 

with the doctor and 5 days after receiving the blood results) the doctor 

reviewed his case.  He contacted the doctor (consultant 

gastroenterologist) which was common and good general practice.  

However, given his condition and the prevailing state of affairs with his 

health, I feel that the review should have been sooner and certainly as 

soon as the results were available. 

 

I note that the doctor asked for some baseline investigations to be 

done “at least daily.”  This management was, in my opinion, common 

and acceptable medical practice.  However, I can find no evidence that 

these investigations were undertaken and therefore on that aspect the 
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standard of care would have fallen below common and acceptable 

medical practice. 
 

5.82 12/02/2008 

Consultation with a nurse 

“Examination:- B.P. = 130/74. 

O/E Pulse rate = 84/min. 

       Temp = 36.6. 

Tells me feeling better.  Walked to meds room.  No dizziness, colour 

good.  Not c/o muscle cramps or abdominal cramps.  However, has 

been feeling tired +++ has not noticed passing of blood for 4 days and 

bowels open 3 times a day.  More in keeping with his norm.” 
 

5.83 Comment 

Clearly a nurse reassessed Mr Speers.  It is my opinion that this 

consultation was common and acceptable medical practice. 
 

5.84 13/02/2008 

Consultation with a doctor 

“Problem:- Ulcerative Colitis. 

History:- First diagnosed 1998. 

In hospital needed paracetamol and azathioprine.  Has had ? x 6 flare 

ups since.  The most recent one not as bad as some.  The steroid has 

brought it under control well. 

Bowels open x 3 yesterday and x 1 today by about 11.00 hours. 

No longer aware of blood P.R. 

Now only complaint is of tiredness. 

Examination: Looks well! 

Colour belies low Hb! 

No dehydration.  Abdomen not distended.  Minimal tenderness.  Low in 

left iliac fossa.  Bowel sounds N.A.D.  P.R. not done. 
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Comment:- Have spoken earlier to the doctor.  To discuss with him 

again.  Meantime URGENT F.B.C, C.R.P, Clin Chem, Plain x-ray of 

abdomen.  Start Galfer 

Medication:-  Ferrous fumarate, capsules 303mg; 56 capsules, one 

capsule twice daily.” 
  

5.85 13/02/2008 

Consultation with a doctor  

“Comment:-  13.20hr spoke again with the doctor  Advised him that this 

man’s condition appears to have stabilised and in particular that his 

bowel opening has settled a lot.  The doctor  will see him on next 

Monday afternoon at B.C.H. Wing B.  He has our secretary’s phone to 

make contact as necessary.  In meantime, transport to be set up.  The 

doctor has stated that Galfer could upset his bowel opening pattern, so 

if any problems after starting galfer then stop it.  To continue 

prednisolone at 40mg daily.” 

 

5.86 13/02/2008 

Consultation with a nurse 

“Comment:- Blood sample taken to be sent urgently. 

Tests requested:- F.B.C, C.R.P, G P Screen.” 
 

There is a corresponding photocopy of pathology results, dated 

13/02/2008 at 12.00.  The salient results were found in his 

haematological investigations, which read as follows:- 

Hb 9.0 g/dl (13.0-18.0) 

RBC 4.4 10 12/1 (4.5-6.5) 

HCT 0.298 1/1 (0.40-0.54) 

MCV 67.7 fl (76-100) 

MCH 20.5 pg (27.0-32.0) 

PLT 676  (150-450) 

WBC 25.4 10 9/1 (4.0-10.0) 

ESR 18 mm hr (1-12) 
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The above “blood picture” would have been classified as hypochromic 

microcytic anaemia.  In lay terms he was anaemic and with his known 

ongoing medical history of ulcerative colitis the anaemia would have 

been caused by constant blood loss with a consequent iron deficiency. 

 

5.87 Comment 

The doctor had reassessed and appraised the whole situation.  He had 

apparently discussed his case with the doctor (consultant 

gastroenterologist).  He had repeated a number of baseline 

investigations and commenced him on iron supplement medication.  It 

is my opinion that this consultation was common and good general 

practice. 

 

5.88 18/02/2008 

Consultation with the doctor  

“Comment:-  Letter from the doctor (scanned) SNO to ask the N/O in 

house to organise ref stools culture.  Review after one more week 

prednisolone 40mg daily.  Then steroid reducing plan.  Await another 

letter ref azathioprine.  Report of abdominal x-ray to be sent out to the 

doctor.  Spoken with the N/O.” 

There was a handwritten letter from the doctor.  On the balance of 

probability he wrote this and handed it to Mr Speers (or one of the 

prison Officers) at his outpatient clinic on 18/02/2008, and the intention 

would have been for this to have been handed to the medical Officer at 

the prison in order to expedite investigations and management before 

the arrival of his formal clinic letter. 
 

I have attached a photocopy of the said letter. 

 

5.89 There was an outpatient consultation letter dated 18/02/2008.  The 

salient details were as follows:- 
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Belfast City Hospital, Gastroenterology Clinic, Cli nic Date: 

18/02/2008 

“Dear Dr (Medical Officer) 

Re: James Speers 

CLINICAL COMMENTS: I reviewed this 50 year old gentleman at the 

GI Outpatient Clinic today.  Mr Speers informs me that he began to 

have a flare in his colitis symptoms around the beginning of January.  

He states at his worst he was passing a motion every half hour 

approximately.  He was experiencing blood and mucus PR and a 

sensation of tenesmus.  I understand he was commenced ten days ago 

on steroids 40 mgs per day.  He states these were stopped yesterday.  

While on steroids his symptoms have vastly improved.  At present he is 

passing approximately three semi formed motions per day.  He denies 

any blood PR and he denies any abdominal pain.  His appetite and 

weight are improving.  He is currently on Galfer which he states gave 

him an episode of nausea last week but did not cause any lower GI 

symptoms.  His other medications at present includes Asacol 2 tablets 

tid and Azathioprine 25 mgs mane.  Mr Speers states that he has been 

on Azathioprine for quite a while.  From review of the chart I note that 

he was on 100 mgs in 2006.  There is no entry in the chart as to why 

the dose has been decreased to 25 mgs mane in the intervening 

period. 

EXAMINATION: On examination of the abdomen no abnormality was 

detected.  The abdomen is soft and non tender.  Bowel sounds are 

present and normal.  No guarding or rebound present. 

MANAGEMENT: I would be grateful if you could send us some stools 

to exclude any possible form of infection even though this seems very 

unlikely in view of the fact that he has improved on steroids.  This 

gentleman should be put back on steroids 40 mgs for another week.  If 

his symptoms are stable then they could be decreased by 5 mgs every 

5 days to zero (as per my handwritten note). 
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I have checked today his full blood picture, should his white cell count 

etc be within acceptable limits we will write to yourselves and asked 

you to increase his Azathioprine upwards to 50 mgs.  In view of the fact 

that he has had a flare I feel that if we can we should titrate this level 

back towards 100 mgs. 

REVIEW: We plan to review this gentleman in approximately 5 weeks 

time. 

Yours sincerely 

Locum Consultant Gastroenterologist” 
 

5.90 Comment 

On the 18th of February Mr Speers had consulted with the doctor, 

(Consultant Gastroenterologist).  Clearly the doctor had done a 

handwritten letter to expedite some investigations.  There was a letter 

dated 20/02/2008 from the doctor to M.O. Maghaberry Prison. 

The salient details to come out of this letter, vìs a vìs, laboratory 

investigations, were as follows:- 

“Normal set of urea and electrolytes. 

Liver function tests normal, apart from slight rise in Gamma GT at 86 

CRP was 11. 

Iron profile:  Iron level = 14 

      TIBC = 85 

      Ferritin = 9 

      o/o Saturation of 16 

     B12 and folate normal 

     Hb = 10.1 

    MCV = 67 

    WCC = 22.3 

    PLT = 624. 

Late afternoon/early evening. 

Mr Speers then died of a heart attack.” 
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6.0 Opinion 
 

6.01 I have been asked to give my opinion on the standard of medical care 

given to Mr James Speers (d.o.b. 21/12/1958), whilst he was an inmate 

at H.M.P. Maghaberry. 
 

6.02 From the bundle of records that I have been given it is apparent that he 

had several admissions to this prison.  The earliest entry that I can find 

dated back to 1981.  However, I would also point out that the records 

are very fragmented and many are of poor quality with large gaps.  I 

am assuming that the gaps are where he was not resident in the 

prison. 
 

6.03 Whilst I have been asked to give my opinion on the standard of medical 

care during all of his time at the above prison, for the reasons outlined 

above, I do not feel that I could sensibly provide a meaningful report on 

his care pre 2007. 
 

6.04 Accordingly, I have studied all of the documents provided but have then 

confined my opinion to the period February 2007 to February 2008. 
 

6.05 In essence, sometime in 1998 Mr Speers was diagnosed with 

ulcerative colitis.  In lay terms this is an inflammatory disorder of the 

bowel.  The condition commonly undergoes relapses and remissions 

i.e. there may be good periods when it is not causing a problem, and 

then at other times there may be flare ups when it causes many 

problems.  Some of the symptoms / problems of the disease would be:- 

·  frequent unpleasant bowel movements. 

·  the passing of blood per rectum. 

·  abdominal pain and discomfort. 

·  weight loss. 
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6.06 The above set of symptoms may or may not be present with any 

patient, and the degree of each symptom can vary.  The above list, 

however, is not exhaustive. 
 

6.07 There are several modes of treatment of the disorder and commonly 

the patient would be managed by the general practitioner with a 

consultant gastroenterologist overseeing and recommending the long-

term management.  Periodically the patient would need to be reviewed 

by the consultant and in between those appointments the general 

practitioner would monitor the condition, adjust the medication 

according to his / her level of expertise and also periodically perform 

blood tests which are designed to monitor the wellbeing or state of the 

patient.  This was very much the case with Mr Speers, and indeed over 

the years he had relapses and remissions of his ulcerative colitis. 
 

6.08 I also note that Mr Speers was a heavy smoker and from time to time 

he received smoking cessation treatment and advice. 
 

6.09 From the records that I have it is evident that Mr Speers started to have 

increased problems with his ulcerative colitis from 6th February 2007.  I 

say “problems” as this is my interpretation of the scenario.  Basically it 

was reported that he was having up to 12 bowel movements per day.  

The doctors attending him duly monitored his condition and instigated 

blood tests to monitor his clinical condition.  The blood tests of 

27/02/2007 would have been compatible and acceptable for his 

ongoing problem.  Over the months his doctors treated his condition by 

adjusting his medication. 

 

6.10 On the 11th of April 2007 the doctor wrote to Mr Speers’ hospital 

consultant.  I am unable to locate the consultant’s letter of reply. 
 

6.11 Meanwhile on the 8th of May, Mr Speers was involved in some type of 

accident.  This resulted in a laceration to his scalp and for that he 
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received suturing (stitches) and dressing.  It is my opinion that this 

management was common and acceptable medical practice. 
 

6.12 At this junction I would also point out that there was a considerable 

number of letters from Belfast City Hospital with regard to hospital 

appointments for outpatient check ups / monitoring of Mr Speers.  

Clearly appointments were being made and then postponed.  It is not 

clear why the appointments were not kept.  It is clear that some of the 

cancellations were due to hospital administrative reasons and other 

cases may have been to logistical problems at the prison.  However, I 

would emphasise that the latter is pure supposition on my part.  I would 

ask the reader to study Appendix 2 where I have chronologically listed 

all the letters and also to study the doctor’s letter to the M.O. of 

Maghaberry prison dated 11/09/2007, and the letter to Donnelly and 

Wall dated 23rd April 2007.  I have provided photocopies of these 

letters in Appendix 2. 
 

6.13 Moving on, I note that the medical Officers continued to monitor his 

condition.  On the 05/06/2007 further blood samples were taken, the 

results of which clearly showed that he was deficient in iron.  The fact 

that he had this deficiency would be compatible with his ongoing 

ulcerative colitis pathology in that he was periodically losing blood from 

his bowel and inter alia this was lowering his iron stores.  Faced with 

this scenario it is my opinion that the medical Officers should have 

commenced him on iron supplement medication, or alternatively, have 

taken advice on this from his consultant gastroenterologist.  Therefore, 

the fact that this was not done would mean that his standard of medical 

care vìs a vìs iron therapy replacement would have fallen below 

common and acceptable medical practice. 
 

6.14 In October of 2007 Mr Speers did undergo a colonoscopy review and 

my interpretation of the state of affairs was that his condition remained 

in status quo.  Further blood samples were taken on 08/11/2007 and 
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07/02/2008.  These also showed an iron deficiency anaemia.  Again it 

is my opinion that iron therapy / supplements would be called for and / 

or advice on this should have been sought from his consultant 

gastroenterologist.  Ergo again it is my opinion on this aspect of his 

care that it had fallen below common and acceptable medical practice.  

In January / February of 2008 Mr Speers’ ulcerative colitis appeared to 

have started to flare up / become unsettled again.  On this the various 

doctors continued to monitor and manage his condition and a review 

appointment was made for him to see the doctor  On these aspects it is 

my opinion that his standard of medical care was common and 

acceptable medical practice. 
 

6.15 On the 18/02/2008 Mr Speers consulted with the doctor (consultant 

gastroenterologist).  To expedite matters he had done a handwritten 

letter to the prison medical Officers and then wrote a follow on formal 

letter. 
 

6.16 Finally, I note that in the letter to me dated 20/11/2008 she had asked 

me to look at three specific questions / queries that Mrs Speers had 

raised.  I shall take each question in turn. 
 

6.17 Question 1 

“Was his (Mr Speers) health care in order and could the healthcare 

team have done more for him?”   

To this I would say that I have answered that question in the body of 

my report. 

 

6.18 Question 2 

“Was there a delay in providing him with steroids following his last flare-

up?”   

To this I would say that I am unsure as to when Mrs Speers was dating 

his last flare-up.  From his medicine chart I can see evidence that on 

05/02/2008 he had been commenced on Prednisolone 40mg once a 
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day for 10 days.  Logic would dictate that the last day of this treatment 

was 15/02/2008.  He had consulted with the doctor on 18/02/2008.  His 

handwritten letter recommended that he recommenced Prednisolone at 

40mg per day.  Mr Speers died on the afternoon of 18/02/2008. 

 

6.19 Question 3 

“Did a Nurse Officer comment that Harry’s haemoglobin was so low he 

should have received a blood transfusion?”   

To this I would say that I can find no evidence of this in the documents 

that I have been given. 

 

6.20 18/02/2008 

Consultation with a nurse  

This consultation was the object of my previous report and therefore I 

would refer the reader to that report, which for ease of reading, I have 

inserted as Appendix 1 of this report. 
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7.0 Appendix 1: 

Report into the standard of medical care given 
to Mr James Speers (d.o.b. 21.12.1958) on 18 th 

February 2008 
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1.0 Remit of the report  
To consider the standard of medical care given to Mr Speers with 

particular reference to the events at H.M.P Maghaberry on 18th 

February 2008. 

 

2.0 Summary and conclusion  

2.01 Mr Speers was a 50 year old heavy smoker who was detained at 

H.M.P Maghaberry.  He had an ongoing medical problem namely 

ulcerative colitis and for this he received several types of medication. 

 

2.02 From January 2008 onwards he had had exacerbations and remissions 

of his ulcerative colitis and on the morning/afternoon of 18th February 

2008 he had had an outpatient follow-up appointment with his 

gastroenterologist.  Following this appointment he was returned to 

prison.  Later on the same day he suffered from central chest pain that 

he described as “non-crushing.” 

 

2.03 There are many causes of chest pain.  Two of the common causes can 

be either cardiac in origin or gastrointestinal in origin.  A chest pain 

described as “crushing” would commonly be associated with a pain of 

cardiac origin.  A “non-crushing” chest pain would commonly be 

associated with a gastrointestinal cause. 

 

2.04 With regard to his chest pain he consulted with the nurse who made a 

working diagnosis of a pain of gastrointestinal origin and caused by a 

side effect of one of his medications coupled with the lack of fluids 

and/or hunger pangs. 

 

2.05 Later that evening Mr Speers died of a heart attack.  A post mortem 

examination showed that the cause of his death was: 

1 a) Myocardial necrosis due to 

b) Coronary thrombosis due to 
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c) Coronary atheroma 
 

2.06 In conclusion it is my opinion that with regard to the consultation that 

Mr Speers had with the nurse on 18th February 2008 at 3:30pm: 

·  the documented consultation was common and good medical 

practice; 

·  the working diagnosis was, given the nature of the presentation etc, 

common and acceptable medical practice; and finally 

·  the management was common and acceptable medical practice. 

 

3.0 Facts of the case  

3.01 Mr James Speers was born on 21st December 1958.  He was one of 

five children in his family.  Later in life he married Sharon Speers and 

had three children now aged 22 years, 12 years and 10 years.  He was 

a heavy smoker. 
 

3.02 He was serving a 15 year imprisonment sentence at H.M.P. 

Maghaberry. 

 

4.0 Ongoing/previous medical history 

1. Ulcerative colitis diagnosed 1998 
 

5.0 Medication 

1. Azathioprine; 

2. Asacol; 

3. Ferrous Fumarate (Galfer) 

4. Prednisolone (steroid) used periodically. 
 

6.0 Opinion  

6.01 I have been asked to give my opinion into the standard of medical care 

given to Mr James Speers with particular reference to that given to him 

on 18th February 2008. 

 

6.02 Mr Speers had ongoing ulcerative colitis that was diagnosed in 1998.  
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Essentially this is an inflammatory disorder of the bowel.  For this 

disorder he was under the care of the doctor, consultant 

gastroenterologist at Belfast City Hospital.  Ulcerative colitis typically 

undergoes relapses and remissions in its course and that was the case 

with Mr Speers.  Indeed on the morning/afternoon of 18th February 

2008 he had attended an outpatient clinic at Belfast City Hospital. 

 

6.03 There is a letter dated 19th February 2008 from the doctor which 

amongst other things stated “Mr Speers informs me that he began to 

have a flare up in his colitis symptoms around the beginning of 

January.  He states at his worst he was passing a motion ever half 

hour approximately.  He was experiencing blood and mucus PR (per 

rectum) and a sensation of tenemus.  I understand he was 

commenced ten days ago on steroids 40mgs per day.  He states these 

were stopped yesterday… He is currently on Galfer which he states 

gave him an episode of nausea last week but did not cause any lower 

G.I. symptoms.  His other medications at present includes Asacol 2 

tablets three times a day and Azathioprine 25mg mane… 

Examination. 

On examination of the abdomen no abnormality was detected.  The 

abdomen is soft and non tender.  Bowel sounds are present and 

normal.  No guarding or rebound present. 

Management. 

I would be grateful if you could send some stools to exclude any form 

of infection… This gentleman should be put back on steroids at 40mg 

for another week… I have checked today his full blood picture…” 

 

6.04 There is a corresponding general practice entry.   This reads as 

follows: - 

18/2/08 The doctor 

“Letter from the doctor SN/O V to ask N/O in house to organize reg 

stool culture. 
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Review after 1 more week prednisolone 40mg daily, then steroid 

reducing plan.  Await another letter re azathioprine.  Report of 

abdominal x-ray to be sent out to the doctor. 

Spoken with N/O. 

 

6.05 Having attended his outpatient appointment Mr Speers was returned to 

H.M.P. Maghaberry.  Later on the same day he was clearly unwell in 

that he started to suffer from chest pain.  The Prison Officer’s 

statement says that at about 4p.m.  “Harry then hit his cell alarm… and 

I responded.  He asked to see the medic as he said he felt terrible… I 

went to Harry to tell him to go to the medic and he said “I can’t”.  He 

was sitting on his bed with his arms across his chest so I told him to sit 

there and I would get the medic…” 

 

6.06 To that end he consulted with the nurse.  The entry reads as follows: - 

18/2/08 The nurse at Maghaberry Prison 

“Problem (first): chest pain. 

History: Started at 15:30 (time now 15:55) 

Central, non-crushing.  Looks pale, cool and clammy to touch. 

Blood pressure reading 146/93 mm Hg. 

O/E (on examination) 

Pulse rate 82 beats/minute.  This happened once before recently.  

Thinks it may be related to galfer.  Pain eased as we talked.  N.B. has 

been out at gastroenterology clinic all afternoon and has not drunk 

anything.  Presumptive diagnosis – pain of gastric origin.  Peptac 

given.  Then report back.” 

 

6.07 With regard to the above consultation I would say the following.  

Clearly Mr Speers was suffering from pain in his chest.  There are 

many causes of chest pain and two of the commonest causes are: 

·  of cardiac origin (i.e. from the heart) 

·  of gastrointestinal origin (commonly from the oesphagus and/or 
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stomach). 

 

6.08 For a doctor or nurse faced with a patient complaining of chest pain it 

can be a dilemma to decide on the origin of the pain.  One of the 

factors to help localize the cause of the pain is how the patient has 

described it.  Commonly chest pain of cardiac origin is described as 

“central and crushing” whereas gastrointestinal pain is more commonly 

described as “non-crushing”.  It will be noted that in the consultation 

with Mr Speers he was complaining of “central non-crushing” chest 

pain.  In other words he was describing pain of the non-cardiac type.  

By extrapolation he was portraying pain of gastrointestinal origin. 

 

6.09 The nurse continued to make clear and concise medical records in that 

he recorded the following “looks pale and was cool and clammy to 

touch.  BP 146/93, Pulse 82 beats/minute.”  The fact that he “looked 

pale and clammy to touch” could be compatible with a cardiac problem.  

However, I would point out that it would later transpire that his 

haemoglobin was 10.1.  For an average male of his age and all other 

things being equal, this would be a below average reading and would 

therefore contribute to the clinical picture of “looking pale.”  Also severe 

abdominal pain can, per se, cause the same set of signs. 

 

6.10 The nurse then continued with the consultation by stating “This 

happened once before recently.  Thinks it may be related to Galfer.”  In 

the nurse’s statement dated 27th May 2008, he elaborated on this 

consultation by stating: 

“He [Mr Speers] had no personal or family history of heart problems… 

Harry was holding his stomach at the time and he thought it was his 

stomach and the pain was central and non- crushing he was not short 

of breath…” 

6.11 In a similar statement dated 4th June 2008 the nurse stated: “He [Mr 

Speers] said he had no associated symptoms such as shortness of 
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breath.  He appeared to be holding his upper abdomen” 

 

6.12 In other words Mr Speers had given a history that he had had a similar 

type of pain before/recently and he was attributing the cause of the 

pain to a gastrointestinal side effect of the drug Galfer (ferrous 

fumarate).  Basically he felt that the drug Galfer had/was causing 

indigestion and/or reflux symptoms.  Of itself it was a logical and 

reasonable deduction. 

 

6.13 The nurse then recorded that Mr Speers “pain eased as we talked.”  

He then noted that he [Mr Speers] “has been out at gastroenterology 

clinic all afternoon and has not drunk anything.”  My interpretation of 

this entry is that the nurse was making a logical and reasonable 

connection between a lack of fluids, hunger pangs and the possible 

side effect of his Galfer medication. 

 

6.14 He concluded the consultation by stating “Presumptive diagnosis; pain 

of gastric origin.  Peptac given.  To report back.”  Basically his working 

diagnosis was that the pain was of gastrointestinal origin i.e. not 

cardiac.  He decided to treat it symptomatically by giving Peptac (anti-

acid medication) and then for Mr Speers to report back to him on his 

condition. 

 

6.15 In conclusion it is my opinion that: 

·  the documented consultation was common and good medical 

practice; 

·  the working diagnosis was, given the nature of the presentation, 

common and acceptable medical practice; and finally 

·  the management was common and acceptable medical practice. 

 

6.16 There are two other relevant entries: 

18/2/08 A nurse 
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“Called at approx 18.55. 

On arrival, unconscious.  Pulseless.  CPR commenced.” 

 

6.17 18/2/08 A doctor 

 “Found unconscious in cell.  Staff attempted resuscitation.  Pupils fixed 

and dilated.  No pulse or heart sounds.  Confirmed dead at 19.49 hrs.” 

 

6.18 It would later transpire that, in lay terms, he had suffered a heart attack 

and that was his cause of death. 
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7.0 Appendix 2: 

Hospital correspondence with regard to appointments and 

correspondence from solicitors with regard to medication. 

 

Hospital Correspondence from Belfast City Hospital 

1. Letter dated 21/08/2001 changing appointment from 03/09/2001 to 

17/09/2001. 

2. Letter dated 17/09/2001 to attend 22/10/2001. 

3. Letter dated 17/12/2001 to attend 25/03/2002. 

4. Letter dated 24/10/2001 to attend 17/12/2001. 

5. Letter dated 12/02/2002 to attend 25/03/2002. 

6. Letter dated 25/03/2002 to attend 24/04/2002. 

7. Letter dated 19/12/2002 to attend 20/01/2003. 

8. Letter dated 20/01/2003 to attend 20/01/2003. 

9. Letter dated 24/01/2003 changing appointment from 03/02/2003 to 

24/02/2003. 

10. Letter dated 15/05/2003 to attend 11/08/2003. 

11. Letter dated 06/04/2004 to attend 26/04/2004. 

12. Letter dated 26/05/2004 to attend 21/06/2004. 

13. Letter dated 21/06/2004 to attend 19/07/2004. 

14. Letter dated 20/12/2004 to attend 17/01/2005. 

15. Letter dated 04/01/2005 to attend 17/01/2005. 

16. Letter dated 07/02/2005 to attend 07/03/2005. 

17. Letter dated 17/08/2005 states appointment for 12/09/2005 

rescheduled to 10/10/2005. 

18. Letter dated 28/03/2006 to attend 24/04/2006.  Also states has 

been rescheduled 05/06/2005. 
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19. Letter dated 04/04/2006 to attend 05/05/2006. 

20. Letter dated 06/11/2006 to attend 04/12/2006. 

21. Letter dated 11/01/2007 (states it was received 17/01/2007 to 

attend hospital on 17/01/2007). 

22. Letter dated 12/01/2007 to attend hospital on 01/02/2007. 

23. Letter dated 23/01/2007 to attend hospital on 01/02/2007. 

24. Letter dated 20/02/2007 to attend hospital on 05/03/2007. 

25. Letter dated 26/02/2007 rearranging appointment from 05/03/2007 

to 26/03/2007. 

26. Letter dated 14/03/2007 stating hospital are revising his 

appointment date from 26/03/2007 to 16/04/2007. 

27. Letter dated 11/04/2007 appointment offered for 30/04/2007. 

28. Letter dated 17/04/2007 stating that the hospital had to cancel his 

appointment for 30/04/2007, and putting him back on waiting list. 

29. Letter dated 19/07/2007 appointment offered for 08/08/2007. 

30. Letter dated 03/08/2007 appointment offered for 05/09/2007. 

31. Letter dated 06/08/2007 appointment offered for 17/09/2007. 

32. Letter dated 12/09/2007 to attend hospital on 17/10/2007 (see 

letter dated 17/09/2007 which will have prompted this 

appointment). 

 

Letter from in patient waiting list manager, Belfast City Hospital, dated 

08/05/2007. 

“Dear Mr Speers 

You have been on the doctors in-patient / day procedure waiting list 

since 11th January 2007.  You have not been overlooked and your 

name is still on the waiting list.” 
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8.0 Documents received and examined  

1. Letter of instruction from the investigator for The Prison 

Ombudsman for Northern Ireland. 

2. Draft report by Prison Ombudsman. 

3. Autopsy report dated 19th February 2008. 

4. H.M.P. Maghaberry, inmate medical records. 

5. Hospital medical records. 

6. Bundle of medication sheets (A4 size). 

7. Statements from prison Officers. 

8. Statements from inmates. 

9. Statements from nursing Officers. 

10. A set of documents headed “Compact For Separate Prisoners” 

11. Further photocopies of haematology and biochemistry results sent 

      03/12/2008. 

 

9.0 My Experience and Qualifications 

 
DR NEIL DANIEL LLOYD-JONES 

 

 

QUALIFICATIONS 
 
MBBS   Batchelor of Medicine and Batchelor of  
  Surgery.  University of Newcastle upon 
 Tyne 1984. 
 
 
MRCGP   Membership of the Royal College of 

General Practitioners 1989. 
 
   Section 12(2) Mental Health Act Approval 

2000. Renewed 2005. 
 
 
LLB   University of Northumbria 2000.  2:2 Degree 

obtained whilst working in full time General 
Practice and completing LLM (see below). 
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LLM  Subject: The Legal Aspects of Medical 

Practice. (LAMP)  University of Cardiff 2000.   
 
 
BVC Very Competent . University of Northumbria 

2002. Called 2002, Middle Temple. 
 
 
CERT. FORENSIC SCIENCE   University of Lancaster 2004 
 
 
ADR  Accredited Mediator.  London 2005.  
   (Civil and Family). 
 
 
AREAS OF MEDICO-LEGAL WORK UNDERTAKEN 
 
I undertake both Criminal and Civil work.  The following is a resume of the 

type of work I undertake in both areas:- 

·  Reviewing of medical records/results/treatment and care regimes; 

·  Duty and standard of medical care; 

·  Common and good acceptable medical practice with reference to:- 

o medical care in general; 

o medical examination techniques; 

o the use of chaperones; 

o drug treatment, prescribing, opiod use in the community; 

·  General Medical Council (G.M.C.), Royal College and  N.I.C.E. (National 

Institute of Clinical Excellence) guidelines on good medical practice; 

·  Review of and use of medical protocols, procedures and guidelines; 

·  Management/care of patients in:- 

o General practice; 

o Nursing homes; 

o Care homes; 

·  Investigation of: 

o deaths in community; } with particular reference to duty 

o deaths in custody;  } and standard of medical care 



                                                                           James Donard Henry Speers DIC 02/08 
 
 
 
 

 
 

Page 56 of 76 

·  Consent/informed consent to treatment; 

·  Care of psychiatric patients in the community and the use of the Mental 

Health Act; 

·  Standard of medical record documentation; 

·  Interface between general practice, Primary Care Trusts and Prescription 

Pricing Bureau. 

 
In addition, in Civil Law, I undertake Personal Injury work in the following 

areas:- 

·  Road traffic accidents, e.g. whiplash injuries; 

·  Work based accidents, e.g. trip and slip, falls etc; 

·  Psychiatric reports; covering general areas of psychiatry – depression, 

anxiety, obsessional compulsive disorder, phobias; 

·  Competence e.g. formation of Wills etc. 

 
PROFESSIONAL EXPERIENCE IN LEGAL WORK 
 
1. Clinical complaints advisor to the Medical Defence Union and the 

Medical Protection Society  (2000 to present) 

2. Expert witness for the MDU  (2000 to present) 

3. NHS ombudsman work  (2000 to present) 

4. Advisor to clients who come before the General Medi cal Council  

(2000 to present) 

5. Medico-legal adviser to the National Crime Faculty  (2000 to present) 

6. Expert witness to H.M. Police  (2000 to present) 

7. Expert witness for Crown Prosecution Service  (2000 to present) 

 Examples of some cases that I have been the main expert witness 

 include:- 

·  R v  Anders (murder) 
·  R v  Fuller (murder/manslaughter) 
·  R v  Jackman (gross indecency) 
·  R v  Gore (indecent assault) 
·  R v  Sinha (gross negligence/manslaughter) 

8. Expert witness for H.M. Coroner  (2000 to present) 
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9. Expert witness for various solicitors  (2000 to present) 

10. Medical examiner for personal injury claims  (2000 to present) 

11. ADR.  I am registered with the Alternative Dispute Resolution Group as 

an ADR Mediator.  I also undertake Family Mediation work. 

 

PROFESSIONAL EXPERIENCE IN MEDICINE 
 
After qualifying I did my house jobs in medicine and general surgery. I then 

undertook the three-year General Practice Training Scheme gaining more 

experience in general medicine, obstetrics and gynaecology, casualty and 

orthopaedics, and psychiatry. I then completed a further year training in 

psychiatry, both adult and child-psychiatry.    

 

In 1991 I decided to enter general practice as a principal and was appointed a 

Medical Officer to Newcastle University.  A year after joining the University 

Health Service I became the Senior Partner. When the health service became 

an independent practice I was solely responsible for writing the new staff 

contracts, negotiating the contract between the University and the new 

medical centre and establishing new links with the Health Authority.     As a 

GP I provide a full range of general medical services. 

 

Since independence in 1992 I have remained the Senior Partner of the 

University Medical Centre.   It is a City Centre Practice with 8000 patients and 

a very successful MASTA travel clinic.    

 
OTHER MEDICAL POSITIONS 
 
1. Doctors Deputising Service (1990 – 1995). 

2. Benefits Agency Doctor (1993 – 1995). 

3. Health Screening Doctor at Nuffield (1999 – 2001). 

4. School Medical Officer (2001 to date). 

5. Section 12(2) of the Mental Health Act Approved. 

 
SOCIETY AND OTHER MEMBERSHIPS 
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1. Member of the Royal College of General Practitioners. 

2. Member British Medical Association. 

3. Member of Royal Society of Medicine. 

4. Member of Honourable Society of Middle Temple. 

5. Member of the Expert Witness Institute. 

 

LEGAL TRAINING COURSES ATTENDED 
 
1. Training days for Clinical Complaints Adviser for the Medical Defence 

Union. 

2. “Expert evidence in civil disputes” – Expert Witness Institute. 

3. “Single joint expert training” – Bond Solon. 

4. “Excellence in Report Writing” – Bond Solon. 

5. “Courtroom Skills Training” – Bond Solon. 

6. “Report Writing and expert evidence” – Medical and Legal Training 

Services. 

7. “Cross-examination training” – Bond Solon. 

8. “Role of the Coroner” – Medical Protection Society. 

9. Middle Temple Advocacy Course. 

10. Expert witness training – Medical Defence Union, November 2003. 

“Beyond Reasonable Doubt”: Medical Experts in The Criminal Court, Royal 

Society of Medicine 
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APPENDIX 4  
 
 
Expert opinion from Mr Edward Brackenbury, Consulta nt Cardiothoracic 
Surgeon 
 
 
 
 
 
Medical report requested by the Prisoner Ombudsman of Northern Ireland, concerning 
the death in custody of: 
 
 
 
 
 
 

 
 

James Speers (dob 21/12/58) 
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1 Personal Details 

 

I have been a Consultant Cardiothoracic Surgeon at the Royal Infirmary of Edinburgh 

since June 1999 and an Honorary Senior Lecturer (Clinical) in Cardiothoracic Surgery 

at the University of Edinburgh Medical School since 2001.   

 
I have been a Clinical Advisor to the National Confidential Enquiry into Patient 
 
Outcome and Death (NCEPOD) and an External Advisor for the Healthcare  
 
Commission of the Department of Health. I am an Expert Witness for the Law  
 
Society of Scotland. I am reading Medical Law at the University of Glasgow.  

In my practice I regularly treat patients who suffer from ischaemic heart disease due 

to coronary atherosclerosis; as part of caring for these patients, I review their 

biochemical and haematological parameters in order to assess risk to the heart muscle 

from deviations from normal e.g. anaemia.  

 

I understand that my first duty is to the Court.  

 

2 Materials Available for This Report 

 

i. correspondence from the Investigating Officer on behalf of the Prisoner 

Ombudsman of Northern Ireland dated 27th July 2009. 

ii. copy of healthcare notes and medications from H.M.P. Maghaberry.  

iii. copy of report of Dr Lloyd-Jones dated 9th December 2008. 

iv. copy of Belfast City Hospital records. 
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3. Chronology  

3.1 Mr Speers was diagnosed as suffering from ulcerative colitis (UC), an 

inflammatory condition affecting the lower part of the gut; this condition was first 

diagnosed in 1998. At an early stage, the UC was of such severity that Mr Speers 

required artificial intravenous nutrition (total parenteral nutrition or TPN) and 

hospitalisation. His UC was treated chronically with asacol and azathioprine. 

Steroids were added to his medications to treat exacerbations of his UC.  Mr 

Speers had suffered several exacerbation of his disease since diagnosis; these 

exacerbations were manifested as an increase in frequency of loose, blood-stained 

stools associated with abdominal pain. Mr Speers was also a chronic smoker of 

cigarettes (approximately 20-30 cigarettes per day) and had received help from 

the prison medical service in trying to curtail this habit. 

3.2 In late September 2001, Mr Speers suffered an exacerbation, or ‘flare up’, of his 

UC symptoms and for many weeks required a reducing dose of steroids to control 

his symptoms.  

3.3 On 2nd January 2007, Mr Speers reported some blood in his stool. 

3.4 Full blood count (FBC) was taken on 8th February 2007 (result not available).  

3.5 On 27th February 2007 a FBC demonstrated a haemoglobin of 13.1g/dl. 

3.6 On 13th and 27th March 2007, the records indicate a flare-up of UC with blood in 

the stool. Mr Speers was again treated with steroids. 

3.7 On 22nd May 2007 the haemoglobin level was 13.0g/dl. 

3.8 On 5th June 2007, the haemoglobin was 12.1g/dl and Mr Speers’ body iron stores 

were noted to be low.   
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3.9 On 19th June 2007, it was noted that Mr Speers had some loose motions but with 

no blood. Mr Speers was awaiting a colonoscopy (an endoscopic examination of 

the large bowel).  

3.10 On 11th September 2007, Mr Speers’ serum Ferritin level was 5 suggesting a low 

iron status and haemoglobin at 12.1g/dl. 

3.11 On 17th October 2007 colonoscopic examination of the large bowel indicated 

mildly active UC. 

3.12 On 8th November 2007, a blood sample again showed an iron-deficiency 

anaemia with a haemoglobin of 11.9g/dl and low iron stores.   

3.13 On 5th February 2008, Mr Speers was reported to be passing blood in his stools; 

steroids were commenced. 

3.14 Bloods sent on 7th February 2008 demonstrated an iron deficiency picture with a 

haemoglobin of 9.2g/dl.   

3.15 Review by nursing staff on 12th February 2008 indicated that Mr Speers had not 

lost blood in his stool for 4 days and Mr Speers’ bowel frequency was 

normalising.  

3.16 On 13th February 2008, Mr Speers was seen by prison medical staff regarding the 

frequency of bowel motions. The prison doctor consulted the gastro-intestinal 

service and an appointment was made for review in Belfast City Hospital. The 

prison medical staff indicated that the flare-up of UC was settling down and Mr 

Speers was improving. Iron supplements were prescribed.  

3.17 On 13th February 2008 a blood sample was arranged. The haemoglobin was 

9.0g/dl and was of an iron-deficient picture.  
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3.18 Mr Speers complained of central, non-crushing, chest pain at 1530h on 18th 

February 2008. He was seen by the nurse and his pulse and blood pressure were 

found to be satisfactory. The patient associated the pain with his iron 

supplementation and a provisional diagnosis was that the pain was of upper 

gastro-intestinal origin and was treated with antacids. FBC demonstrated a 

haemoglobin of 10.1g/dl earlier in the day.  

3.19 Mr Speers was found unconscious in his cell and underwent attempted 

cardiopulmonary resuscitation from approximately 1900h on 18th February 2008; 

the procedure was unsuccessful and Mr Speers was pronounced dead at 1949h. 

 

4. Summary 

4.1 Mr Speers suffered a myocardial infarction due to coronary thrombosis. This is an 

acute event caused by rupture of an atheromatous plaque within an important 

coronary vessel. Blood clot forms rapidly on the ulcerated plaque and causes a 

failure of blood to flow in the coronary vessel. If a large enough territory of heart 

muscle is deprived of blood in this manner, then the heart can fail in its function 

as a pump and the patient dies. Alternatively, if the damaged muscle includes the 

electrical conducting system of the heart governing the heart rhythm; failure of 

this system can cause disordered electrical activity of heart rhythm which may 

also be fatal.  

4.2 Mr Speers had modifiable and non-modifiable risk factors for developing 

coronary thrombosis. Male gender was his main, non-modifiable factor. Heavy 

smoking predisposes towards coronary atherosclerosis and this would be a 

significant factor in Mr Speers’ case. Although steroid use can accelerate 
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coronary artery disease, I believe that heavy smoking of 20-30 cigarettes per day 

was pre-eminent amongst the determinants of Mr Speers’ untimely death.  

4.3 It would appear that Mr Speers’ ten-year history of UC had been treated 

assiduously for the most part. There was evidence that, for many months prior to 

his death, Mr Speers’ total body iron stores were low and this had caused a 

modest degree of anaemia. The pre-mortem exacerbation of UC had caused Mr 

Speers’ haemoglobin to fall acutely to below 10g/dl but with resolution of 

symptoms the level had climbed above 10g/dl. The question arises as to whether 

this would have significantly affected Mr Speers’ ability to withstand a 

myocardial infarction. There is a link between the outcome following an acute 

coronary problem and anaemia; anaemic patients do less well following 

myocardial infarction both in the short1- and long-terms2, 3. Chronic anaemia can 

place an additional strain on the heart by inducing a high-output cardiac state. 

Also, a high oxygen-carrying capacity of the blood is important for optimising 

myocardial function; a low haemoglobin reduces the oxygen content of blood. For 

any individual who survives a heart attack long enough to be diagnosed with this 

condition, anaemia reduces their ability to survive. However, to put this into 

context, patients who have undergone heart surgery and who have coronary artery 

                                                
1 Sabatine MS et al. Association of Hemoglobin Levels with Clinical Outcomes in Acute 
Coronary Syndromes. Circulation 2005; 111 pp 2042 – 2049. This paper studied patients who 
survived long enough to have their myocardial infarction diagnosed ante mortem. Patients who had a 
haemoglobin between 12 and 14 g/dl were nearly twice as likely to survive a heart attack as patients 
with a haemoglobin between 10 and 11 g/dl.  
2 Cavusoglu E et al. Usefuness of Anemia in Men as an Independent Predictor of Two-Year 
Cardiovascular Outcomes in Patients Presenting With Acute Coronary Syndrome. American 
Journal of Cardiology 2006; 98 pp 580-584. In this paper the composite end-point of death or 
myocardial infarction at two years was nearly twice as high in anaemic patients who had suffered an 
acute coronary syndrome.  
3 Valeur N et al. Anaemia is an independent predictor of mortality in patients with left 
ventricular systolic dysfunction following acute myocardial infarction. European Journal of 
Heart Failure 2006; 8 pp 577 - 584 
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disease (even when such diseased coronary arteries have remained untreated at 

surgery) often have a post-operative haemoglobin of between 9 and 10g/dl. This 

degree of anaemia is accepted and is not usually treated with either iron  

supplements or blood transfusion as acute treatment of this degree of anaemia is 

thought to be unnecessary and possibly harmful. Also, a patient having a 

myocardial infarction who is admitted to hospital with a haemoglobin between 9 

and 10g/dl would not have their anaemia corrected rapidly by blood transfusion to 

offset the potential affect of anaemia on subsequent survival.  

4.4 Mr Speers’ ability to withstand the consequences of a myocardial infarction was 

most likely due to the nature of the coronary disease itself rather than to the 

anaemia. The acute fall in blood count prior to the myocardial infarction was 

resolving and the recently-introduced iron supplementation would have aided 

further resolution over a period of time. However, the delay in administering iron 

supplementation for the months preceding Mr Speers’ death, although 

undesirable, was likely to only have played a minor part in the regrettable 

outcome of his cardiac condition. 

 

5. Conclusion 

With reference to Hunter v Hanley4 in Scotland or Bolam v Friern Hospital 

Management Committee5 in English Law: first, there was a duty of care by the prison 

clinical services to Mr Speers; secondly, it has been suggested by the General 

Practitioner Expert Witness that the delay in administering iron supplementation 

                                                
4 [1955] SLT 213 
5 [1957] 1 WLR 582 
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breached that duty of care. Even though this may have been the case, I do not believe 

that the delay in administering iron supplementation had a significant causative effect 

on the outcome of Mr Speers’ coronary thrombosis. On balance of probabilities Mr 

Speers would not have survived his heart attack whether his haemoglobin was greater 

than 13 g/dl or less than 10g/dl. With reference to Gregg v Scott6 and Hotson v East 

Berkshire Health Authority,7on balance of probabilities, the delay in correcting Mr 

Speers’ anaemia did not play a significantly-causative role in his death to support 

liability for negligence.  

 

  

 

 

Edward T Brackenbury MB, ChB, FRCS (CTh), ChM 

Consultant Cardiothoracic Surgeon   
Honorary Senior Lecturer (Clinical) in Cardiothoracic Surgery 

12th August 2009    
 
 
 
 

                                                
6 [2005] UKHL 2 
7 [1985] 3 All ER 167 
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APPENDIX 5  
 

BACKGROUND INFORMATION  

 

Maghaberry Prison  

 

 Maghaberry Prison is a relatively modern high secu rity Prison 

which accommodates male long-term sentenced and rem and 

prisoners, in both separated 8 and integrated 9 conditions.  

 

 Maghaberry Prison was opened in 1987 and major str uctural 

changes were completed in 2003. The complex include s four 

Square Houses - Bann, Erne, Foyle and Lagan.  Roe a nd Bush 

Houses were built in the late 1990’s and were used for several 

years for “ordinary” remand and sentenced prisoners , before 

half of each block was given out to separated accom modation in 

2004. Roe House also has a separate wing dedicated to 

accommodating prisoner on committal where they unde rgo an 

induction programme before being transferred to an appropriate 

residential location within Maghaberry.  Harry was located in 

the separated loyalist wing of Bush House. 

 

 There are two lower risk houses within the Mourne Complex of 

Maghaberry Prison, called Wilson and Martin Houses.   These 

are used specifically to house life sentence prison ers nearing the 

end of their sentence, as a stepping stone to the P re-Release 

Assessment Unit (PAU) located at Crumlin Road, Belf ast. 

 

                                                
8 Separated – accommodation dedicated to facilitate t he separation of prisoners 
affiliated to Republican and Loyalist groupings.   
 
9 Integrated – general residential accommodation hou ses accommodating all 
prisoners   
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 There is also a Landing called Glen House which is  used to 

accommodate vulnerable prisoners and a further Land ing in 

Lagan House, called the REACH 10 Landing.  The REACH 

Landing is a service which identifies prisoners wit h complex 

needs, and provides assessment and support within a  

structured and therapeutic environment, facilitated  by multi-

disciplinary working. 

 

 A Healthcare Centre incorporates the prison hospit al.  

 

 Maghaberry Prison is one of three Prison establish ments 

managed by the Northern Ireland Prison Service, the  others 

being Magilligan Prison and Hydebank Wood Prison an d Young 

Offenders Centre.  

 

 Maghaberry Prison was built to accommodate 682 pri soners, 

however, there were 843 prisoners in Maghaberry on the day 

that Harry died. 

 

  The last reported inspection of Maghaberry Prison  by HM 

Inspectorate of Prisons was carried out in January 2009.  The 

report of this inspection was published on 21 July 2009. 

                                                
10  REACH Landing definition – Reaching out to prisoners through Engagement, 
Assessment, Collaborative working Holistic approach.  
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Prison Service Policies  

 

 The following is a summary of Prison Service polic ies and 

procedures relevant to this investigation. They are  available 

from the Prisoner Ombudsman’s Office on request.  

 

Death in Custody Contingency Plan  

 

 The Death in Custody Contingency Plan provides ste p by step 

guidance for all staff in how to deal with and mana ge the death 

of a prisoner in custody. 

 

 Governor’s Orders  

 

 Governor’s Orders are specific to each prison esta blishment. 

They are issued by the Governor to provide guidance  and 

instructions to staff in all residential areas on a ll aspects of 

managing prisoners. 

 

Governor’s Order 7-19 Body Checks/Roll Checks  

 

 This Governor’s Order provides information and ins tructions to 

staff on how prisoners should be checked at specifi c times of the 

day and night and to ensure there are no defects in  the fabric of 

the establishment. By doing the check, this confirm s that the 

prisoners in the cells are alive and there is no vi sible concern for 

their wellbeing or safety.   
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Self-Harm and Suicide Prevention Policy  

 

 The Prison Service’s Self-Harm and Suicide Prevent ion Policy 

revised in September 2006 also outlines the action to be taken 

following a death in custody. This includes the arr angements for 

the immediate family or next of kin to be informed of the 

prisoner’s death and the post incident needs of any  staff and 

prisoners involved in the vicinity of the incident.   

 

 An addendum to the 2006 policy was made in January  2009. It 

provides additional clarification of matters highli ghted in the 

2006 policy and also reflects the Prison Service’s response to the 

recommendations from recent death in custody invest igations. 

 

Standard Operating Procedure for Requesting Ambulan ce 

Service Support  

 

 The Prison Service issued new guidance in April 20 09 on the 

procedures to be followed when considering requesti ng an 

ambulance. 
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APPENDIX 6  
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