           1                                           Thursday, 9 June 2011

           2   (10.00 am)

           3                  Discussion re nurses' evidence

           4   MR KINROY:  My Lord, before we begin with the witness,

           5       I have to alert the Inquiry of an unfortunate

           6       development.  It is this, my Lord, I was advised by the

           7       Dean of the Faculty of Advocates last night of two

           8       things: one, there is a potential conflict of interest

           9       between Greater Glasgow Health Board and its nursing

          10       staff.

          11   LORD MACLEAN:  Before you go on, are you happy with this?

          12       I do know about this.  It has been reported to me.

          13   MR KINROY:  I think it is perhaps important that I explain

          14       the full circumstances.  It is highly regrettable.  But

          15       the advice to me was there is a potential conflict of

          16       interest between the board and its nursing staff and,

          17       accordingly, since I act for the health board, I cannot

          18       advise the nursing staff as well.  That is one point he

          19       put to me.

          20           The second point he put to me -- and I stress this

          21       is his view -- that in law it is the duty of the Inquiry

          22       under the Inquiries Act 2005 to secure fair treatment of

          23       the nursing staff when they give evidence, and that

          24       would include notifying them of what are the matters

          25       about which they are to be asked, and I stress, my Lord,
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           1       although these are indeed my own views as well as those

           2       of the Dean, they are clearly not the views of

           3       your Lordship.

           4           The difficulty I have is that I am bound on matters

           5       of ethics by the views of the head of my professional

           6       body.

           7           I should also explain, my Lord, that the Greater

           8       Glasgow Health Board solicitor, Mr Wightman, has been

           9       advised by his professional body, the Law Society of

          10       Scotland, that there is a potential conflict of interest

          11       between the board and its nursing staff and,

          12       accordingly, he cannot, either, advise the nursing staff

          13       in the matter, and that is consistent with the advice

          14       from his superior, the senior legal adviser to the NHS

          15       in Scotland.

          16           My Lord, I should say that one trusts no actual

          17       conflict of interest will emerge, but since the

          18       treatment of the nursing staff must not only be fair,

          19       but must be seen to be fair, they must be independently

          20       advised.  Of course, my Lord, the health board has

          21       realised all along that they should feel free to tell

          22       the Inquiry what they wish, and the board has always

          23       recognised that.

          24           My Lord, the board has always been concerned that

          25       its staff should be notified in advance of giving
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           1       evidence of the matters about which they will be asked

           2       and the application on Monday of this week was one of

           3       the ways in which it has sought to secure that.

           4   LORD MACLEAN:  It is a bit late in the day, isn't it?

           5   MR KINROY:  No, my Lord, this was just one of a series of

           6       applications.  There was the first notification --

           7   LORD MACLEAN:  They were about to give evidence next week.

           8   MR KINROY:  No, my Lord, the first time this was raised was

           9       7 April.  There was a preceding application which raised

          10       the point on 12 May.

          11   LORD MACLEAN:  So far as I am concerned, the only

          12       notification I got was your second note.

          13   MR KINROY:  My Lord, there were communications between those

          14       instructing me and the Inquiry Solicitor and there was

          15       a second note which raised in its alternative the

          16       question of avoiding implicating individual nurses with

          17       individual failures.  If I may just briefly proceed,

          18       my Lord, I have very nearly finished.  Regardless of its

          19       own view about whose responsibility this was, the board

          20       offered, subject to clarification of the ethics of

          21       the matter, to cooperate in notifying the staff about

          22       these matters, but that, I'm afraid to say, my Lord, has

          23       been superseded by the ethical advice which has now

          24       come, that it would be improper for the board or its

          25       advisers to advise the nurses.
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           1           My Lord, the difficulty now is that someone else

           2       will have to notify the nurses of the matters about

           3       which they are to be asked and they will have to have

           4       time to reflect on those matters and, if necessary,

           5       prepare themselves by refreshing their memories from,

           6       among other things, documents.  I regret that, I hope

           7       for understandable reasons, the board, whilst it is very

           8       keen to secure fair treatment of its employees, cannot

           9       assist in that matter for ethical reasons.

          10           I should lastly say, my Lord, on the instructions of

          11       the Dean, I should make it plain that I reserve the

          12       right to object to questions asked of the nurses if

          13       I consider them unfair, as is my duty.

          14   LORD MACLEAN:  I understand your professional position, and

          15       it is probably as well that it should be stated now,

          16       undoubtedly, and as for objecting to questions, that is

          17       always something that you can do.  I'm not encouraging

          18       you to do it, but you can do.  You must always realise

          19       that I shall listen to anything that is said by way of

          20       objection if it is unfair, because the cardinal

          21       principle that has to run through an Inquiry is

          22       fairness, and right to the end as well, including the

          23       report.

          24           I am going to ask Mr MacAulay: is it fair for me to

          25       ask you if you agree with the views that have been
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           1       expressed?

           2   MR MACAULAY:  As presently advised, my Lord, I don't agree,

           3       at this point in time, with the views expressed by the

           4       Dean, but of course I do fully appreciate my learned

           5       friend's professional position, having taken advice from

           6       the Dean of Faculty, and I agree with him also that it

           7       is the duty of the Inquiry to secure fair treatment for

           8       the nurses in giving their evidence.

           9   LORD MACLEAN:  That is all that concerns me.

          10       I fundamentally do not agree with the advice you

          11       received.  I fundamentally do not agree that it is for

          12       the Inquiry itself to take these steps.  But happily --

          13       happily, Mr Kinroy -- help may be at hand, because

          14       I understand that the RCN may adopt a wider role.  There

          15       are, I think, only two nurses who may not be under the

          16       current wing of the RCN.

          17           We have got Mr Dickson coming on Tuesday.  I hope he

          18       will be in attendance all day.  At the end of Tuesday,

          19       I shall find out publicly here how far the RCN will go

          20       to assist the nurses, and that is, I think, the vast

          21       number of them -- all but, I think, two.

          22           So it may very well be that in the time available

          23       before they give evidence, they will be properly

          24       apprised of the questions they are going to be asked and

          25       the documents that will be shown.
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           1   MR KINROY:  My Lord, that is very good news and I am very

           2       pleased to be able to correct any misapprehension there

           3       has been that the board has been neglectful of the

           4       interests of its employees.  It has been bound all along

           5       by what it perceived to be the ethics of the situation,

           6       but, my Lord, it is as well to clarify and correct any

           7       misapprehension there has been.

           8   LORD MACLEAN:  They were plainly proceeding on advice that

           9       they got and, to that extent, they can't be faulted.

          10       I just don't agree with the advice, that's all.

          11       Meantime, I don't.

          12   MR KINROY:  My Lord, there is always a difficulty of law.

          13       We understand legal questions are often difficult.

          14   LORD MACLEAN:  At least we know where the board stands and

          15       where you stand too, actually, together with your

          16       junior, and Mr Wightman too.

          17   MR KINROY:  I'm obliged.

          18   LORD MACLEAN:  Do you have anything else to say?

          19   MR MACAULAY:  No, my Lord, not at this point.

          20           I call Mrs Phair to the witness box.

          21                    MRS LYNNE PHAIR (recalled)

          22                    Examination by MR MACAULAY

          23   MR MACAULAY:  When last you were here, Mrs Phair, we were

          24       looking at your report in connection with the patient

          25       Mary Millen, if we can have that back on the screen,
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           1       EXP00030001.  The Vale of Leven records are GGC20980001.

           2           I had taken from you on the last occasion that

           3       Mrs Millen, who was 67, I think, at the time when she

           4       was admitted to the Vale of Leven, was admitted on

           5       18 December 2007 with dizziness and nausea and feeling

           6       unwell since the previous day, and you set that out on

           7       page 3 of your report.

           8   A.  Yes.

           9   Q.  I think we had seen from what we had done on the

          10       previous occasion that she was initially admitted to

          11       ward 3 on the 18th and then transferred to ward 6 on

          12       21 December?

          13   A.  Yes.

          14   Q.  Then, on the 27th, she was transferred briefly, I think,

          15       to ward 5, and then, on 3 January, she was transferred

          16       to ward F.

          17   A.  Yes.

          18   Q.  So she had been, in that initial two weeks or so, in

          19       four different wards in the Vale of Leven --

          20   A.  Yes.

          21   Q.  -- before finally ending up in ward F, where she

          22       remained?

          23   A.  Yes.

          24   Q.  I think we had looked at the clinical notes on the

          25       previous occasion, and we also looked at some of
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           1       the nursing notes.  If I can just recap on some of that,

           2       if we turn to page 15 of the report, which is now on the

           3       board, we see here from your extract from the records on

           4       31 January that Mrs Millen is passing loose stools, and

           5       she had been doing so previously; is that right?

           6   A.  Yes, that's correct.

           7   Q.  Then, if we move on to page 16, on 3 February, now we

           8       know she is in ward F, as we have seen from the history.

           9       She is also having episodes of watery stools and

          10       a specimen was obtained?

          11   A.  Yes, a specimen had been obtained on 30 January.

          12   Q.  But there was no report?

          13   A.  No report.  No report appeared.

          14   Q.  So a second specimen was obtained on the 3rd and, over

          15       that period, Mrs Millen had diarrhoea?

          16   A.  Throughout that time, yes, she'd had diarrhoea.

          17   Q.  Over that period, I think, as we discussed the last

          18       time, she was with other patients?

          19   A.  Yes.

          20   Q.  Then, on 4 February, you have taken from the records

          21       that Mrs Millen is:

          22           "Transferring well with 2.  Continues to have loose

          23       stool.  Microbiology contacted ward, C. diff positive."

          24   A.  Yes.

          25   Q.  That is when the ward were made aware that that was the
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           1       position?

           2   A.  Yes, according to the records.

           3   Q.  If we look at the infection control card at SPF01260001,

           4       can we see on the infection control card that the date

           5       positive is noted to be 4 February, and towards the top

           6       right it says "Ward 3/ward F" and then the note on the

           7       5th:

           8           "Informed by ward staff.  Was in shared bay with

           9       previously positive patients.  Now isolated in single

          10       room."

          11           Does it appear, on the face of it, to have been the

          12       position, if one accepts the dates, that, as at the 5th,

          13       Mrs Millen had been in a shared bay with other

          14       previously positive patients, but was isolated on the

          15       5th?

          16   A.  Yes, that was the conclusion I drew, even though they

          17       had sent an original sample off on the 30th.

          18           In respect of the infection control chart, I would

          19       like to state that I wasn't clear what this chart was

          20       and it was the Inquiry team who informed me that this

          21       was the infection control chart, because there was

          22       nothing on it to inform me of what this information was.

          23       So I was informed by the Inquiry team that this is

          24       called the infection control chart.

          25   Q.  Just going through the rest of the nursing records then,
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           1       can we see that, as at the 5th, there isn't a loose

           2       stool, but then, on the 6th, there is further loose

           3       bowel activity and Mrs Millen was being nursed in

           4       isolation for C. diff?  That's on page 16 of your

           5       report?

           6   A.  Yes.

           7   Q.  I think that is as far as we got on the previous day,

           8       last Friday.  Then, if we turn to page 17, are there

           9       some entries that you have extracted from the notes to

          10       indicate that Mrs Millen was no longer having loose

          11       stools?

          12   A.  I extracted the information regarding her bowel activity

          13       to be able to inform the position, but she had no loose

          14       stools on the 9th, but she did have some mucousy stools

          15       on the 10th, but then, on the 11th, had no bowel

          16       activity at all.

          17   Q.  You note also on the 13th that she's slightly unsteady

          18       when using the walking aid?

          19   A.  Yes.

          20   Q.  On the 17th, she continues to be at risk of falls, but

          21       she is mobilising without assistance?

          22   A.  Apparently so.

          23   Q.  Then moving on to page 18 of your extracts from the

          24       nursing notes, have you noted -- you have questioned if

          25       it is the 19th, but you have noted from the notes:
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           1           "Mary fell in toilet this afternoon, lost her

           2       footing."

           3           Is that right?

           4   A.  Yes.

           5   Q.  Then, on the 21st, I think you have noted that she was

           6       to be discharged on the Friday?

           7   A.  Yes, but I didn't actually get a calendar to establish

           8       what day the 21st was in relation to the Friday, so

           9       I apologise for that.  I don't know if the Friday was

          10       the 22nd or -- I don't know if that 21st was a Thursday.

          11   Q.  If we accept what is on the infection control card --

          12       and we have that back on the board -- certainly the note

          13       there suggests the discharge took place on the 22nd?

          14   A.  Yes, whether that was the Friday -- I assume that was

          15       the Friday.  I don't know.

          16   Q.  If we turn to page 18 of your report, you are focusing

          17       there on an internal patient transfer document.  Perhaps

          18       we can look at that at page 147 of the records.

          19           As we see at the top, this is an internal patient

          20       transfer document.  The suggestion is it is a transfer

          21       from ward 5 to ward F, and the date of transfer is said

          22       to be 3 January 2008.  Do you see that?

          23   A.  Yes.

          24   Q.  What observations have you to make in relation to this

          25       particular document, which appears to be an internal
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           1       document between wards?

           2   A.  Yes.  The purpose of this document is to assist the

           3       receiving ward with essential information about the

           4       patient.  Obviously the records, the whole file, would

           5       go with them, Mrs Millen, but this document is to assist

           6       in ensuring that the nurses and the care staff can offer

           7       immediate care based on what her needs are, and so

           8       information -- the top part, where it says "Vehicles" is

           9       self-explanatory, it is about what investigations she

          10       might have had, and the bottom half, where it says

          11       "Dependency", is to give information to the receiving

          12       ward about what level of need Mrs Millen would have had.

          13           As you can see, it says that she needs help with

          14       walking.  We don't have any -- using walking aid, if

          15       I take that as an example, there is nothing completed,

          16       but from the records it looked like she was walking with

          17       a Zimmer, having help with one person, et cetera,

          18       et cetera, through the form.  So this form is to assist

          19       with an easy transfer.

          20   Q.  If you look -- there are two pages to the document.  We

          21       have been looking at 147.  Look at 148.  There are some

          22       other boxes that can provide information, and there is

          23       a "Comments" section at the bottom:

          24           "Thank you for accepting this pleasant lady.  MRI

          25       showed infarct.  Has been commenced on [a particular
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           1       drug].  Feels very dizzy when standing."

           2           That information is passed on to the new ward?

           3   A.  Yes.

           4   Q.  Insofar as it goes, does this provide the new ward with

           5       adequate information in relation to this patient?

           6   A.  No, it didn't.

           7   Q.  Why not?

           8   A.  Because it didn't tell them anything about this lady,

           9       apart from the fact that she was pleasant and that she

          10       feels dizzy when standing.  It didn't inform them about

          11       the difficulties she's having with appetite, with

          12       nausea, fluids, that she was having physio, needing

          13       assistance of one to walk about or, critical at this

          14       particular time, that she was suspected of having

          15       C. difficile and a sample had been sent off some four

          16       days earlier that they were still, for some reason,

          17       awaiting the result, but she was still having loose

          18       stools.  So none of that information was passed on.

          19   Q.  You mentioned the point about the sample.  Is that not

          20       later on, in fact?  This is, on the face of it,

          21       3 January.  I think we saw that the business about the

          22       sample was later on in January?

          23   A.  Yes, I'm sorry.  I got in a muddle there.  It is

          24       3 February.  Sorry, I was a month out.  I do apologise.

          25   Q.  Perhaps to remind ourselves, because it is easy to
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           1       forget because it was Friday when we last looked at

           2       this, Mrs Millen was transferred to ward F

           3       early February and about three or four weeks later,

           4       towards -- early January, rather, and --

           5   A.  I got in a muddle.  I apologise.

           6   Q.  Early January.

           7   A.  Early January she was transferred.  If I, perhaps, to

           8       reprise what I have just said, in relation to this form,

           9       I haven't changed my opinion that the information on

          10       this form was not acceptable and, in fact, if I refer to

          11       my own records to remind myself, Mrs Millen actually was

          12       having problems with her bowels of a different nature

          13       between the 31st and 7 January, which should have been

          14       on the information.  In fact, she didn't have her bowels

          15       open for a week, so there were problems with her bowels

          16       of a different nature which should have been passed on.

          17           Also, she was still feeling dizzy, her diet was

          18       still poor and fluids were poor and she had problems

          19       with her balance and problems with her vision, which did

          20       not appear to be transferred over.

          21   Q.  Could it be said that, as the nursing notes go with the

          22       patient to the ward, the nurse on the incoming ward

          23       would be able to ascertain from the nursing notes the

          24       sort of issues that you have mentioned?

          25   A.  Yes, the nurses on the incoming ward could establish

                                            14

           1       that information, but the purpose is that someone moves

           2       from one ward to another ward, and the care can be

           3       seamless, and that the important issues that the nurses

           4       need to be aware of upfront are on this form.

           5           So it is a summary sheet so that people know what

           6       they have got to deal with now and then they can

           7       obviously review the records.  That is the purpose of

           8       the transfer form.

           9   Q.  We have another transfer form in the records as well at

          10       page 184, the earlier transfer, if we perhaps just look

          11       at that one as well.  This is the transfer from ward 3

          12       to ward 6 on 21 December.  There doesn't appear -- if

          13       one goes on to page 185, does 185 appear to be the

          14       continuation of 184 or not?  It seems to be different.

          15   A.  It seems to be a different style.

          16   Q.  So there may not be a connection.

          17   A.  It is still not completed.

          18   Q.  If we look at page 184, which looks similar to the

          19       previous transfer form we looked at, this is the earlier

          20       transfer, of course.  Do you have any observations in

          21       relation to the information that's been passed on here?

          22   A.  Again, I think that this information is very limited.

          23       It says here "Ambulant.  Dizziness prevents sometimes",

          24       I presume that means prevents her being ambulant

          25       sometimes.  If we look at 21/12 daily records, we see
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           1       she is complaining of nausea and dizziness, so the very

           2       day of the transfer, and there is nothing on this

           3       form -- it does say that she is dizzy, but the nausea,

           4       "Needs help with eating/drinking?  No".  There is no

           5       reference to information that she -- of how her personal

           6       care is going to be met.  So this information does not

           7       paint a picture for the oncoming ward, receiving ward,

           8       of the needs that this lady has.

           9   Q.  It may be that there is a page missing and so we don't

          10       know what other information might have been contained.

          11   A.  It could be, but the form -- if we look at the page that

          12       you referred to earlier, that we thought was a different

          13       style --

          14   Q.  Page 185?

          15   A.  Yes, the date -- 185.  We have the same date down there,

          16       27/12.

          17   Q.  I think if we look at 185 in conjunction with 186 -- it

          18       may be the way the records have been put together, but

          19       186 might be associated with 185?

          20   A.  Yes, I think so.  That is the front.  So this is the

          21       nursing summary.

          22   Q.  In relation to the patient transfer form document, if we

          23       only have the first page, we don't really know what's on

          24       the second page?

          25   A.  We don't.
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           1   Q.  Let's move on then and look at certain aspects of what

           2       you say in your report.  If you turn to page 20, you

           3       have a section there headed "Assessing and reviewing the

           4       patient's needs".  Can you just take us through what

           5       comments you make here?

           6   A.  Yes.  I said that the assessments were poor.  Indeed,

           7       the information that was sent from ward to ward as this

           8       lady appeared to be transferred on many occasions was

           9       extremely poor, was inaccurate and did not give the

          10       information to the receiving ward that would have been

          11       required.

          12           Other assessments were not done either pertaining to

          13       the effects of the CVA, that's the stroke, or

          14       specifically to assess the consequences of her

          15       C. difficile.  It is the expert's opinion that the

          16       assessment and reviewing of Mrs Millen was poor and fell

          17       below an acceptable standard.

          18   Q.  If we look at some of the documentation that you may

          19       have in mind, if you turn to page 122 of the nursing

          20       records, we are looking at a nursing admission

          21       assessment form for ward 3, with the admission date of

          22       18 December, and we see some personal details given

          23       there.  Do you have any observations to make on this

          24       form?

          25   A.  This particular form is just like the front sheet.  It
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           1       just gives basic information.  So this particular

           2       assessment form is fairly satisfactory, I would say, in

           3       that it just gives some basic information, and she did

           4       have her observations taken.  So I wasn't particularly

           5       worried about this form.  This was a factual form about

           6       information that became available.

           7   Q.  Page 123 of the records, then, if we look at that.  It

           8       says there "activity of daily living assessment"?

           9   A.  Yes, so these are more the forms that I was referring

          10       to.  This says "Activity of daily living assessment

          11       prior to presenting complaint", so this was an

          12       assessment of how she was presenting.  I'm not quite

          13       sure where the information came from, given that

          14       Mrs Millen was very poorly when she was admitted, but

          15       this is the assessment of how she was prior to concern,

          16       which might well have been completely accurate.

          17   Q.  On the face of it, it looks reasonably well completed?

          18   A.  It does, but then there is another one.

          19   Q.  If you turn to page 118, is this one of the documents

          20       you have in mind?

          21   A.  This is a weekly goal plan.  The difficulty I had with

          22       the assessments is those were assessments of her needs

          23       prior to admission.  I couldn't find any information

          24       that reflected her assessment needs on admission.  That

          25       was the difficulty I had with regard to assessment.  We
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           1       know how well she was before she had her stroke, but we

           2       didn't -- but there wasn't -- I couldn't find

           3       information about how she was -- in the admission notes

           4       it said she had nausea, she had dry, cracked tongue and

           5       she had difficulties with her eyesight, developing

           6       blurred vision, double vision, but I couldn't find an

           7       assessment that actually highlighted those issues.

           8           This document that is on the screen now, the

           9       patient's weekly goal plan --

          10   Q.  Could I just ask you to speak into the microphone,

          11       please?

          12   A.  Sorry.  This document now that is the patient's weekly

          13       goal plan is a document which is to -- normally,

          14       a weekly goal plan is -- the clue is in the title,

          15       really: it is about what is being aimed for and what is

          16       wanting to be achieved.  As we can see, we have got lots

          17       of gaps in here.  We don't know really what is wanting

          18       to be achieved around communication and diet, yet we

          19       know that Mrs Millen was suffering with nausea and

          20       vomiting, "Toileting issues, catheterised, enema for

          21       constipation, try without catheter when mobility

          22       improved".  We have -- the enema for constipation, if

          23       I take that, that is a very finite, definite

          24       intervention, rather than a goal for her to become able

          25       to manage her bowels.  "Catheterised", of concern why
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           1       she was catheterised, what reasons were given for her to

           2       be catheterised.  We did have an aim of "try without

           3       catheter when mobility improved", but it seems to be

           4       suggesting the only reason she was catheterised was

           5       because she had poor mobility.  I would be clinically

           6       concerned that that was the reason for catheterisation.

           7           It says "Clothes now in", but we haven't got a --

           8       "for OT assessment", but we haven't got a goal.  That is

           9       to be assisting Mrs Millen to be dressing, let's say,

          10       that she would be able to dress herself by the end of

          11       the week or be able to put a cardigan on by the end of

          12       the week or what the goal would be.

          13   Q.  This particular form is dated 8 January.

          14   A.  Yes.  She had been in for some time by then.

          15   Q.  We know she was admitted towards the middle of December.

          16   A.  Yes.

          17   Q.  If you look to page 117, we find a similar form, dated

          18       15 January.  We see that certain sections of the form

          19       have been completed.

          20   A.  Yes.

          21   Q.  There are some blanks.  Is this adequately completed?

          22   A.  Again, I don't think so, and, again, this is not an

          23       assessment, this is a goal plan.  Coming back to the

          24       original section, which is about assessments, this

          25       document is about what they are heading towards.  But,
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           1       again, it is more of a summary.  Where it says,

           2       "Washing, dressing, grooming: doing well with OT", that

           3       is not a goal, that is an evaluation, what she is doing

           4       with the OTs.

           5   Q.  There are a number of these on page 116 as well, dated

           6       22 January; is that right?

           7   A.  Yes.

           8   Q.  Again, there are some sections completed and some that

           9       are not.

          10   A.  Yes.

          11   Q.  Moving on to page 115, I think a similar document for

          12       12 February; is that right?  Again, there are certain

          13       goals that have been completed?

          14   A.  Yes.

          15   Q.  Moving on to 114, which I think is the last one we have,

          16       dated 19 February, again there are certain sections that

          17       have been completed by the nurse?

          18   A.  Yes, and that's --

          19   Q.  But overall, looking at this documentation, does it at

          20       least provide some indication that the nurses are

          21       applying their minds to what this lady's goals should

          22       be?

          23   A.  Yes, I suppose it could be seen in that light, that

          24       there has been -- I wouldn't say as much as they are

          25       applying their minds to what the goals should be.
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           1       I think that what this is an evaluation of, of what has

           2       been achieved in the previous week.  Toileting issues,

           3       a commode at home downstairs is hardly a goal, it is

           4       a statement that says she is going to have a commode

           5       downstairs.

           6   Q.  Let's move on to page 21 of your report.  At the top of

           7       the page you make some comments about record keeping

           8       generally.  What observations do you make there?

           9   A.  Well, I state that the overall record keeping for

          10       Mrs Millen appears to be rudimentary.  Most of

          11       the nursing records were kept in the daily records.

          12           Information that was written, which went from ward

          13       to ward, was inaccurate and, although it could be

          14       followed from a day-to-day basis whether she'd eaten,

          15       whether she'd had nausea, et cetera, it was not

          16       objective information.  Therefore, this information was

          17       poor.  It is my opinion that the record keeping was poor

          18       and fell below an acceptable standard.

          19   Q.  You talk about nursing care plans.  There is, I think,

          20       a short care plan at least, if we look at page 124 of

          21       the records.  We have on the screen what appears to be

          22       a short care plan for 18 December, which was about the

          23       day of admission, I think?

          24   A.  Day of admission, yes.

          25   Q.  The problem is said to be double vision, dizzy and
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           1       nausea.  Were these the matters that were identified on

           2       admission?

           3   A.  Yes, they were.

           4   Q.  We see that the goal is to investigate cause and treat

           5       symptoms?

           6   A.  Yes.

           7   Q.  Then there are a number of interventions listed.  Have

           8       you any comments to make in relation to this as a care

           9       plan?

          10   A.  Yes, I would accept that that is a care plan.  Certainly

          11       the immediate -- for the MAU care plan, it was an

          12       immediate list of interventions of things that were

          13       going to be done to investigate the reason for

          14       Mrs Millen's difficulties, so I would accept that there

          15       was this one care plan, but it was -- we see that on the

          16       bottom there it was reviewed on the 24th and the 26th,

          17       but the care -- once she'd had a chest X-ray, for

          18       example, once she'd had bloods taken, for example, it's

          19       done.  So the fact that it was reviewed on the 24th and

          20       then the 26th -- it says here "Urine specimen for CNS

          21       sent", that is not actually information around this care

          22       plan.  That is just a record that a sample was sent.

          23   Q.  Is that to do with a potential urinary tract infection?

          24   A.  Yes, it would have been, so I accept that there was this

          25       care plan on day of admission, but in terms of
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           1       thereafter I could find no evidence of any care plans,

           2       particularly around her nursing needs and her

           3       rehabilitation.

           4   Q.  What other care plans do you envisage ought to have been

           5       put in place for this patient's management?

           6   A.  Well, I would certainly have expected to have care plans

           7       in relation to all of her fundamental needs.  She had

           8       difficulties with eating because of the nausea and the

           9       vomiting.  I would have expected her to have some care

          10       plans around that and her fluid intake around her

          11       pressure risks.  She had serious concerns of falls

          12       because of her dizziness and her loss of balance.

          13       I would have expected care plans in relation to falls

          14       prevention, and there is a number of things that can be

          15       done to help reduce the risk of falls.

          16           I would have expected to have care plans around her

          17       pressure risk, and also, then, when we moved on to

          18       C. difficile, I would have expected to have a care plan

          19       for her C. difficile.

          20   Q.  There was no such care plan in the records?

          21   A.  Not that I could find.

          22   Q.  Can we then look at the next section of your report

          23       where you deal with pressure management?

          24           You observe there that there was a Waterlow score

          25       completed on three occasions.  If we can look at the
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           1       documentation on page 120 of the records, can we observe

           2       that the document we are looking at relates to the time

           3       when Mrs Millen was in ward F?  We see ward F towards

           4       the top.

           5   A.  Yes.

           6   Q.  The scoring chart has been completed and it has placed

           7       Mrs Millen at high risk.

           8   A.  Yes.  I think there is a second page which has the

           9       scores written on it as to what dates they were done.

          10   Q.  Indeed.

          11   A.  So this is the standard form and someone has obviously

          12       circled it on the first occasion that it was done, which

          13       happens from time to time.

          14   Q.  But high risk means that the reassessment should be

          15       every second day?

          16   A.  Yes, it does.

          17   Q.  Sooner, if the patient's general condition changes?

          18   A.  Yes.

          19   Q.  If we turn then to page 121, which, as you mentioned, is

          20       the second page, can we see from this that the

          21       assessment date is 12 January, when Mrs Millen was in

          22       ward F, and the total score brought out is 16?  Do you

          23       see that?

          24   A.  Yes.

          25   Q.  The projected assessment date is 19 January, a week
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           1       later; is that right?

           2   A.  Yes.

           3   Q.  Having regard to the policy in the document, that it

           4       should be two days later, do you have any observations

           5       to make on that?

           6   A.  Firstly, I was concerned that these were the first ones

           7       we found -- that I found, given that --

           8   Q.  You mean by that there should have been assessments

           9       before this?

          10   A.  Yes, given that she was admitted earlier in December.

          11       So one should have been done within six hours of

          12       admission.  I couldn't find any information to say that

          13       that was done.  So these were the first assessments that

          14       I could find.  Once they were done, on the 12th, it

          15       should have then been done on the 14th, so it should

          16       have been done on the 14th, 16th, 18th, it should have

          17       been done three more times between the 12th and the

          18       19th.  Then, as we can see, it wasn't then done for

          19       another month.

          20   Q.  We see that it is done on the 19th and it was due to be

          21       done, according to this, on the 26th, but it didn't

          22       happen again until 16 February, nearly a month later?

          23   A.  Yes.  So even -- again, even the next assessment date --

          24       so this -- it could be that perhaps the nurses didn't

          25       realise their own policy, which of course they should
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           1       do, but someone consciously identified that, despite

           2       what it says on the form, that the assessment should be

           3       done in two days' time, the nurse consciously decided it

           4       shouldn't be done for another five days.

           5   Q.  We see from the form that the instruction is that "all

           6       patients at risk must have a care plan indicative of

           7       prevention/treatment plan".  Did you see a care plan for

           8       pressure risk in the documents?

           9   A.  No, I didn't.

          10   Q.  What other documentation would you expect to see if

          11       pressure was being properly managed?

          12   A.  Well, I would expect -- I would expect to see a care

          13       plan that indicates the mattress that she was on, the

          14       chair cushion that she might have been on, repositioning

          15       charts, particularly if she was -- the documentation

          16       should state whether she was able to reposition herself

          17       or not at night and when she was sitting in a chair, and

          18       if she certainly wasn't able to move and wasn't moving

          19       regularly, I would expect to see repositioning charts.

          20   Q.  Did Mrs Millen in fact suffer damage, so far as you can

          21       recollect from your examination of the records?

          22   A.  I don't think she did.

          23   Q.  I certainly don't think that you have --

          24   A.  I don't think so.

          25   Q.  -- extracted that from the records.
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           1   A.  No, and reading, I don't think that she -- no, didn't

           2       suffer damage that was recorded.

           3   Q.  The next section of your report, then, you deal with

           4       nutrition.  What conclusions did you arrive at, having

           5       had regard to the records here?

           6   A.  We are aware that Mrs Millen was suffering from nausea

           7       and vomiting due to the type of stroke that she had, and

           8       she was seen by a dietician on one occasion, and the

           9       dietician asked that she should be weighed in a week,

          10       but it wasn't done.  There was no nutritional risk

          11       assessment score, despite the fact that Mrs Millen was

          12       experiencing nausea, vomiting and watery diarrhoea, and

          13       was clearly showing signs that she would be at risk

          14       regarding her nutritional status, but I couldn't find

          15       any evidence that there was any proactive management.

          16       In my opinion, her nutritional management was poor and

          17       fell below an acceptable standard.

          18   Q.  I think we do see in some of these cases that there was

          19       a tool available, a nutritional assessment tool.

          20   A.  Yes.

          21   Q.  There is a score that can be calculated which can put

          22       the patient at low, medium or high risk?

          23   A.  Yes.

          24   Q.  Are you saying there wasn't such a tool in the records

          25       that you looked at?
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           1   A.  I did not find it, no.

           2   Q.  At what level of risk do you think Mrs Millen would have

           3       been assessed?

           4   A.  Without having a chart in front of me, it is a bit

           5       subjective, but I think, based on the information I have

           6       here, she would have been at medium to high risk.

           7   Q.  Would that have required the implementation of a care

           8       plan?

           9   A.  Yes, it should have done.

          10   Q.  Can we then look at a topic we have looked at on

          11       a number of occasions in the past, and that is fluid

          12       balance, and you address that on page 22 of the report.

          13       What conclusions did you come to here?

          14   A.  Well, I noted that there were fluid balance charts for

          15       the whole of her admission, up until 15 January.

          16       However, they were erratically completed and illustrated

          17       that she either had extremely poor fluid intake or the

          18       form had not been completed properly.

          19           Furthermore, the column for the amount of fluid

          20       vomited was never completed.  Therefore, these charts

          21       didn't form an objective record of her fluid intake and

          22       output and could not have been used to inform the

          23       management of Mrs Millen and her fluid intake

          24       adequately.

          25           It is my opinion that the fluid balance charts were
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           1       poorly completed, were of poor standard and fell below

           2       an acceptable standard.

           3   Q.  Can we look at a few of these?  If you look at page 149,

           4       this is when Mrs Millen is in ward 6.  Let's just take

           5       each ward in turn.  Page 149 of the records.  We have on

           6       the screen a chart for 23 December where we see some

           7       entries on the chart, but no totals and no balance.  Do

           8       you have any view on this?

           9   A.  Yes.  We have got no totals and no balance.  It is clear

          10       that she was having intravenous fluids by the box at the

          11       top that says "Line 1".  My particular cause for

          12       concern, there is nothing on here to say she was nil by

          13       mouth at this time.  Indeed, if she was, there is

          14       a problem, because she was given water at 10 o'clock and

          15       11 o'clock in the evening, sips, so either she was given

          16       water when she shouldn't have been or she was supposed

          17       to be encouraged to drink and, according to this chart,

          18       she was offered no fluids at all for 24 hours apart from

          19       10 o'clock and 11 o'clock in the evening.

          20   Q.  Is that adequate as a fluid balance chart?

          21   A.  Not at all.  It is far from adequate.

          22   Q.  I'm sorry?

          23   A.  It is far from adequate.

          24   Q.  If you look at page 154, again we see now a chart for

          25       20 December.  There are two entries on the intake side
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           1       of it for intravenous fluids?

           2   A.  Yes.

           3   Q.  No oral intake and no output.

           4   A.  No.

           5   Q.  Do you have any comments in relation to this?

           6   A.  Again, this form is very unacceptable.  It doesn't tell

           7       us anything and it either tells us that she was not

           8       offered anything -- well, this tells us that she

           9       actually didn't pass any urine, didn't vomit, didn't

          10       have any intake at all, apart from a slow drip,

          11       intravenous fluids.  So it is wholly inadequate.

          12   Q.  If we turn then to page 164, I think by this time

          13       Mrs Millen is in ward F, we see a chart for 4 to

          14       5 January.  There are entries for intravenous intake and

          15       output as well and, indeed, some totalling and

          16       a balance.  What about this chart?

          17   A.  Again, we can see that she's having fluid intravenously,

          18       which is the 1500, so someone has totalled it up at the

          19       bottom, where we can see that she'd had 1.5 litres of

          20       fluid intravenously, but there is no record at all of

          21       what she's taking orally.

          22           If someone -- part of their rehabilitation, they are

          23       moving to being able to go home, it is very important to

          24       be able to see there is a transition between someone

          25       having all their fluid intravenously and that they are

                                            31

           1       then able to eat and drink to a satisfactory level that

           2       they are going to be able to go home.

           3           So moving through rehabilitation, it is absolutely

           4       vital that there is a clear picture about whether

           5       Mrs Millen was able to drink enough herself without

           6       having the extra support of intravenous fluids.  So this

           7       form, again, is wholly unacceptable.

           8   Q.  Is it possible that there was no oral intake over this

           9       particular period?

          10   A.  According to the chart there wasn't.  According to

          11       the -- the daily records, just referring back to my

          12       notes here, on 4 January it said "Very little diet and

          13       fluids taken", so there was a note that she wasn't

          14       taking any, but what we don't know is whether any was

          15       offered, whether she was having problems swallowing,

          16       whether she was refusing, whether she could only manage

          17       sips, all of which should have been recorded.

          18   Q.  The last one I want you to look at is page 165.  Again,

          19       I think we are in ward F.  This is for 5 to 6 January.

          20   A.  Here we can see that she's still on the intravenous

          21       fluids.  The amount has been increased.  She did have

          22       a cup of tea at 9 o'clock in the evening and she had

          23       a cup of tea at breakfast and one at 11 o'clock.  So

          24       clearly indicating that she is -- she drank 150ml of tea

          25       at 10 o'clock at night, so she was able to drink fluids,
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           1       but, again, wholly inadequate form.

           2           But we do have, on the right-hand side, that she was

           3       passing urine through a catheter, as we know, and the

           4       amount that she passed was recorded.

           5   Q.  So that has been totalled?  The total out has been

           6       recorded, but the total in has not?

           7   A.  The total in has not, yes.

           8   Q.  The next section of your report on page 22, Mrs Phair,

           9       you look at stool charts, and you say there were no

          10       stool charts in the records that you looked at.

          11   A.  I couldn't find a stool chart.

          12   Q.  Should there have been a stool chart?

          13   A.  There should have been a stool chart.  In fact, there

          14       should have been a bowel activity chart which the

          15       Inquiry may recall we have seen in other people's

          16       records, where at least someone's bowel activity is

          17       monitored.

          18           That should, in my opinion, have been implemented

          19       when Mrs Millen was experiencing constipation, so that

          20       the nurses could have managed her constipation better,

          21       and then, when she was diagnosed with C. difficile, it

          22       is my opinion that a stool chart should have been

          23       implemented so that a clear record of the volume,

          24       consistency and frequency of her bowels could have been

          25       recorded, and that would have assisted in the clinical
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           1       assessment of whether the treatment was successful or

           2       not.

           3   Q.  Then you address falls risk assessment.  Did you find in

           4       the records any evidence of a falls risk assessment

           5       having been carried out?

           6   A.  I didn't find a record of one at all, no.  Given the

           7       fact that she'd nearly had some falls, the problems with

           8       her stroke was meaning that she had dizziness, a falls

           9       risk assessment would have been extremely important,

          10       given the reason for her admission.  Then, when she got

          11       C. difficile, the risk would have been heightened

          12       because of the debilitating nature of C. diff, and still

          13       no assessment or care plan was done.

          14   Q.  I think we have seen from the extracts you have taken

          15       from the records that Mrs Millen did fall in the

          16       hospital?

          17   A.  She did.

          18   Q.  You also address the issue of moving and handling.

          19       I think you say that there was no evidence of such an

          20       assessment being carried out?

          21   A.  No, none at all.

          22   Q.  In relation to the DNAR order that you deal with on the

          23       top of page 23, what conclusion did you come to?

          24   A.  There was no do not resuscitate order in the records,

          25       which I consider to be acceptable, because a do not
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           1       resuscitate order means, if someone collapsed, they

           2       would not receive cardiopulmonary resuscitation, but it

           3       is questionable as to why there was no discussion with

           4       Mrs Millen about whether she would want to be

           5       resuscitated if she had an acute collapse.

           6           But it was not felt -- I didn't feel it was

           7       inappropriate that there wasn't a form in the records.

           8       So the lack of discussion with Mrs Millen was of

           9       concern, but the fact -- I did feel it was appropriate

          10       that she was still for resuscitation.

          11   Q.  Then dealing with the nursing management of

          12       C. difficile, which is the final section of this part of

          13       your report, what conclusions did you arrive at?

          14   A.  Obviously my -- she was diagnosed -- my conclusions were

          15       that she presented with foul-smelling, watery stools on

          16       30 January and a sample was sent, according to the

          17       nursing records, but never came back, and there is no

          18       record of this sample at all.  There is no record that

          19       it was chased up.

          20           The doctors mentioned that she had C. difficile only

          21       once in the records, and the nurses mention once that

          22       she was diagnosed with it on 4/2 and then recorded that

          23       she had some bowel activity.

          24           She was moved into a side room, but it was not sure

          25       at which point during the condition this was done.
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           1       I couldn't establish whether it was done when they first

           2       suspected that she had C. diff, on the 30th, or whether

           3       it was done only after the second and confirmed

           4       diagnosis was made.

           5           There was no evidence that they gave information to

           6       Mrs Millen herself or to her family about managing her

           7       laundry, about managing personal hygiene and about

           8       numbers of visitors or how to take special infection

           9       control procedures.  Furthermore, there is no evidence

          10       that complications that can occur as a result of

          11       the debilitating and distressing nature of C. difficile

          12       were assessed or managed.

          13           She complained of abdominal pain, yet there was no

          14       evidence that this was assessed or discussed with the

          15       doctors about whether medication could be prescribed to

          16       ease her distress.  The impact on her overall health of

          17       C. difficile was not assessed and not taken into

          18       account.  Indeed, occupational therapy and physio were

          19       still continuing to try and do rehabilitation with her,

          20       even when she was suffering from watery, foul-smelling

          21       diarrhoea.

          22           Infection control staff did not appear to attend the

          23       ward to monitor whether or not the patient was being

          24       cared for properly or to manage whether infection

          25       control procedures were in place appropriately.  The
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           1       records regarding C. difficile were not kept correctly

           2       or objectively.  The impression is the fact that

           3       Mrs Millen had C. difficile was an inconsequential issue

           4       for the nursing and medical staff, yet it should have

           5       been a very important issue and dealt with and managed

           6       for more appropriately.

           7           In conclusion, it is my opinion that the nursing

           8       care of C. difficile was poor and fell below an

           9       acceptable standard.

          10   Q.  I think one of the points you made last time is that,

          11       after the sample had been sent for analysis on

          12       31 January, Mrs Millen was moved to the day room?

          13   A.  Yes.

          14   Q.  If we turn to page 141 of the nursing records, we see

          15       the entry for 30 January at 1600 hours three or four

          16       lines down from the beginning of the entry:

          17           "Bowels remain loose, foul smelling.  Sample already

          18       sent for C. diff."

          19           Do you see that?

          20   A.  Yes.

          21   Q.  Then, towards the bottom, we see the entry beginning for

          22       31 January, and then, over the page, at 8 pm, there is

          23       a suggestion that Mrs Millen is very distressed, anxious

          24       re fellow patients' behaviour and she was removed from

          25       the room to the day space?
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           1   A.  Yes.

           2   Q.  She was concerned about returning to the four-bedded

           3       area to sleep.

           4           Two things: first of all, she was in a four-bedded

           5       area at this point in time when the sample had been

           6       sent?

           7   A.  Yes.

           8   Q.  The other point is that she seems to have been removed

           9       to the day space while awaiting the results of

          10       the sample.

          11           Have you any comments to make on that?

          12   A.  I think the point we also need to make is there is no

          13       suggestion that this four-bedded space was a cohort area

          14       of people that had already got C. diff.

          15           The suggestion is that her bed was in this

          16       four-bedded area and that she was becoming distressed

          17       about another patient and that she hadn't been -- even

          18       when this sample was being sent off and they were

          19       suspecting C. diff, they didn't act in accordance with

          20       their own policy, which was to isolate her whilst

          21       waiting for the test results.

          22   Q.  We have looked at the infection control card, if we

          23       could put that back on the screen, SPF01260001.  By now,

          24       we are looking at 5 February, after the results have

          25       been passed on to the ward:
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           1           "Informed by ward staff.  Was in shared bay with

           2       previously positive patients.  Patient now isolated in

           3       single room."

           4           That may suggest the isolation took place at about

           5       that time.

           6   A.  Yes.

           7   Q.  You mentioned cohorting.  It depends what is meant by

           8       "previously positive patients", of course.  Would it be

           9       appropriate to cohort a patient in a ward with

          10       previously positive patients?

          11   A.  Not patients that are currently being treated, no.  The

          12       reason I suggested that was that it -- you know, the --

          13       is that possibly, when she had her first bout of

          14       diarrhoea and they sent it off and they were suspecting

          15       C. diff, they didn't have a side room and so they

          16       cohorted her.  But I am not suggesting that that is what

          17       they did or that that would have been appropriate, but

          18       I was just trying to look at all angles of how she was

          19       in this four-bedded room, and I think that she was in

          20       the four-bedded room because that is where she happened

          21       to be with other patients.

          22   Q.  I think we discussed this on an earlier occasion, but

          23       clearly, as you have said, you seek to isolate a patient

          24       who has loose stools --

          25   A.  Yes.
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           1   Q.  -- in order to protect other patients from

           2       contamination?

           3   A.  Yes, you do.

           4   Q.  If isolation is not possible, for whatever reason, then

           5       is the next best thing to cohort such a patient with

           6       other patients with the same problem?

           7   A.  Yes, it is.

           8   Q.  Putting the matter around another way, looking to the

           9       entry we see in the infection control card, would it be

          10       appropriate for a non-infected patient to be put in

          11       a four-bedded room with patients who may have been

          12       previously infected?

          13   A.  No, it wouldn't.

          14   Q.  Why not?

          15   A.  Because they could easily get the infection,

          16       particularly if they are having antibiotics or have had

          17       antibiotics.

          18   Q.  If we go back to your summary on page 19 of this report,

          19       here you summarise the position in relation to

          20       Mrs Millen's management.  Can you just perhaps summarise

          21       for us what your conclusions are on pages 19 and 20?

          22   A.  Yes, certainly.

          23   Q.  You needn't read the whole conclusion, just perhaps

          24       a summary.

          25   A.  I think that we did establish with the help of
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           1       the Inquiry the dates that the doctors had actually

           2       written in the records, which I had mistakenly read as

           3       the 2nd.  So the summary, as we have identified through

           4       the Inquiry, is altered slightly, in that the doctors'

           5       notes record a diagnosis of C. difficile on 4 February.

           6       She became unwell with C. difficile around about the

           7       30th.  A sample was sent off.  There was no record of

           8       the sample, there was no record of it in the doctors'

           9       notes at that time and no record that she was isolated

          10       or that the symptoms were managed in accordance with the

          11       policy.

          12           The doctors note that she was C. diff positive on

          13       4 February and that she was then started on antibiotics.

          14       The infection control card records the diagnosis as

          15       being the 5th.  She clearly had bouts of foul-smelling,

          16       watery diarrhoea and abdominal pain, but we do not

          17       believe there is any information to show that she was

          18       being isolated or that the missing sample was being

          19       chased up.

          20           Reference to her C. difficile was made but once in

          21       the doctors' records and only made in passing regarding

          22       her bowel activity in the nurses' daily records.

          23           There were no assessments, no care plans, no stool

          24       charts, the fluid charts were extremely poorly

          25       completed.  The evidence around taking extra care
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           1       because of the complications of her C. difficile and the

           2       complications caused through her stroke of the potential

           3       for dehydration, her nausea and vomiting, poor gait and

           4       dizziness were not taken into account, and the effect

           5       that C. difficile would have on her pre-existing

           6       conditions didn't seem to be considered at all.

           7           She was allowed in the day room, as we have just

           8       discussed, and was kept in a four-bedded room until the

           9       diagnosis came through and was then moved, we

          10       understand, on the 4th or 5th.

          11           The evidence in the records suggests that the staff

          12       didn't follow their own policies and procedures in

          13       relation to pressure risk management and in relation to

          14       care planning assessment and in relation to infection

          15       control.

          16           So my overall opinion in respect of her nursing care

          17       of her C. difficile is that it was extremely poor.  The

          18       communications between the disciplines did not appear to

          19       exist regarding this particular diagnosis.

          20           I retract that she wasn't prescribed the correct

          21       antibiotic for four days.  We now know that the doctors

          22       actually prescribed on the day that they were informed

          23       that she had the diagnosis.

          24           The C. difficile appeared to me through the records

          25       to be a side issue.  Apart from having occasional
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           1       reference to her bowel activity in the records, it

           2       didn't appear to be a consideration for the nurses,

           3       either as a serious condition in itself or as

           4       a condition that would have a direct impact on her

           5       rehabilitation and her ability to be able to carry on

           6       her rehabilitation process.

           7           So, in conclusion, it is my opinion that the

           8       management of Mrs Millen's C. difficile was poor and

           9       fell below an acceptable standard.

          10   MR MACAULAY:  I want to move on to another report.

          11           I wonder if your Lordship would contemplate rising

          12       a bit earlier today?  There is a point I want to discuss

          13       with Mr Peoples in relation to the next case.

          14   LORD MACLEAN:  Yes.

          15   (11.15 am)

          16                         (A short break)

          17   (11.45 am)

          18   MR MACAULAY:  Mrs Phair, the next case I want you to look at

          19       is the case of Annie Shaw, I think another patient in

          20       respect of whom you have done a report.

          21   A.  Yes, it is.

          22   Q.  If we could look, please, at that report, have it on the

          23       screen, it is EXP00090001.  The Vale of Leven records

          24       are at GGC00510001.

          25           If we look to your report first of all, Mrs Phair
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           1       you take us to the medical history that you address on

           2       page 3.  Can you summarise Mrs Shaw's medical history

           3       for us?

           4   A.  Yes, Mrs Shaw admitted to the Vale of Leven Hospital on

           5       19 January 2008, originally with a history of diarrhoea

           6       for the previous ten days.  She also had dehydration,

           7       abdominal pain and decreased mobility.

           8           She had a past medical history of bipolar disorder

           9       and schizophrenia.  On admission, on this occasion, her

          10       stool was tested for C. difficile and it was negative

          11       and she was diagnosed on 24 January 2008 with ischaemic

          12       colitis.  Because of this she was transferred to the

          13       Royal Alexandra Hospital on that day for possible

          14       surgical intervention, but Mrs Shaw refused this.

          15           However, on 31 January, whilst in the Royal

          16       Alexandra Hospital, she went into atrial fibrillation

          17       and had a left-sided stroke, leaving her left-sided

          18       weakness and a swallowing difficulty.

          19           She was transferred back to the Vale of Leven

          20       Hospital to ward 6 on 8 February 2008 for

          21       rehabilitation.  It was whilst on ward 6 that she was

          22       diagnosed, on around 19 February, with C. difficile.

          23       Her condition deteriorated and she was transferred back

          24       to the Royal Alexandra Hospital on 19 February with

          25       a possible perforated colon and she was admitted to
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           1       intensive care.  However, the next day, sadly, she

           2       suffered a cardiac arrest and passed away.

           3   Q.  Looking then to the history, her initial admission to

           4       the Vale of Leven is on 19 January and, on admission,

           5       she had a history of diarrhoea for some days previously;

           6       is that right?

           7   A.  Yes.  She'd had a ten-day history, and it was diagnosed

           8       as being caused through ischaemic colitis.

           9   Q.  I don't think you have mentioned this at this point in

          10       your report: was she admitted to ward 6 at this time of

          11       this first admission?

          12   A.  I would have to refer to the notes.

          13   Q.  If we could perhaps approach that in this way --

          14   A.  Oh, yes, ward 6.  No, she was admitted to ward 6 on

          15       8 February.  I focused my report on -- as she had four

          16       episodes of care, I focused my report on the admission

          17       from 8 February.

          18   Q.  I understand that, because it was during that admission

          19       that she was found positive for C. diff?

          20   A.  Yes.

          21   Q.  If I can put the matter this way: if you look at the

          22       Vale of Leven records and turn to page 201, we have on

          23       the screen a report from the microbiology department.

          24       You will see that the specimen that this relates to of

          25       liquid faeces is collected on 19 January.  Do you see
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           1       that?

           2   A.  Yes.

           3   Q.  This is the one you mentioned in your report that was

           4       a negative result?

           5   A.  Yes.

           6   Q.  If we look towards the top right, we will see it is

           7       addressed to ward 6 --

           8   A.  Yes.

           9   Q.  -- which tends to suggest that was the ward she was in

          10       at that point in time.

          11   A.  Yes, it would.

          12   Q.  As you have indicated, after having been in the

          13       Vale of Leven for about nine days, she was transferred

          14       to the Royal Alexandra Hospital?

          15   A.  Yes.

          16   Q.  What was the basis for that?

          17   A.  The purpose of that was to assess her for possible

          18       surgical intervention because of the diagnosis of

          19       ischaemic colitis.

          20   Q.  Then you tell us that, while she was in the Royal

          21       Alexandra Hospital, she suffered a left-sided stroke?

          22   A.  Yes, she did, on 31 January.

          23   Q.  As you tell us, she was then transferred back to the

          24       Vale of Leven on 8 February?

          25   A.  Yes, for rehabilitation.
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           1   Q.  You say the reason for that was for rehabilitation?

           2   A.  Yes.

           3   Q.  Once again, she returned to ward 6?

           4   A.  Yes, she did.

           5   Q.  We will look at the detail of her management in

           6       a moment, but you tell us that she suffered a cardiac

           7       arrest on 20 February and she died?

           8   A.  After she'd been transferred back to the Royal Alexandra

           9       Hospital, yes.

          10   Q.  Looking then to the death certificate, which you will

          11       find at SPF00320001, we see at section 7 that the date

          12       of death is confirmed to be 20 February 2008 and at

          13       section 10 the cause of death is, at 1(a), septic shock,

          14       and fulminant colitis is the second.

          15   A.  Yes.

          16   Q.  Just to focus on the positive result -- and we will look

          17       at the management in a moment -- if you turn to page 193

          18       of the medical records, and if we can just enlarge that,

          19       please, we have on the screen a report from the

          20       microbiology department.  We will see this relates to

          21       a specimen that was collected on 18 February.  Do you

          22       see that?

          23   A.  Yes, at the --

          24   Q.  Received by the lab on the 19th, printed on the 20th,

          25       and here we see that the result is a positive result?
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           1   A.  Yes.

           2   Q.  Again, it is addressed to ward 6, where we know that she

           3       was?

           4   A.  Yes.

           5   Q.  Just putting this in its context, then, it appears that

           6       the diagnosis of C. diff was made very close to the date

           7       of death, on 20 February?

           8   A.  Yes.  But the sample was collected in the middle of

           9       the afternoon on the 18th.  So, clearly, C. diff was

          10       suspected the day before.

          11   Q.  Can we then just look at some of the nursing notes for

          12       the period of the second admission, then, the period

          13       from 8 February that you have addressed in your report.

          14       If you turn to page 4 of your report, the first entry

          15       that you have focused upon is the one for 1430 for

          16       8 February where you have noted that Mrs Shaw was

          17       transferred back to ward 6 from the Royal Alexandra

          18       Hospital?

          19   A.  Yes.

          20   Q.  We are given some information about what the position

          21       was in relation to MRSA; is that correct?

          22   A.  Yes.

          23   Q.  What was the situation there?

          24   A.  Well, the information in the records stated that

          25       Mrs Shaw was MRSA positive.
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           1   Q.  Had that been something that had developed in the Royal

           2       Alexandra Hospital?

           3   A.  Possibly, or it was found in the Royal Alexandra

           4       Hospital.  It doesn't mean that she actually contracted

           5       the bug in the hospital.  It might be that it was

           6       colonised in some area of her body and they were the

           7       ones that found it.

           8   Q.  Do we see from your extracts from the records that, even

           9       at this point in time, Mrs Shaw is suffering from loose

          10       stools?

          11   A.  Yes, in accordance with the nursing records, she is

          12       suffering from loose stools.

          13   Q.  Indeed, you have noted that a specimen was taken to be

          14       sent for C. diff analysis?

          15   A.  Yes.

          16   Q.  Moving on to the next entry, you make some reference to

          17       Cavilon being applied to the sacral area and that the

          18       right buttock was observed to look sore and it looks as

          19       though it might break.  Is that what you have recorded?

          20   A.  That is what was recorded in the nursing notes.

          21           Cavilon is a cream that is applied to the skin and

          22       acts as a barrier so that urine and faeces doesn't burn

          23       the skin, but the interesting note here is that the

          24       right buttock is to be observed because it appears sore,

          25       looking as though it might break.  This is definitely
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           1       suggesting that this was a grade 1 pressure ulcer, which

           2       is where the skin is red.  But this is the only entry

           3       that I find.  We don't know what happens to Mrs Shaw's

           4       bottom.

           5   Q.  If we go to the nursing records themselves, page 110,

           6       the entry that you focused upon I think we see towards

           7       the top of the page against the time -- it looks like

           8       6 o'clock or 6.30:

           9           "Cavilon applied to sacral area.  However, right

          10       buttock to be observed.  Small area looks as if it might

          11       break."

          12           Do you see that?

          13   A.  Yes.

          14   Q.  If we look towards the bottom of that same page, for

          15       9 February, can we see at 7.30 there is a further

          16       reference to the right buttock:

          17           "Small sacral break."

          18   A.  Yes.

          19   Q.  So there is now a break in the sacral area?

          20   A.  So now we have a grade 2 pressure ulcer.

          21   Q.  Moving back to your report on page 5, when you are still

          22       dealing with the extracts you have taken from the

          23       nursing records, you have noted that, on 9 February,

          24       there are no further loose stools?

          25   A.  Yes.
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           1   Q.  Then, on the 10th, there is some suggestion here that

           2       they were beginning to begin rehab for discharge home

           3       when able.  Do you see that?

           4   A.  Yes.

           5   Q.  Was there some consideration at this point in time that

           6       there was a possibility that Mrs Shaw may, in due

           7       course, be discharged home?

           8   A.  That was certainly what the records were indicating that

           9       the plan was.  Part of her rehabilitation plan was she

          10       should be able to go home when able.

          11   Q.  Do you note, at 1900 hours, that Mrs Shaw was

          12       incontinent of loose stools times 1 episode?

          13   A.  Yes.

          14   Q.  Then moving on to page 6 of your report, can I ask you

          15       this -- we are now moving into 13 February -- we noted

          16       that on 8 February a sample was obtained and sent for

          17       C. difficile analysis.  Can you recollect what happened

          18       to that?

          19   A.  There was no record of it in the nursing notes.

          20       I couldn't find any reference to it at all in the

          21       nursing or the medical notes.  I did find reference to

          22       it in the microbiology reports.

          23   Q.  Was it a negative result?

          24   A.  It was negative, but there was no reference to it in the

          25       nursing document or medical documentation.
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           1   Q.  If we turn to page 194 of the records, and if we could

           2       please enlarge that, we see that the specimen here was

           3       collected on 8 February, and that links in to the

           4       records?

           5   A.  Yes.

           6   Q.  It was received by the lab on 11 February, that is three

           7       days later, and we see that it is a negative result.

           8   A.  Yes.

           9   Q.  Again, it is addressed to ward 6 in the top right.  But

          10       you say there is no mention of that in --

          11   A.  I couldn't find any mention of it in either the nursing

          12       or the medical -- or the doctors' records.

          13   Q.  If you could look at the infection control card, which

          14       we find at SPF00730001, we are looking at the card for

          15       Mrs Shaw and we can see that the date positive is said

          16       to be 19 February 2008.  We will see that later.  But it

          17       would appear there is no mention here of the results we

          18       have been talking about, the negative result?

          19   A.  No.

          20   Q.  Going back then to your extracts from the nursing

          21       records, if you go back to page 6, by 14 February the

          22       note that's been made is "Mood is bright.  No episodes

          23       of any diarrhoea.  Intravenous fluids run.  Patient seen

          24       by physio."

          25           What appears to be the picture by this stage in
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           1       Mrs Shaw's management?

           2   A.  Well, it seems that she's -- by the fact that it says

           3       "mood bright", that would suggest to me that she was

           4       recovering well -- whether that was accurate or not

           5       I don't know -- and that she'd had no episodes of

           6       diarrhoea on that day.  It says "No episodes of any

           7       diarrhoea" just on that day, but she was still having

           8       intravenous fluids, suggesting that she's not able to

           9       take enough oral fluids herself and that, again,

          10       physiotherapy is starting to enable her to be able to

          11       get back home.

          12           She was having recurring loose bowels and diarrhoea,

          13       which probably was because -- possibly because of her

          14       colitis, but I could find no record of how this was

          15       being recorded in a systematic way.  I couldn't find any

          16       record of her bowel activity, as in a bowel activity

          17       chart, to see how frequently she was having her bowels

          18       open.  So the only references are as they state in the

          19       evaluation sheets.

          20   Q.  I think -- I can't remember if I took this from you or

          21       not -- at the time of her death, Mrs Shaw was 68, so she

          22       wasn't --

          23   A.  She wasn't old, no.

          24   Q.  -- old, like some of the patients we have been looking

          25       at.  You then note that, by the 18th, the nursing staff
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           1       are encouraging oral fluids, and then there is a note:

           2           "Patient refusing diet, taking fluids in good

           3       amounts."

           4           And she is pyrexial.  Then we do see there are some

           5       further loose stools and this is when further samples

           6       are sent for C. difficile testing.

           7   A.  Yes.

           8   Q.  Has the picture changed somewhat from the entries we

           9       have seen on the 14th to the 18th?

          10   A.  Well, she's -- if we are just to take the limited

          11       information that we have available, it would suggest

          12       that she deteriorated between the 14th and the 18th.

          13           I think the other point to note here is that we have

          14       a reference that the catheter output is minimal to

          15       observe.  We don't know whether or not she's still got

          16       her drip at this stage.  We don't know whether she's

          17       drinking.  It says that she's taking fluids in good

          18       amounts, but we're not quite sure what that means.

          19           The other concern is that, actually, I wasn't aware,

          20       really, until this point, that she'd got a catheter, and

          21       in terms of her rehabilitation and in terms of her going

          22       home, we didn't know what was happening in terms of

          23       assisting her to become continent again or looking at

          24       how her continence was going to be managed.

          25           So more information sort of appears on this day, but
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           1       it does suggest particularly that her urine output is

           2       poor, she's got a temperature, "Patient pyrexial", and

           3       that she's vomited, that she has deteriorated.  But what

           4       happened between the 14th and 18th, I don't know.

           5   Q.  The reason that you don't know that is what?

           6   A.  Is because, to the best of my knowledge, there was no

           7       records because I haven't extracted anything.

           8   Q.  Can we look at the records then?

           9   A.  That would be helpful, to confirm that --

          10   Q.  If we look at page 112 of the records, we see the entry

          11       on the 14th, towards the bottom of the page, where

          12       Mrs Shaw has "slept throughout the night, settled

          13       morning, mood bright and chatty, and no episodes of any

          14       diarrhoea".

          15           That is what you have extracted information from?

          16   A.  Yes.

          17   Q.  If you turn over the page to page 113, which at least --

          18   A.  Then it is the 18th.

          19   Q.  We move to the 18th, as you did in your report.

          20   A.  Yes.

          21   Q.  There don't appear to be any entries between the 14th

          22       and the 18th.

          23   A.  No.

          24   Q.  It may, of course, be that there is a page missing from

          25       the records?
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           1   A.  Possibly.

           2   Q.  Looking to the patient -- let's look at it in two ways.

           3       There may be a missing page.  If there isn't a missing

           4       page and this truly sets out the nursing assessment of

           5       this patient, would it be appropriate to have that

           6       number of days in relation to which there has been no

           7       assessment?

           8   A.  No.  Given that there is no information anywhere else,

           9       if this, as it says on the top of the form, it is an

          10       evaluation sheet.  If this is an evaluation of care

          11       plans, then it could be accepted that there is not an

          12       entry every day, but as this is being used as really the

          13       only place where information is being recorded, it is

          14       not acceptable, no.

          15   Q.  I think there is at least one medical record, if you

          16       turn to page 124, for 15 February.  Between the 14th and

          17       the 18th there is a medical ward round entry.  It looks

          18       like "Ischaemic colitis.  Not for surgical treatment",

          19       I think that means.

          20   A.  Yes.

          21   Q.  So there is some medical intervention, but we don't know

          22       what is happening on the nursing front?

          23   A.  No, and that reads to me as being just a summary of past

          24       medical history of Mrs Shaw and the fact that she had

          25       been treated for a chest infection.  There are no
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           1       complaints currently.  So that could be suggesting that,

           2       you know, there aren't any difficulties.

           3   Q.  Then going back to your report, Mrs Phair, we had looked

           4       at the entry for the 18th and noted that a sample was

           5       sent for C. difficile testing.  We have already looked

           6       at the microbiological report which confirms that, and,

           7       indeed, indicated that it was a positive result.  If you

           8       look at the next extract you have taken from the

           9       records, you have noted that there are soft formed

          10       stools and then the reference:

          11           "Microbiology contacted.  Patient C. difficile

          12       positive ..."

          13           That is at 12.15.  Do you see that?

          14   A.  Yes.

          15   Q.  And "Loose stools" also?

          16   A.  Yes.

          17   Q.  If we just finish off with the nursing records, on the

          18       19th --

          19   A.  Sorry, Mr MacAulay, if I could just point something out

          20       to you.  You have pointed out the doctors' record here

          21       of 15/2.  I think, again, it is just a useful

          22       observation to make that the last entry for the doctor

          23       there on 15/2 is "C/W [continue with] mobilisation".

          24       But, as you can see from the nursing notes as per my

          25       extract is showing, on the 14th, Mrs Shaw still has
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           1       intravenous fluids running.  That is the medical notes.

           2   Q.  Can we go back to page 6 of the report?

           3   A.  So page 6 of the report is still showing and, on 14/2,

           4       my extract indicates -- that's the medical.  If we go

           5       back to the nursing.

           6   Q.  So page 112?

           7   A.  Yes.

           8   Q.  It is the entry at the bottom?

           9   A.  Yes.

          10   Q.  What is the point you are making?

          11   A.  The point I am making is she is still having IV fluids.

          12       I wanted to illustrate the incongruity of what is

          13       happening here: we have a lady who has had a stroke, she

          14       has a left-sided weakness, she is still having to have

          15       intravenous fluids, so that means she has a needle and

          16       a tube and a drip stand, and yet the doctors are saying

          17       "Continue with mobilisation".

          18           It is not making sense to me how, in

          19       a rehabilitation setting, someone is actively and

          20       positively supposed to be undertaking rehabilitation

          21       when they have to walk around with a drip stand, given

          22       that they have a left-sided weakness.

          23   Q.  I see the point.  Of course, what we don't know between

          24       the 14th, when we saw -- there is the reference to the

          25       intravenous fluids, and the 15th, when the doctors are
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           1       suggesting mobilisation, what is happening on the

           2       nursing front because we don't have a record.

           3   A.  No, we don't.  If the doctor was discontinuing the

           4       fluids, then I certainly didn't see any reference to

           5       that in the medical notes, and, as you say, we don't

           6       know if a page is missing from the nursing notes.

           7   Q.  There are two alternatives: there is either a page

           8       missing or the notes weren't made at all.  These are the

           9       options?

          10   A.  Yes.

          11   Q.  Moving on then to page 7 of your report, we are still

          12       with the 19th, you have taken some extracts from the

          13       nursing records.  The first extract you take at 12.35,

          14       what is the picture you are getting there now at this

          15       point in time?

          16   A.  The picture is that this lady is becoming very poorly

          17       and, I would suggest, is going into shock.  That is

          18       presenting as a very serious picture.  Very clammy,

          19       sweating profusely and that she had a blood sugar of 13,

          20       so that was going up.  The output from her catheter was

          21       very poor, indicating that her kidneys are not

          22       functioning properly, which could be because she's going

          23       into shock, it could be because she's very severely

          24       dehydrated.  So the picture is that she's becoming very

          25       unwell.
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           1   Q.  Can we note, on the previous page, shortly before that,

           2       the previous entry at 12.15, before the entry we are

           3       looking at, 12.35, that Mrs Shaw has got "loose stools +

           4       + +"?

           5   A.  Yes.

           6   Q.  Then the final extract you have taken from the records

           7       very shortly before Mrs Shaw died, what do you say

           8       there?

           9   A.  Well, at quarter to 7 in the evening, this is where the

          10       record indicates -- so at 12.35, when the other record

          11       was made, the picture is painted that she is becoming

          12       very seriously unwell and is, in my opinion, going into

          13       shock for some reason.

          14           The next entry is at quarter to 7, when the oncall

          15       doctor comes back and requests an abdominal and chest

          16       X-ray, and this is where blood tests are taken and the

          17       decision is made that she is seriously ill and needs to

          18       be transferred to the Royal Alexandra Hospital.

          19   Q.  We do note that the extract you have taken is to start

          20       a stool chart and that is mentioned in the nursing

          21       notes?

          22   A.  Yes, it says to start a stool chart, yes.

          23   Q.  If we go to the medical notes on page 125, can we see

          24       the note that was presumably made by the SHO who has

          25       been on call for 19 February, and towards the bottom,
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           1       under reference to the plan, can we see that stool chart

           2       is part of the plan instructed by the doctor?

           3   A.  Yes.

           4   Q.  Does that then link in to what has been fed into the

           5       nursing notes?

           6   A.  To the nurses, yes.

           7   Q.  So that was an instruction that appears to have come

           8       from the doctor on call?

           9   A.  Yes.

          10   Q.  Does that then imply that there had not been a stool

          11       chart prior to the 19th?

          12   A.  It implies that, and I couldn't find one.

          13   Q.  Should there have been a stool chart before 19 February?

          14   A.  Yes, there should, both in terms of -- from when they

          15       were questioning the possibility of C. difficile from

          16       the 18th, but also previously to that because of her

          17       continued diarrhoea.

          18   Q.  I think you said a moment ago that, because of her

          19       condition, Mrs Shaw was transferred to the Royal

          20       Alexandra Hospital, but she died there on 20 February,

          21       the next day?

          22   A.  The next day, yes.

          23   Q.  If we then look very briefly at some of the extracts you

          24       have taken from the medical notes, the doctors' notes,

          25       and turn to page 8 of your report, can we see that on
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           1       11 February, the second entry you have for 11 February,

           2       you have noted some reference to "dietician review"; is

           3       that correct?

           4   A.  Yes.

           5   Q.  What was the position now?

           6   A.  The dietician -- this was a note written by the

           7       dietician, that there had been a phone call from the

           8       dietician at the Royal Alexandra Hospital regarding the

           9       internal feeding regime.  But she reports that the staff

          10       nurse confirmed she is eating and drinking so the

          11       dietician requested two days of a food chart to assess

          12       the intake and it was recorded that the nurses were

          13       unable to weigh Mrs Shaw as she was not weight bearing.

          14           A food chart is literally a chart whereby you record

          15       everything that someone eats and drinks for two days so

          16       that the dietician can then have that information as

          17       objective information to see what the dietician would

          18       then need to do to enhance her food intake.

          19   Q.  Did you see food charts then, as instructed in --

          20   A.  No, I saw no food charts at all.  I saw no -- I couldn't

          21       find any information in any shape or form about what

          22       Mrs Shaw had been eating.

          23           With regard to Mrs Shaw being unable to be weighed

          24       as she was not weight bearing, I was rather shocked at

          25       this, seeing as I would have expected a rehabilitation
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           1       ward to have scales that are suitable to be used by

           2       people who can't weight bear, because I am quite sure

           3       Mrs Shaw wasn't the first person, and won't be the last

           4       person, that that ward has had who can't stand.

           5           If I could just draw your attention again to

           6       something else that was on that page of the doctors'

           7       notes on 8 February, again, it may be to do with timing

           8       of entries, but at 1530 the doctor reported that the

           9       diarrhoea had stopped.  This was on 8 February on

          10       page 122 of the medical records.

          11   Q.  I see your extract at the top of the page, 1530.

          12   A.  Yes.

          13   Q.  What is the point you are making?

          14   A.  The point I am making is that in the nurses' records it

          15       actually said the diarrhoea was continuing.

          16   Q.  So there is a contradiction there?

          17   A.  Yes.

          18   Q.  If we turn to page 9 of your report, on the 12th -- this

          19       perhaps reflects what was also seen in the nursing

          20       notes -- it has been recorded that Annie appeared quite

          21       bright in mood, despite her ongoing physical ill-health?

          22   A.  Yes.  That report was written by the community

          23       psychiatric nurse who I understand came in to visit

          24       Mrs Shaw.

          25   Q.  On the 15th, there is a note making reference to the
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           1       ischaemic colitis.  That's the note I think we already

           2       noted in the medical records.  That appears where we

           3       don't see any nursing records.

           4   A.  Yes, this is, I think, just the summary of what the

           5       doctors have identified as being her medical history,

           6       her recent medical history.

           7   Q.  If we turn to the last couple of notes, extracts you

           8       have taken from the medical records, on page 10 of your

           9       report, we will perhaps look at the three entries.  Two

          10       are for the 19th.

          11           The first makes reference to being "pale,

          12       responsive, rolling eyes to ceiling.  Empty rectum,

          13       green watery diarrhoea"; do we see that?

          14   A.  Yes.

          15   Q.  The plan is to discuss with Dr Carmichael.  Then the

          16       entry by the SHO, when he or she was asked to see the

          17       patient, and the impression is that Mrs Shaw was septic,

          18       secondary to C. difficile?

          19   A.  Yes.

          20   Q.  What does that mean?  Can you explain that?

          21   A.  That means that she had -- that the impression was that

          22       she had an overall infection, a systemic infection

          23       throughout her body and that she was in shock and that

          24       that was the presentation and it was being caused by the

          25       C. difficile.  That was the impression of the doctor.
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           1   Q.  Then we have an entry at 1921 in the medical records

           2       that there has been a discussion with the microbiologist

           3       and there is reference to vancomycin intravenous, to

           4       avoid Metronidazole; that Mrs Shaw has a distended

           5       colon; the patient was spoken to and she was now

           6       agreeable to surgery, if necessary?

           7   A.  Yes.

           8   Q.  I think earlier on we saw she may not have been

           9       agreeable to surgery?

          10   A.  That was in relation to her ischaemic colitis, in

          11       relation to the pre-existing condition.  She had decided

          12       she didn't want surgery for that.

          13   Q.  So this is something different?

          14   A.  But considering surgery when the impression that the

          15       doctors had was that her condition was possibly due to

          16       the C. difficile causing severe problems with her colon,

          17       that such an operation would be life-saving if it was to

          18       be successful.

          19   Q.  Do you know if the operation took place or if Mrs Shaw

          20       died before --

          21   A.  I don't know.

          22   Q.  If you turn to page 128 in the medical records, just to

          23       focus on this discussion with the microbiologist, can we

          24       see what has been written here is "Discuss with

          25       microbiologist" and we see the name Dr Bagrade has been
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           1       inserted?

           2   A.  Yes.

           3   Q.  I think we know Dr Bagrade was a microbiologist based in

           4       the Royal Alexandra Hospital?

           5   A.  Right.

           6   Q.  The final entry I think you have in relation to the

           7       medical records is the transfer letter; is that right?

           8       Is that on page 11 of your report?

           9   A.  Yes.

          10   Q.  Perhaps you could read out what was being communicated

          11       from the Vale of Leven to the Royal Alexandra Hospital?

          12   A.  It was a letter sent to the medical SHO, that's senior

          13       house officer:

          14           "Thank you for accepting this lady who was recently

          15       treated at the RAH for ischaemic colitis.  She has

          16       refused surgery before, tried under medics.  Was

          17       transferred back to us for rehab and became very, very

          18       unwell yesterday in diarrhoea.  C. difficile positive

          19       reported today.  She is currently septic in CRP490."

          20           Which is a very high indicator of severe infection:

          21           "Also in AF."

          22           I think the "R" was a mistake:

          23           "Creatinine is 196 this morning and has not passed

          24       any urine all afternoon."

          25           That is a measure that indicates her kidneys are in
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           1       serious difficulties:

           2           "Has had 5x500ml of [potassium] stat and catheter

           3       changed.  Is currently anaemic and septic for transfer

           4       to RAH.  She is agreeing to surgical intervention if

           5       need be.  Discussed with microbiologist: add vancomycin

           6       and Meropenem."

           7           I'm not sure if that is correct.

           8   Q.  If we see what happened in the Royal Alexandra Hospital

           9       and turn to the records for Royal Alexandra, which is

          10       GGC00500001, and if we turn to page 143, can you see,

          11       for the 20th, the entry relating to the transfer from

          12       the Vale of Leven?  Do you see that?

          13   A.  Yes.

          14   Q.  There's mention of the C. difficile infection in that

          15       entry?

          16   A.  Yes.

          17   Q.  We see there are a number of nursing entries thereafter,

          18       but moving on to page 146, can you see that there was

          19       a review by the doctors and, following extensive

          20       discussion with family in attendance at 9.30/9.45,

          21       a decision was made to manage Mrs Shaw's condition

          22       conservatively?

          23   A.  Yes.

          24   Q.  It seems that in the Royal Alexandra Hospital Mrs Shaw

          25       deteriorated and died without having had the operation
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           1       that may have been planned?

           2   A.  Yes, it appears that way.

           3   Q.  If you go back to page 145, can we see at 7.15 that the

           4       doctor has noted:

           5           "Arrived on duty.  Arrest call in progress.  Team

           6       arriving.  2 nurses deployed to assist team.  CPR in

           7       progress."

           8           On the face of it, it appears that Mrs Shaw has had

           9       a cardiac arrest?

          10   A.  Yes, in the morning.

          11   Q.  And they are seeking to resuscitate her?

          12   A.  Yes.

          13   Q.  Can I then move on in your report, Mrs Phair, and turn

          14       to page 12?  The first section there, you deal with

          15       fluid balance charts.  Perhaps you can tell the Inquiry

          16       what your conclusions were, having examined the

          17       Vale of Leven records?

          18   A.  Yes.  From the day that she was admitted, on 8 February,

          19       there was a chart present for every day except 15/2 and

          20       19/2.  So there were charts there for the first eight

          21       days.  However, the charts were completed erratically

          22       and show that her fluid intake was extremely poor.

          23           If staff had offered her fluids and she had refused,

          24       it was not recorded on any chart, and only one chart had

          25       the total amount added up for a 24-hour period.  Some
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           1       charts suggested she had only 500ml of fluid in

           2       24 hours, while other charts suggested she had no oral

           3       fluids at all.

           4   Q.  If we look at a few of these -- I think we know what

           5       these look like now -- if we turn to page 3 of

           6       the Vale of Leven records, GGC00510003, here we have

           7       a fluid balance chart for 19 February, which is,

           8       I think, the last day that Mrs Shaw was in the

           9       Vale of Leven Hospital.

          10   A.  Yes.

          11   Q.  Is this of any assistance from the perspective of

          12       assessing her fluid balance?

          13   A.  Well, it is of no assistance at all in terms of

          14       establishing what her fluid intake was or, indeed, what

          15       her output was.  We know from the doctors' records, and,

          16       indeed, from the nursing records for some days before,

          17       that they were saying the catheter bag didn't have much

          18       fluid in it, that there appeared to be no output.

          19           But what would not be able to be established is

          20       whether there is no output because she is having fluids

          21       but her kidneys are failing or whether she is not

          22       having -- not passing any urine because she's not taking

          23       any fluids.

          24   Q.  We know that on this particular day she was transferred

          25       to the Royal Alexandra Hospital.  Might that impact upon
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           1       the assessment of fluid balance in the Vale of Leven?

           2   A.  It shouldn't have impacted, because we know that she

           3       wasn't transferred until that evening.  So, at the very

           4       least, this chart should have been filled out for the

           5       majority of the day.

           6           We also can see by the top of the chart that she was

           7       prescribed intravenous fluids.  At line 1 it identifies

           8       the intravenous fluids, and we can see in the

           9       intravenous intake chart how much she had.  But

          10       according to this chart, she had absolutely no oral

          11       fluids whatsoever.

          12   Q.  In relation to her physical condition at this point in

          13       time, what was that like?

          14   A.  For her, I would imagine she might well have not wanted

          15       to drink, but sips of fluids, small amounts of fluids,

          16       efforts should have been made.  I mean, I can't

          17       imagine -- she must have been extremely distressed, very

          18       uncomfortable, very, very poorly.

          19           According to this chart, she wasn't offered fluids,

          20       but she might have been offered fluids that were then

          21       not recorded.

          22   Q.  But she was very unwell at this point in time?

          23   A.  Very, very unwell.

          24   Q.  If we look at the previous page, from the 17th to the

          25       18th, I think we find that, on page 6, there are a few
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           1       entries here, four on intake and one for output.  What

           2       about this as a fluid balance chart?

           3   A.  Again, this is extremely poor.  We can see that the

           4       chart shows that she had 500ml of fluid in a 24-hour

           5       period.  If you think that the average drink that we

           6       have, a cup of tea that we have, is 200ml, and you might

           7       have six to eight in a day, plus other fluids, that is

           8       when one is fit and well, you are looking at 1600ml to

           9       1800ml of fluid that one just has normally, and this

          10       amount of fluid is extremely poor.

          11           There were no totals at the bottom, so we don't know

          12       what was going in and what was going out over the

          13       24 hours.  We don't know whether she was offered fluids

          14       and refused them and we don't know whether or not she

          15       had any other fluid loss perhaps through diarrhoea.

          16   Q.  As a fluid balance chart, is this of any assistance?

          17   A.  No.

          18   Q.  I think, if you go to the medical records, the nursing

          19       records, at about this time, at page 114, there seems to

          20       be -- there is an entry for the 19th at 12.35.  It is

          21       the last two or three lines of that entry.  There is

          22       reference to "catheter very poor".  Does that read "for

          23       hourly volumes"?

          24   A.  Sorry, I am trying to find where you are referring to.

          25   Q.  It is the last three lines I am interested in of this
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           1       entry at the top of the page.  It is not very clear, but

           2       it looks like:

           3           "Output from catheter very poor.  [Something] bag in

           4       situ for hourly volumes."

           5           What does that --

           6   A.  "Urometer bag in situ" --

           7   Q.  What does that mean, the reference to hourly volumes in

           8       particular?  What --

           9   A.  It is a device to measure how much goes through per

          10       hour --

          11   Q.  Yes.

          12   A.  -- so it should be measuring it and that should be put

          13       on a chart.

          14   Q.  Is there any evidence that any measurements were being

          15       made?

          16   A.  None.  That was at lunchtime.  We know that Mrs Shaw

          17       wasn't transferred until the evening, so one would have

          18       expected to see that information recorded at least for

          19       six hours, because we know she was there for another six

          20       hours.

          21   Q.  Perhaps look at one further chart, the one for 16 to

          22       17 February.  That is on page 7 of the records.  Here,

          23       again, we have a chart where there are some entries on

          24       the intake side but nothing on the output.  As a fluid

          25       balance assessment, is this of any value to --
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           1   A.  No, it is none whatsoever and it is extremely poor

           2       record keeping.

           3   Q.  In relation to stool charts, which is the next point you

           4       mention, we have seen that the doctor had instructed,

           5       I think, a stool chart, and we can perhaps just go back

           6       to that entry.  That was on the 19th.

           7           Look at page 125 of the records.  I think we noted

           8       the entry towards the bottom of the page under reference

           9       to the plan, that there was to be a stool chart

          10       commenced.  Do you see that?

          11   A.  Yes.

          12   Q.  I think that did happen, if you turn to page 20 of

          13       the records.  As you say in your report, there was

          14       a stool chart for 19 February and there are three

          15       entries there.  Do you see that?

          16   A.  Yes.

          17   Q.  Insofar as it goes, is this adequate?

          18   A.  No, it is not adequate at all, because the terms are

          19       very subjective: small, loose stool.  We don't know what

          20       that means.  So using something like -- well, using the

          21       Bristol stool chart whereby the type of stool can be

          22       graded, and also, because of Mrs Shaw's history of

          23       diarrhoea, because of her ischaemic colitis, she had

          24       a history of diarrhoea and loose stools, so it was

          25       important to be monitoring whether the stools changed in
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           1       colour, odour, texture, et cetera, because, because she

           2       had an unusual bowel anyway, it was even more important

           3       to be monitoring her bowel activity, and this chart was,

           4       I think, pointless.  It served no purpose, apart from

           5       showing that she had her bowels opened on three

           6       occasions on that day.

           7   Q.  I think you have already discussed with us on a previous

           8       occasion how one could use the Bristol stool chart to

           9       get a more objective picture of loose stools.  If they

          10       didn't have that tool available to them in the

          11       Vale of Leven, if that is the position, and you

          12       therefore didn't have that as a tool, would this be

          13       adequate?

          14   A.  I don't -- if it is all they have got, I would have

          15       expected to have a descriptor that included odour and

          16       whether it was -- colour.  The first one says "brown",

          17       but I would expect the descriptor to be better.

          18   Q.  In any event, it appears at least that the nurses have

          19       responded to the instruction from the doctor?

          20   A.  They have followed the instruction, yes.

          21   Q.  Should a stool chart have been commenced much sooner

          22       than this?

          23   A.  Yes.  In my opinion, it should have been commenced when

          24       she returned because of her abnormal bowel activity.

          25   Q.  I think we have seen, looking to the records, that she
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           1       had loose stools over a period of time after her

           2       readmission?

           3   A.  Yes, she did.

           4   Q.  You then deal with care plans in your report.  If

           5       I could ask you to look, please, at page 93 of

           6       the records, we are looking at what bears to be

           7       a multiproblem care plan, and the first entry we have

           8       against the 19th is "? C. diff, sepsis, low potassium

           9       and raised temperature".

          10           Can you give us your observations on this care plan?

          11   A.  Yes.  I'm just trying to confirm in my mind, this was

          12       the care plan that was written when she was in the

          13       Vale of Leven the first time, so this is a care plan

          14       that contains a fair amount of information.

          15   Q.  I think we have seen that, before her transfer to the

          16       Royal Alexandra Hospital, there was at least the

          17       suspicion of C. diff when a sample was taken and proved

          18       to be negative, as it turned out?

          19   A.  Yes, that's right.  So this care plan does include

          20       a fair amount of information around what the nurses

          21       should be doing.

          22           It doesn't include information about managing

          23       possible complications, but it does include the

          24       important information regarding sending a stool sample.

          25       I'm not quite sure what referring to OT and referring
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           1       for physiotherapy has to do with C. difficile, but it

           2       contains some information.

           3   Q.  We can see then that, looking to the dates, there is

           4       also a date inserted for 8 February, "MRSA screen.

           5       Physio.  OT."

           6   A.  Yes.

           7   Q.  That relates to her readmission, it would appear?

           8   A.  Yes, it appears so.

           9   Q.  Any views on this approach?

          10   A.  I mean, what it appears to be is that they found the old

          11       care plan that was -- and have tagged on some

          12       information on the bottom, which is not helpful, because

          13       there is no -- the way the care plan has been written,

          14       this has been written as a check list of things that had

          15       to be done, so we don't know what they were going to be

          16       doing.  A care plan is a prescription of care.  So on

          17       8 February, where they identified that they were sending

          18       off a stool sample for C. diff, there is no care plan.

          19       It is just a list of -- that was something that they

          20       did, and there is nothing to suggest that they then were

          21       going to be either reinstating other things that were

          22       listed under the intervention --

          23   Q.  Podiatry, which we see on the 16th, is that anything to

          24       do with the problems that seem to have been identified?

          25   A.  Not that I'm aware of.  I'm not sure how the care of
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           1       your feet fits with C. difficile.

           2   Q.  When Mrs Shaw was readmitted to the Vale of Leven on

           3       8 February, should there have been new care planning put

           4       in place?

           5   A.  Yes, there should, because she went to the Royal

           6       Alexandra with a diagnosis.  She went there because of

           7       possible surgical intervention for a colitis.  Sadly,

           8       she came back having had a stroke.

           9   Q.  Indeed.

          10   A.  So she came back to the Vale of Leven effectively with

          11       additional new and very different problems to the ones

          12       that she left with.  So there should have been a new

          13       assessment, because her abilities were very different,

          14       and her needs were very different.

          15   Q.  Did you see in the records any such care planning?

          16   A.  No, I didn't see any.

          17   Q.  If we move on to the second page of this document,

          18       page 94, this is for 24 January, which is, I think, at

          19       the earlier period, there is also a problem for Crohn's

          20       disease, or is it question mark Crohn's disease?

          21   A.  Yes.

          22   Q.  What about this as a plan of care?

          23   A.  Well, again, it says the goal is to relieve

          24       inflammation, and it is a very -- it is a rudimentary

          25       care plan.  It is very medical model focused, it talks
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           1       about IVs, "Refer for surgical opinion".

           2           Referral for a surgical opinion is not a nursing

           3       intervention, that is something the doctors would do, so

           4       I would be looking at a care plan that is actually

           5       looking at managing the Crohn's disease, managing her

           6       diarrhoea, managing the risks caused through chronic

           7       diarrhoea, managing the abdominal pain -- because my

           8       understanding is Crohn's disease is a very painful

           9       condition -- managing her nutrition and diet, so perhaps

          10       getting in the dietician.

          11           So that is what I would expect to see on a nursing

          12       care plan around Crohn's disease.

          13   Q.  If what we have seen is what we have in relation to care

          14       planning, then what observations can you make in

          15       relation to which care was being planned for this lady

          16       in the Vale of Leven at the time of her second

          17       admission?

          18   A.  Well, there is no information to tell me what care was

          19       being planned at all.  It just appeared from the

          20       evaluation records that it was rumbling along.  There

          21       didn't seem to be any plan of how to take her through

          22       the rehabilitation pathway that she was there for or to

          23       manage any complications either of a stroke or to

          24       anticipate her needs and so prevent complications from

          25       coming along either of her stroke or of her chronic
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           1       diarrhoea.

           2   Q.  Moving on then to page 15 of your report, Mrs Phair,

           3       where you are looking at the assessment and reviewing of

           4       the patient's needs, and you say:

           5           "There is little information to demonstrate that her

           6       needs were assessed when she was readmitted on

           7       8 February."

           8           You go on to say:

           9           "Although it is understandable that they knew

          10       Mrs Shaw from the previous admission, she came back to

          11       the Vale of Leven with a very different set of needs and

          12       this is not reflected at all in the assessments."

          13           You think that is very poor assessment?

          14   A.  I do.  I think it is extremely poor.

          15   Q.  If we look at some of the documentation that we have, if

          16       you turn to page 107 of the records, we have seen this

          17       sort of document before.  It is headed "Patient nursing

          18       summary" and it begins by saying:

          19           "Transferred from ward 6.  Date of admission:

          20       8 February."

          21           If you turn to the next page, the date is

          22       19 February.  Can you clarify, is this for the

          23       Vale of Leven or not?  Do you know?  This is to transfer

          24       the patient from the Vale of Leven to the Royal

          25       Alexandra Hospital?
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           1   A.  On 6 February?

           2   Q.  No, I think if you turn to page 108 --

           3   A.  On 8 February, she went -- she came back, didn't she --

           4   Q.  She came back on the 8th, which is the admission date --

           5   A.  -- from the Royal Alexandra to the Vale of Leven --

           6   Q.  -- from the Royal Alexandra Hospital.

           7           I'll take it.  If you look at page 104 of

           8       the summary, we know, as we have seen, that the date of

           9       admission to the Vale of Leven on transfer was

          10       8 February; do you see that?

          11   A.  Yes.

          12   Q.  Can we just get the form back, please?  Page 107.  We

          13       see that as the admission date.  Then we move over to

          14       page 108.  We see the date, 19 February.

          15           Does this bear to be a document that has been

          16       prepared in relation to the transfer of Mrs Shaw from

          17       ward 6 of the Vale of Leven to the Royal Alexandra

          18       Hospital?

          19   A.  Having looked at the dates, yes, that is what this form,

          20       I assume, was for.  It is the form that was done when

          21       she was being transferred to the Royal Alexandra when

          22       she was very seriously ill.

          23   Q.  So this doesn't bear upon her assessment on admission to

          24       the Vale of Leven on the 8th?

          25   A.  No, I think that this was done for her transfer when she
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           1       was seriously ill to the Royal Alexandra, but on the

           2       first side of the paper I think it is supposed to say

           3       where it is going to, if I remember rightly.

           4   Q.  Could you repeat that, please?

           5   A.  If we could go to the first page.

           6   Q.  Page 107?

           7   A.  Yes.  No, it doesn't say where the person is coming

           8       from.

           9   Q.  But I think we can infer, since it is dated the 19th --

          10   A.  Yes.

          11   Q.  -- that it is for the purposes of transfer to the Royal

          12       Alexandra Hospital?

          13   A.  Yes.

          14   Q.  So it doesn't relate to admission?

          15   A.  No, it relates to leaving the Vale of Leven and going to

          16       the Royal Alexandra.

          17   Q.  The other document I want you to look at, then, just to

          18       clarify the position, is page 90 of the records.  Here

          19       we have an activity of daily living assessment prior to

          20       presenting complaint for ward 6, and dated 19 January.

          21       This relates to the earlier admission; is that right?

          22   A.  Yes, this is --

          23   Q.  Before the first transfer?

          24   A.  Yes.

          25   Q.  Can we see that this document, in the main, has been
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           1       completed, subject to one or two exceptions that I will

           2       touch upon in a moment?

           3   A.  Yes, it has.

           4   Q.  The "Nutritional state" section hasn't been completed;

           5       is that right?

           6   A.  That's right.

           7   Q.  Similarly, the two boxes on the bottom right don't

           8       appear to have been completed here?

           9   A.  "Pain" and "Sleep" have not been completed.

          10   Q.  Did you find such an assessment on Mrs Shaw's

          11       readmission on the 8th?

          12   A.  No, I didn't.

          13   Q.  Should such a reassessment have been carried out?

          14   A.  Yes, because she was returning with very different

          15       problems and very different needs.

          16   Q.  Is there any documentation in the records to tell you

          17       that Mrs Shaw's needs were reassessed on a readmission

          18       on 8 February to the Vale of Leven?

          19   A.  I couldn't find any, no.

          20   Q.  Can we then look at pressure risk management, which is

          21       the next section of your report?  What did you ascertain

          22       from the medical records here?

          23   A.  Well, I identified that I couldn't -- I couldn't find

          24       any pressure risk assessment.  We noted on one day in

          25       the daily evaluation records that she was developing
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           1       what I called a grade 1 pressure ulcer and, as we

           2       identified today, it did break down the next day.

           3           However, there was no information to show how that

           4       was monitored, how it was assessed, what was used to

           5       treat it, and, indeed, what care was put in place to

           6       prevent her from developing any other pressure ulcers,

           7       so I found no records at all in relation to managing the

           8       risk of pressure damage or how to manage the sacral

           9       damage that she had experienced.

          10   Q.  We noted earlier that she did have damage, I think, to

          11       the sacral area and also a break to, I think, the right

          12       buttock?

          13   A.  Yes.

          14   Q.  Should there have been an assessment such as a Waterlow

          15       assessment carried out on her readmission?

          16   A.  Yes, there should.

          17   Q.  Should there have been a care plan put in place to

          18       manage this difficulty?

          19   A.  Yes, there should, because, very clearly, Mrs Shaw was

          20       very much at risk and there should have been a care plan

          21       to manage the risks and -- although I haven't completed

          22       a Waterlow score for Mrs Shaw based on the information

          23       directly, the information in all the records suggests

          24       that she would have had a very high score.

          25   Q.  She'd had a stroke, I think she was immobile and she
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           1       already had some evidence of pressure damage?

           2   A.  Yes, and she wasn't eating very well and she was

           3       incontinent.  So all of those things would have added up

           4       to a high score.

           5   Q.  If we go on through your report, you then, I think, look

           6       at the matter of nutrition, which we have already

           7       touched upon, I think, under reference to the

           8       dietician's note.  What do you tell us on page 16 in

           9       this connection?

          10   A.  Well, the records say that Mrs Shaw was eating and

          11       drinking well, but the fluid charts suggest that she

          12       wasn't.  The dietician who came to see her quite late in

          13       her stay asked for a record to be kept for two days of

          14       her dietary intake.  This wasn't done.

          15           I could find no record of a nutritional risk

          16       assessment completed which, given the Royal Alexandra

          17       Hospital recorded just before her transfer back to the

          18       Vale of Leven that she had swallowing difficulties after

          19       her stroke, suggesting that the issue of eating and

          20       drinking would have been a particular difficulty for

          21       her, I found no reference to assessing her nutrition at

          22       all in the records, which I found extremely poor.

          23   Q.  Falls risk assessment is something you also look at on

          24       page 16.  What do you say about that?

          25   A.  Again, the Royal Alexandra Hospital informed us that she
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           1       had a left-sided weakness, which, just by the mere fact

           2       that she was having difficulty with her left side,

           3       keeping her -- that could indicate that she had problems

           4       keeping her balance on walking.  A falls risk assessment

           5       would have been a standard -- should have been

           6       a standard procedure to assess to see what her risk was

           7       and then put suitable safeguards in place to reduce the

           8       risk of her falling and experiencing serious harm, and

           9       I found no reference to it at all.

          10   Q.  We have seen the sort of tool that is used in the

          11       Vale of Leven on other cases.  Was there such a tool in

          12       the records here?

          13   A.  I didn't find it in the records at all, no.

          14   Q.  Would she have been at high risk of falls?

          15   A.  Given the information that we have, I think that she

          16       would have been at high risk, yes.

          17   Q.  Would that have required a care plan to be put in place?

          18   A.  Yes, it would have done.

          19   Q.  Moving and handling.  I think you also say that there

          20       was no moving and handling assessment in the records?

          21   A.  None in the records at all.  Again, given that she'd had

          22       a stroke, given that she'd had a left-sided weakness, my

          23       impression is that Mrs Shaw would have needed assistance

          24       to move and a care plan identifying the appropriate

          25       equipment should have been identified in a care plan,
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           1       and it wasn't.

           2   Q.  You then make some observations about DNAR.  What

           3       observations do you make there?

           4   A.  There was no DNAR order, which I found surprising, that

           5       one hadn't even been considered, given Mrs Shaw's very

           6       complex needs, the fact that she had refused surgical

           7       intervention for her ischaemic colitis, and my

           8       expectation was that such an important discussion should

           9       have been held with Mrs Shaw and possibly with her

          10       family, if that is what she wanted, just to discuss, so

          11       that everyone was clear, what she would want if she was

          12       to collapse acutely, suddenly.

          13           So my opinion is, there should have been information

          14       in there.  I'm not suggesting that she shouldn't have

          15       been -- it wouldn't be for me to say that she shouldn't

          16       have been resuscitated if she had collapsed.  My point

          17       is that there should have been information to show that

          18       the doctors had talked with Mrs Shaw and possibly her

          19       family to find out what her wishes were, and that is

          20       what I found was unacceptable, that there was no

          21       evidence that that discussion had been had.

          22   Q.  I think one of the phrases you used there was that the

          23       doctors should have talked to Mrs Shaw.  Is this

          24       essentially a medical issue, rather than nursing?

          25   A.  It is a medical issue, but nurses should be involved --
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           1       the doctors -- it is a clinical decision for the

           2       doctors, but they should make that based on the family's

           3       wishes if the patient themselves is unable to give an

           4       opinion, the patient's wishes, the likelihood of success

           5       and also other healthcare professionals who are involved

           6       in her care, so the nurses would have been able to

           7       contribute to such a debate, a discussion.

           8   Q.  I think we have seen -- well, two things.  First of all,

           9       Mrs Shaw did agree to surgery of the kind envisaged when

          10       she was being transferred to the Royal Alexandra

          11       Hospital?

          12   A.  Yes.

          13   Q.  Also, she did indeed receive resuscitation?

          14   A.  She did.

          15   Q.  The final section then in your report, you deal with the

          16       nursing management of C. difficile.  Can you summarise

          17       that for us?

          18   A.  Yes.  The diagnosis of C. difficile was not made until

          19       the 19th and she became very unwell very quickly.

          20       I think we need to note here that, of course, the sample

          21       was sent off on the 18th, but there didn't appear to be

          22       any action taken on the 18th to implement any care

          23       regarding the possibility of her having C. difficile on

          24       that day.

          25           Given the sample came back positive on the 19th, she
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           1       did deteriorate very quickly, but there was no

           2       information, either as a printed standard care plan or

           3       a written care plan, about the special needs of

           4       C. difficile being assessed and managed.

           5           The doctors' records didn't identify when she was

           6       prescribed or started on the Metronidazole.  The

           7       infection control nurse did record the positive

           8       diagnosis, but it does not indicate that they attended

           9       the ward, whether they assessed whether the treatment

          10       and care plan put in place were correct or appropriate

          11       or whether infection control procedures were correct or

          12       appropriate and whether the complications of

          13       C. difficile were assessed and anticipated and possibly

          14       managed correctly.

          15   Q.  If you look at the infection control card, which we

          16       looked at earlier, SPF00730001, we see that the date

          17       positive is given as 19 February and the note for

          18       19 February is "Isolated in single room".

          19           Are you saying that Mrs Shaw should have been

          20       isolated before that, once she had developed loose

          21       stools and they were concerned about whether or not she

          22       had C. diff?

          23   A.  Clearly, on the 18th, the loose stools which she'd been

          24       having for some time, whether they changed form before

          25       that or on the 18th, we know that they changed on the
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           1       18th because that was the day the sample was sent, so in

           2       accordance with the hospital's own policy, then Mrs Shaw

           3       should have been isolated on the 18th because they were

           4       suspecting that she had C. difficile.

           5   Q.  I think we also saw from the loose stools policy that it

           6       is advised that, if you have loose stools, you should be

           7       isolated?

           8   A.  Isolated, yes.

           9   Q.  Can we just finally, under reference to this particular

          10       case, look at your summary that we find on page 15 of

          11       this report?  It is a lengthy summary.  I don't think we

          12       need you to take us through it all.  Is it possible for

          13       you to summarise in a few sentence what your conclusions

          14       are?

          15   A.  My conclusions are that I think Mrs Shaw clearly had

          16       very complex needs.  I have no information or indication

          17       at all, apart from a visit by the community psychiatric

          18       nurse on one occasion, that said they found her bright

          19       and cheerful on that day, how her previous history of

          20       mental health concerns affected her abilities herself to

          21       manage and deal with the condition, the physical

          22       conditions, that she had.  I have no information to

          23       suggest whether that caused her extra difficulties or

          24       not.

          25           Apart from that, my concerns are in relation to,
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           1       when she was readmitted to the Vale of Leven following

           2       a stroke, there was no reassessment of her needs,

           3       considering her needs had changed considerably.

           4   Q.  Can we pause there?  I think the wrong page is on the

           5       screen.  I think it is page 14 of your report.

           6   A.  Yes.  When she was readmitted on 8 February, there was

           7       no reassessment of her needs, despite the fact they'd

           8       changed considerably; no care plans; no nutritional

           9       assessment; the fluid balance charts were completed very

          10       poorly.  If they were completed correctly, then the

          11       amount of oral fluid that she was offered was, frankly,

          12       appalling.

          13           There was no stool chart, except when the doctor had

          14       requested it on 19 February.  I would not expect the

          15       need for a stool chart to have to be identified by

          16       a doctor.  A nurse should know to do that.  There was no

          17       moving and handling, falls risk assessment and, indeed,

          18       her pressure risk assessment and care plan was not

          19       managed.

          20           There was obviously some indication around about the

          21       18th that her loose stools were changing in form.  She

          22       was not then placed in isolation, even though probably

          23       she should have been in isolation before that.  Her

          24       condition deteriorated rapidly.  It is accepted that

          25       that happened.  However, there seemed to be -- given the
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           1       fact that she was presenting as being very poorly at

           2       lunchtime, we don't know what happened during the

           3       afternoon, and she -- I feel that she was deteriorating

           4       very rapidly, given that she was then not transferred

           5       until that evening.

           6           So, in summary, it is my opinion that Mrs Shaw's

           7       care was extremely poor.

           8   MR MACAULAY:  Thank you for that, Mrs Phair.  I think we

           9       have finished with that report and we are about to move

          10       on to another one, but, my Lord, perhaps we can do that

          11       after lunch?

          12   LORD MACLEAN:  Yes, 2 o'clock.

          13   (1.00 pm)

          14                     (The short adjournment)

          15   (2.00 pm)

          16   MR MACAULAY:  Mrs Phair, the next patient's report I want

          17       you to look at is that of Sarah McGinty.  The reference

          18       for that is EXP00040001.  If we could also have the

          19       medical records for the Vale of Leven, GGC00420001.

          20           If we turn to the third page of your report, you

          21       address, at section 3 of the report, Mrs McGinty's

          22       medical history and her admission to the Vale of Leven.

          23       Can you just summarise the position for us having regard

          24       to that background?

          25   A.  Yes, Mrs McGinty was a 67-year-old lady who had lived
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           1       completely independently.  Sadly, she had had a possible

           2       stroke on 3 December 2007 and she'd been found by her

           3       daughter lying on the floor at home.  She had left-sided

           4       facial drooping and was complaining of a headache which

           5       had been occurring over the previous few days.

           6           When she was admitted, she had specific nursing

           7       needs in respect of the stroke and she required stroke

           8       rehabilitation.  She had poor swallow and required

           9       intravenous fluids.  She also suffered an inability to

          10       speak, a lack of awareness of her left side and, because

          11       of the severe stroke, was totally dependent.

          12           The plan was that she would go home to live with her

          13       daughter and, to enable that to happen, she would

          14       require a hoist, a hospital bed and a --

          15   MR PEOPLES:  I'm sorry to interrupt.  We have the family of

          16       this patient listening in the gallery, but they are

          17       finding it difficult picking up the witness's evidence.

          18   LORD MACLEAN:  There is no LiveNote, of course.  We all can

          19       read, even if we don't hear, and even I, I have to say,

          20       Mrs Phair, can't hear from here.

          21   A.  I'm sorry.

          22   LORD MACLEAN:  It is important in this particular case,

          23       since the family is here, if you could articulate

          24       clearly so that they can hear.

          25   A.  I apologise.  I didn't realise my voice was quiet.
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           1   LORD MACLEAN:  It didn't matter, you see, because I can read

           2       it and I can check.  Of course, it is brilliantly typed

           3       out.

           4   A.  I'm not famous for being quiet, so I hadn't appreciated

           5       that sometimes I am.

           6   LORD MACLEAN:  Yes, you are, actually.  If you were in

           7       a court of law, you would be told to speak up all the

           8       time, I'm afraid.

           9   A.  I'm pleased to hear that because I'm always being told

          10       I'm too noisy.

          11   LORD MACLEAN:  You are certainly not too noisy here.

          12   A.  I will certainly speak up and project my voice a little

          13       more here.  Would you like me to start again for the

          14       benefit of the family?

          15   MR MACAULAY:  Perhaps before Mrs Phair does that, I don't

          16       know whether the family would find it more helpful if

          17       they were sitting over here facing the witness, rather

          18       than behind the witness.

          19   MR PEOPLES:  I think the difficulty sometimes is the witness

          20       looks at the screen, which is on this side, and the

          21       microphone is on her left.  Perhaps she is projecting

          22       her voice towards the screen rather than the microphone.

          23   LORD MACLEAN:  That may be true, Mr Peoples, but I think she

          24       is not being noisy enough.

          25   A.  I will try to be more noisy.  I apologise.
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           1   LORD MACLEAN:  What did you say?

           2   A.  I will try to be more noisy.  Perhaps it is my accent as

           3       well.

           4   LORD MACLEAN:  No.  It is not the accent, at all, I assure

           5       you.  Accents vary widely here.

           6   MR MACAULAY:  Let's start with the medical history,

           7       Mrs Phair.  If you want to read from the screen or your

           8       report, I think you have a copy of that in front of you.

           9   A.  Yes, I have indeed.

          10   Q.  Then whatever is more comfortable for you.

          11   A.  I will start from the beginning.

          12           Mrs McGinty was admitted to the

          13       Vale of Leven Hospital on 3 December 2007 following

          14       a possible stroke.  She'd been found by her daughter

          15       laying on the floor at home.  Before this time, she'd

          16       actually been living completely independently and the

          17       stroke had caused her to have left-sided facial drooping

          18       and she was complaining of a headache over the previous

          19       few days.

          20           She had specific nursing needs, as a result of

          21       the stroke, of rehabilitation, and she had a poor

          22       swallow and required intravenous fluids.  She also

          23       suffered an inability to speak, a lack of awareness of

          24       her left side and was totally dependent.

          25           The plan was that she should go home to live with
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           1       her daughter and, for that to happen, she would need

           2       a hospital bed, a hoist and a special profiling

           3       mattress.

           4           In respect of the records, the Clostridium difficile

           5       didn't appear to impact significantly on her clinical

           6       needs.  That is not to say I don't think they impacted

           7       on her personally.  This is in respect of her records.

           8           The focus of her care was in respect of a stroke and

           9       the recurrent infections she had regarding a chest

          10       infection and resistant urinary tract infections.  The

          11       records indicated that there was no specific nursing

          12       needs identified in relation to the C. difficile.

          13   Q.  Looking then to the position in the Vale of Leven, when

          14       Mrs McGinty was admitted on 3 December, I think I'm

          15       right in saying she was initially admitted to ward 6.

          16           Perhaps just to focus on that, if we look at page 84

          17       of the records, this is an activity of daily living

          18       assessment dated 3 December, which you have told us in

          19       your report was the date of admission.  This suggests

          20       the admission is to ward 6, if we accept what the

          21       document says?

          22   A.  Yes.

          23   Q.  But in any event, did she end up in ward F after the --

          24       the following day, which is 4 December --

          25   A.  Yes, she did.  On the 7th, she was admitted to ward F,
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           1       yes.

           2   Q.  If we turn to page 85, moving on, page 85, page 86, do

           3       you know if this documentation emanates from ward F or

           4       from one of the other wards or not?

           5   A.  I think this documentation came from the ward that she

           6       was first admitted to.

           7   Q.  What --

           8   A.  Just at the bottom here it says "before she is

           9       transferred to ward F", so that suggests to me that that

          10       was the documentation for the ward that she first came

          11       to.

          12   Q.  If we jump ahead a little bit, do we see that

          13       Mrs McGinty died on 1 February 2008?

          14   A.  Yes.

          15   Q.  If we look at the death certificate at SPF00250001, can

          16       we see at section 7 the date of death is 1 February?

          17       She was aged 67, we see that as well, and looking to the

          18       cause of death, a number of points are made, but there

          19       is also some reference at 2 to "Acute renal failure.

          20       Secondary septicaemia.  Secondary Clostridium difficile

          21       enteritis"?

          22   A.  Yes.

          23   Q.  So C. diff is on the death certificate?

          24   A.  Yes.

          25   Q.  Can we take you back to your report and touch upon some
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           1       of the extracts that you have taken from the doctors'

           2       records to get a picture of the medical background?

           3           You start looking at that on page 4 of the report

           4       where the first note you have for 7 December is

           5       "Admitted to F ward on 7 December", so that seems to

           6       suggest that is when it happened?

           7   A.  Yes.

           8   Q.  We are given some information about her condition at

           9       that time.  Then, on the 11th, there appears to have

          10       been a multidisciplinary team meeting:

          11           "Identify the need for more physiotherapy."

          12           Who would you envisage would be involved in this

          13       form of meeting involving multidisciplines?

          14   A.  For multidisciplinary meetings in relation to people who

          15       have had strokes, I would expect the doctors, the

          16       nurses, occupational therapy, physiotherapy, speech and

          17       language, dietician to be involved, social worker

          18       possibly as well, in terms of forward planning.

          19   Q.  Can we see that in the note there is certainly reference

          20       to speech and language therapist and the occupational

          21       therapist?

          22   A.  Yes, there is.

          23   Q.  The focus seems to be on the fact that she had developed

          24       what is described as a "severe left-sided neglect"?

          25   A.  Yes.
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           1   Q.  Was it this that was affecting her ability to swallow?

           2   A.  Yes, and her speech.  And the fact that they said it was

           3       a very dense, severe left-sided neglect, that actually

           4       means that she was not registering that side of her

           5       body, that she would be not aware of it.  People with

           6       a very dense stroke on either side can actually lose the

           7       ability to even be aware that that side of their body

           8       exists.

           9   Q.  Is that an important aspect of management when you are

          10       looking at pressure management?

          11   A.  Very important, because, as I say, the person -- the

          12       damage can be so severe that, even with a plate of food,

          13       for example, the person would eat only the food on the

          14       side of the plate that they're aware of.  That is how

          15       severe something could be.

          16           So with someone with pressure damage -- with

          17       pressure risk, with moving, with being aware to move

          18       their arm, so with this level of dense damage, those are

          19       very important factors.

          20   Q.  Moving on then to the next entry on the top of page 5

          21       for the 19th, it appears a urine sample was taken on

          22       17 December and that showed that there was a urinary

          23       tract infection?

          24   A.  Yes.

          25   Q.  Mrs McGinty has been prescribed an antibiotic for that
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           1       particular problem?

           2   A.  Yes.

           3   Q.  Then, if we move on to 14 January, there is a note that

           4       Mrs McGinty was complaining about pain over the weekend,

           5       and it seems that at least part of the complaint was

           6       that she had pain all over, also in her abdomen.  Do you

           7       see that?

           8   A.  Yes.

           9   Q.  Can people who suffer from C. diff develop pain in the

          10       abdomen?

          11   A.  Yes, they can.

          12   Q.  But there is a reference in the next entry "? refer to

          13       pain control nurse".  Do you see that in the next

          14       excerpt you have taken?

          15   A.  Yes.

          16   Q.  Moving on then to page 6, the entry for the 15th, can

          17       you take us through that?

          18   A.  The doctor wrote that he or she was asked to review

          19       Mrs McGinty.  "She has not been great for all of

          20       the day", which presumably means she hasn't been well.

          21       There was increased confusion, coughing, chestiness and

          22       a temperature of 37.9.  Mrs McGinty had just finished

          23       a course of amoxicillin, which is an antibiotic, but the

          24       doctor wrote:

          25           "On examination patient looks drowsy, confused and
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           1       agitated.  Query ? dry.  Crackles, upper load decreased

           2       entry", which means the amount of oxygen going into the

           3       lungs:

           4           "Poor examination due to poor cooperation. ?  LRTI",

           5       which is lower respiratory tract infection "or ? urinary

           6       tract infection."

           7   Q.  The reference to "dry", is that dry in the context of

           8       hydration?

           9   A.  No, dry crackles, the dry noises.  The noises would have

          10       been crispy when they were listening through the

          11       stethoscope.

          12   Q.  We see in the next entry for the same day that there is

          13       a suggestion that oral intake should be encouraged?

          14   A.  Yes.

          15   Q.  Then, again, in the next entry for the 17th it is said

          16       that oral intake is poor:

          17           "Confused but getting better.  Looks dehydrated but

          18       not majorly."

          19           Do you see that?

          20   A.  Yes.

          21   Q.  Did that then provoke a particular response as to what

          22       should be the management?

          23   A.  What the doctors then did was increase the intravenous

          24       fluids to 1.5 litres a day.

          25   Q.  Then moving on to page 7 of your report, if we are
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           1       looking to the entry for 21 January, can we see now that

           2       Mrs McGinty is much improved?

           3   A.  Yes.

           4   Q.  "Patient much improved from weekend.  Feeling well, no

           5       cough, no fever.  Bloods improved."

           6           So there has been a clear improvement in how she is?

           7   A.  Apparently so.  They decided to discontinue the

           8       intravenous fluids and to push oral fluids.

           9   Q.  Looking to what you have noted for the 22nd then, is

          10       this looking ahead to a potential discharge?

          11   A.  Yes, this entry looks like it was a recording from the

          12       disciplinary team meeting whereby the plan for the next

          13       week would be that she started to sit on a chair, to

          14       restart the physiotherapy, that she needs two carers

          15       four times a day, hospital bed and commode.

          16           This all, to me, infers that they were talking about

          17       her discharge home and that the OT, the occupational

          18       therapist, would visit once the home delivery is done,

          19       which is the delivery of the home equipment.

          20   Q.  Then the next entry that you have extracted from the

          21       records indicates that her temperature has spiked, and

          22       they now know that Mrs McGinty is C. difficile positive?

          23   A.  Yes.

          24   Q.  Moving on to page 8 of the report, the suggestion on the

          25       26th is that the patient is a little agitated and
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           1       confused, wanting to go home, and we see that she has

           2       been commenced on Metronidazole.  Do we see that?

           3   A.  Yes.  Where the entry states that she's agitated and

           4       confused, I didn't find any indication in the records to

           5       inform me how the stroke had affected her mentally, so

           6       by the fact that they're saying that she's agitated and

           7       confused suggests that normally she was mentally able,

           8       even having had the stroke.  So I'm not quite sure what

           9       they were gauging that by, but by the fact that she was

          10       obviously appearing more muddled than she had been

          11       previously, even since the stroke.

          12   Q.  At this time, does she have the C. difficile infection?

          13   A.  Not that we're aware of.  Yes, she has, 25th, sorry,

          14       yes, she has.

          15   Q.  She's been diagnosed as positive?

          16   A.  She's been diagnosed as C. diff positive, yes.

          17   Q.  Could the infection impact on her confused state?

          18   A.  Yes, it could.  Any infection, particularly with people

          19       with complex needs, can cause a condition called

          20       delirium, whereby someone becomes very confused as

          21       a result of the infection.

          22   Q.  Similarly, could dehydration cause someone to become

          23       confused?

          24   A.  Yes, it could.

          25   Q.  You note in the next extract for the 27th that
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           1       Mrs McGinty's urine output is poor and she's dehydrated.

           2   A.  Yes.

           3   Q.  Did that provoke some response then from the doctors?

           4   A.  On 27 January, they increased the intravenous fluids.

           5   Q.  This problem with dehydration was again focused on by

           6       the doctors on the 28th?

           7   A.  Yes.

           8   Q.  What was recorded on the 28th?

           9   A.  Again, where they have identified that her urine output

          10       has been very poor, only 15ml on the Saturday, and on

          11       the 28th it was 400ml, and at this date she's looking

          12       dry and dehydrated.  So the plan was to increase the

          13       fluids to 500ml over six hours.

          14   Q.  We have seen in the previous entry for the 27th that

          15       Mrs McGinty's abdomen was now mildly distended.  Can you

          16       see that?

          17   A.  Yes.

          18   Q.  Moving on to the next entry, looking to page 9 of

          19       the report, there's been no urine output for the last

          20       two days and she's been "taking orally today" is what is

          21       recorded?

          22   A.  I take that to mean she's taking oral fluids today, is

          23       how I translated that, but it is of concern that there's

          24       no urine output for the last two days.

          25   Q.  If that happens, what should you do?
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           1   A.  This is the doctors' records.  As a nurse, I would be

           2       informing the doctors that there had been no urine

           3       output and I would -- it is outside my area of expertise

           4       of what the doctors would then do with that information,

           5       but certainly it is a serious cause for concern.

           6   Q.  On the previous entry, for the 28th, the last reference

           7       to urine input and output chart, this is on page 8 of

           8       your report, what does that involve?

           9   A.  Where it says -- on 28/1, it says:

          10           "Urine input and output chart."

          11           That will be where the nurses are being expected to

          12       complete a fluid balance chart of what comes in -- what

          13       goes into the person and what comes out of the person.

          14   Q.  Insofar as Mrs McGinty is concerned, was there a concern

          15       on the part of the doctors that there was a problem with

          16       her hydration?

          17   A.  Well, there certainly seemed to be a running theme that

          18       they were concerned about her hydration and how much she

          19       was taking orally and whether they were giving her

          20       enough intravenously to compensate for that.

          21   Q.  Then just go back to page 9 of the report.  You have

          22       three entries for the 31st.  This reference to "Foot

          23       dusty and patient less responsive".  What does the

          24       reference to "foot dusty" imply?

          25   A.  I don't know what they meant by "foot dusty" to be
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           1       honest.  My impression, by the fact that further down it

           2       says, "Right foot; last 3 toes discoloured", was that

           3       the foot was changing colour.

           4   Q.  I think if we look at the record on page 17, the word is

           5       "dusky", not "dusty"?

           6   A.  Dusky?

           7   Q.  Dusky, with a K.

           8   A.  Dusky.

           9   Q.  It is the entry for the 31st re:

          10           "Foot dusky and patient less responsive than

          11       before."

          12   A.  I assume what they mean by "dusky" is that it is

          13       changing colour.

          14   Q.  We certainly note that if you go down (a), (b), (c), (d)

          15       and (e):

          16           "Right foot; last three toes discoloured."

          17           It is something to do with circulation, is it?

          18   A.  Yes, it is, it is a sign that circulation is failing.

          19       By "dusky" I suppose they were referring to it becoming

          20       a dusky pink, you know, a darker pink.  But it is not

          21       a term I know.

          22   Q.  It is not a term you use?

          23   A.  It is not a nursing term that I am familiar with.  It is

          24       a local term, I think.

          25   Q.  On the 31st, on the next entry, you have noted that --
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           1       the doctors have noted that Mrs McGinty's general

           2       condition is worsening, that her speech is worse and

           3       that her right side movement has decreased; is that

           4       right?

           5   A.  Yes.

           6   Q.  We are given some measures for urine output.  Looking to

           7       the next entry, there is a suggestion there that you

           8       have extracted from the records:

           9           "Seen by Khan.  Discussed with family about

          10       prognosis and condition of patient.  Cannot foresee CPR.

          11       Palliative treatment."

          12           If I can just look at the reference for that, if you

          13       turn to page 19 of the medical records, this is the

          14       entry towards the top of the page for the 31st.  What

          15       has been written is:

          16           "Discussed with family about prognosis and condition

          17       of patient.  Plan not for CPR.  Palliative treatment."

          18           The suggestion here is there has been a discussion

          19       with the family that Mrs McGinty is not to be

          20       resuscitated?

          21   A.  Yes.

          22   Q.  If you go back to the previous page, page 18 of

          23       the medical records, this is before the note we have

          24       been looking at for the same day, against "Plan" there

          25       is a reference to:
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           1           "Discussed with Dr Akhtar not for CPR."

           2           Would it appear that there was a discussion, really,

           3       before the family discussion, if one takes this

           4       sequentially, that indicated that Mrs McGinty was not

           5       for resuscitation?

           6   A.  That would be the impression that I have as well, that

           7       the doctors had decided that she wasn't for CPR and then

           8       had the discussion with the family.

           9   Q.  If you see at the very bottom of this particular entry,

          10       there is a reference to "not for any active treatment".

          11   A.  Yes.

          12   Q.  That is different from CPR, isn't it?

          13   A.  Yes.  CPR is specifically around the cardiac pulmonary

          14       resuscitation, if someone collapses, to do heart

          15       massage.

          16           "Not for active treatment" would be to be perhaps

          17       giving intravenous drugs, if someone is becoming very,

          18       very unwell, giving intravenous drugs, perhaps giving

          19       heart drugs before their heart actually stops, or

          20       undertaking any other urgent treatment to try to revive

          21       other organs, so that would be the difference.  CPR is

          22       specifically around the heart.

          23   Q.  This may not be the case, but if it be the case here

          24       that there was a settled decision arrived at in relation

          25       to Mrs McGinty in relation to CPR and not for active
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           1       treatment before this matter was discussed with the

           2       family, would that be appropriate practice?

           3   A.  I think that Mrs McGinty was clearly becoming very

           4       poorly, and I can understand why the doctors felt that

           5       it would be futile to try to do CPR on Mrs McGinty, so

           6       I can understand the logic of the fact that they felt

           7       that this would be futile.  I think that possibly -- and

           8       having a discussion with another doctor about whether or

           9       not it would be appropriate to be doing, I think is

          10       a correct thing to do.

          11           I think that possibly -- the records suggest that

          12       the doctors have made the decision, I think, before they

          13       then inform the family.  I think that the doctors,

          14       having a clear idea about the prognosis and about the --

          15       what possibility of success of CPR, because doing CPR is

          16       a very distressing, undignified thing to happen, so that

          17       they could then talk to the family in an informed way

          18       would have been a better way of actually writing the

          19       records.

          20           But I do think that, given the picture that was

          21       presenting of Mrs McGinty, she was very, very poorly at

          22       that point.

          23   Q.  If we can look at the DNAR order, which you will find at

          24       page 24 of the records, we can see that it's dated

          25       31 January 2008.  The time appears to be 4 pm.  It is
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           1       signed by Dr Kahn.  There is no suggestion in the

           2       document that it was discussed with the family, and that

           3       section is blank, or indeed with anybody else.

           4           If we turn to the second page of the document,

           5       page 25, and if we look at the fifth paragraph from the

           6       bottom, beginning:

           7           "When the basis of a DNAR decision is in the absence

           8       of any likely medical benefit, discussion with the

           9       patient, or others close to the patient, should aim at

          10       securing an understanding and acceptance of the clinical

          11       decision that has been reached.  If a DNAR decision is

          12       based on quality of life considerations, the views of

          13       the patient, where these can be ascertained, are

          14       particularly important.  If the patient cannot express

          15       their own views, then the doctors have authority to act

          16       in their patients' best interests.  Unless to do so

          17       would be contrary to the patient's interests, people

          18       close to the patient should be involved in

          19       decision-making in order to reflect the patient's views

          20       and preferences."

          21           Just to finish that off then:

          22           "It should be made clear that their role is not to

          23       take decisions on behalf of the patient.  Relatives and

          24       others close to the patient should be assured that their

          25       views on what the patient would want will be taken into

                                           109

           1       account in decision-making, but they cannot insist on

           2       treatment or non-treatment."

           3           So it is clearly up to the doctor at the end of the

           4       day, but does this policy envisage that the -- if it has

           5       to be, then family members should be involved in the

           6       decision-making process?

           7   A.  Yes.  The family members should be asked for their views

           8       and their opinions about both their views and what they

           9       understand the patient would have wanted.  That is very

          10       important in the doctors' decision-making process.

          11           Obviously, the doctor is also making a decision

          12       based on the clinical picture, and then, when they are

          13       having that discussion with the family, they would be

          14       able to be saying, "This is what we think.  This is the

          15       reasons for X, Y and Z.  What do you feel about that?",

          16       so that then it goes into the melting pot for the doctor

          17       to make a final decision.

          18   Q.  Just to come back to the point I was discussing with

          19       you, do you think it would be appropriate for the

          20       doctors to present the family, if it be the case, with

          21       a fait accompli, with a completed decision?

          22   A.  No, it is not appropriate to face the family with a --

          23       to meet the family saying, "This is what is going to

          24       happen".  It would be appropriate to be talking with the

          25       family from an informed position so that they have
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           1       reviewed the care and treatment and prognosis of

           2       the person so that they can then be discussing with the

           3       family what the options are, the pros and cons of

           4       the decision that is then being made.

           5   Q.  Again, if I could ask you, Mrs Phair, to keep close to

           6       the microphone so that we can hear what you have to say.

           7           We have noted in the medical note that we looked at

           8       really two things -- that is page 18 of the records.

           9       First of all, the reference that Mrs McGinty was not for

          10       CPR, and that is covered by the DNAR order; is that

          11       correct?

          12   A.  Yes.

          13   Q.  There is also the note that she wasn't -- Mrs McGinty

          14       wasn't for any active treatment.  That is something

          15       different, isn't it?

          16   A.  It is something different.  Again, I think it is

          17       something that the doctor should discuss with the family

          18       so that it is very clear about what everyone is in

          19       agreement about, about what path is going to be taken

          20       and what action is going to be taken in certain

          21       circumstances.

          22   Q.  Someone who is not for CPR could still very well be open

          23       to be actively treated in other ways?

          24   A.  Yes, they could be given intravenous fluids, antibiotics

          25       or other medication to relieve other symptoms.
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           1   Q.  Just completing the medical note then, on page 10, has

           2       it been noted in the medical records that Mrs McGinty

           3       passed away on 1 February?

           4   A.  Yes.

           5   Q.  We noted earlier that Mrs McGinty had been found

           6       positive for C. diff, if we can look at the report.

           7       Page 77 of the records.  We were looking at the report

           8       from the microbiology department.  We can see towards

           9       the bottom right that the specimen was collected on

          10       25 January, received by the laboratory on the 25th as

          11       well, and we can see that Mrs McGinty tested positive

          12       for C. difficile?

          13   A.  Yes.

          14   Q.  If we look at the top right, we can confirm she is still

          15       in ward F at this time?

          16   A.  Yes.

          17   Q.  Can we then just move on and look at some of

          18       the extracts you have taken from the nursing records,

          19       and you begin your analysis of that on page 12 of your

          20       report.  You, I think, begin at 14 December, but just

          21       going back a couple of days, if I could, and just taking

          22       you to the records themselves, first of all, if you

          23       could turn to page 205 of the records, we see some

          24       entries on the left-hand side for 7 December.  Do you

          25       see that?  It is not very clear.
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           1   A.  Yes.

           2   Q.  Then going to the right-hand side, on 8 December, three

           3       lines down, we note that there is an entry that

           4       Mrs McGinty is incontinent of faeces.  Do you see that?

           5   A.  Oh, yes.

           6   Q.  She is nil by mouth.  I think we see a number of

           7       references to that?

           8   A.  Yes.

           9   Q.  The records are sort of in a jumbled fashion, I think.

          10       If we go to page 172, so that is from 205 to 172, we now

          11       have some entries covering the period from the 10th

          12       through to the 13th; is that right?  Can we make that

          13       a bit bigger?

          14   A.  Yes.

          15   Q.  We have got the 10th in the top left, and then, moving

          16       across the page, we see the 12th and then the 13th.

          17           If we look at the 11th, the second entry on the

          18       left-hand side, can we see that the fourth line down it

          19       has been recorded that Mrs McGinty's sacrum is red?

          20   A.  Yes.

          21   Q.  Is that evidence of some pressure damage?

          22   A.  That would be evidence of a grade 1 pressure ulcer.

          23   Q.  I think that is the first we see of that, although I can

          24       be corrected if I am wrong on that.  Then moving over to

          25       12 December, three lines from the top, can we see there
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           1       is an entry here that Mrs McGinty is incontinent of soft

           2       stools?

           3   A.  Yes.

           4   Q.  That, again, may be the first entry indicating there are

           5       soft stools.  Again, if I am wrong, I can be corrected.

           6           If we move back to your report, have you noted that

           7       on 14 December there is a sacral dressing intact?  Do

           8       you see that in your report?

           9   A.  Yes, I did.

          10   Q.  Can one assume -- it may be obvious -- that must relate

          11       to the red sacrum?

          12   A.  I can only assume that it does as well.  It was the

          13       first time that there was an entry regarding the

          14       dressing, so it appeared in the records, to the best of

          15       my recollection.  There was no indication as to the type

          16       of wound or size of wound that was underneath the

          17       dressing.

          18   Q.  There is reference, I think, and you have noted this, to

          19       positional changes?

          20   A.  Yes.

          21   Q.  That is the sort of thing you would expect would be

          22       happening if somebody has got pressure damage?

          23   A.  It is.  It is the sort of thing that should be happening

          24       to prevent pressure damage as well.

          25           However, what is important is that positional
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           1       changes have to occur at a frequency that prevents the

           2       skin becoming red.  It is no good just having positional

           3       changes or turning or repositioning.  The language is

           4       interchangeable, really, sort of four hours or six hours

           5       or two hours.  It has to be done in accordance with the

           6       person's individual skin integrity and how frequently

           7       they need to be moved.

           8   Q.  Do you need to know what the patient's position was the

           9       last time before the positional change was made?  Do you

          10       follow me?  So the time before that?  I mean, do you

          11       have to have some record as to what the position was --

          12   A.  Yes.

          13   Q.  -- if you are to carry out a positional change?

          14   A.  Yes, you do.  With the best will in the world, shifts

          15       change, staff change, and you can't remember what

          16       position someone was in.  So it is important to have

          17       a chart that will record whether someone is on their

          18       left side, right side, back, whether it is what is

          19       called a 30-degree tilt, et cetera, and record it so

          20       that you can be sure you are not putting the pressure

          21       back on the pressure points too quickly.

          22   Q.  Here when you have a lady who has had a stroke on one

          23       side, does it become more acute, more important, to

          24       know --

          25   A.  Yes, and particularly it becomes important to know and
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           1       it becomes vital to actually carry out the positional

           2       changes, because the picture that I am -- I got of

           3       Mrs McGinty was that, because of the density of her

           4       stroke, she wouldn't -- she might have been able to move

           5       her right side, but she wouldn't have even known her

           6       left side was there, so would not have known to move it

           7       and would probably not have been aware if she was

           8       getting some discomfort in her left side.

           9   Q.  If we then go back to your report, you have made mention

          10       at 4 o'clock of a reference to:

          11           "Allevyn remains intact to sacrum.  Pressure areas

          12       intact."

          13           What do you understand that to mean?

          14   A.  This is a bit of a conundrum because it is saying that

          15       she's got a dressing, which is the "Allevyn remains

          16       intact to sacrum", so it is suggesting she has

          17       a dressing on her sacrum, but then it is saying

          18       "pressure areas are intact".  So "pressure areas intact"

          19       is a suggestion she hasn't got any pressure damage, but

          20       the dressing is suggesting she has.

          21   Q.  There are other pressure areas, of course?

          22   A.  There are other places where there could be, but to put

          23       a statement "other pressure areas are intact", but it

          24       just said "pressure areas intact".  So it doesn't give

          25       me a clear picture of what is actually happening with
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           1       Mrs McGinty's pressure area at this time.

           2   Q.  Then you have taken from the records that Mrs McGinty,

           3       on the 16th, has poor oral fluid intake; is that right?

           4   A.  Yes.

           5   Q.  There is then a reference on the 18th to her weekly goal

           6       plan -- I think you have extracted this information --

           7       and what was contained in that.

           8   A.  Yes.

           9   Q.  Do we then see some further reference to positional

          10       changes?  You are not clear about the date, but it is

          11       about 24 December.

          12   A.  Yes, it is about then and it states that positional

          13       changes are tolerated.

          14   Q.  Turning on to page 13 of your report, have you noted

          15       that, on 25 December, the question of constipation is

          16       being raised with Mrs McGinty's position?

          17   A.  Yes.  So she is restless at the start of the night and

          18       "confused ? due to constipation".

          19           Constipation is another reason why someone can

          20       become confused and agitated, but also, because of her

          21       dense stroke, there is -- and her lack of mobility and

          22       poor diet, constipation would be a common complication

          23       that can occur.  So monitoring bowels would be

          24       a fundamental activity of nursing staff.

          25   Q.  Was she given any medication for the constipation that
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           1       you can remember?

           2   A.  Not that I could see.

           3   Q.  Then come 29 December, she is incontinent of faeces; is

           4       that right?

           5   A.  Yes, but it doesn't indicate the type or consistency.

           6   Q.  If we look at 4 January, can we note that you have taken

           7       from the records that Mrs McGinty was grossly

           8       incontinent with soft stools times 2?

           9   A.  Yes.

          10   Q.  Then you've got some further reference to "incontinent

          11       of loose stools" on 6 January?

          12   A.  Yes.

          13   Q.  Again, looking towards the bottom of the page for

          14       8 January, you have again drawn attention to the

          15       patient's weekly goal plan.  What was the goal here?

          16   A.  The goal focused on -- that Mrs McGinty's family were

          17       keen to take her home as soon as possible, but, as

          18       I noted, there was no reference to her bowel activity or

          19       pressure risk management or the falls.  It -- "Just

          20       states all care", it doesn't actually break down what

          21       the components of that care need to be.

          22           As the picture is developing, we can see that

          23       Mrs McGinty has a number of complications because of her

          24       stroke.

          25   Q.  Turning on to page 14 of your report, you have an entry
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           1       from the 15th when you are focusing on a conversation

           2       with Mrs McGinty's daughter.  If we go to the records

           3       themselves on page 165, we see the entry for the 15th

           4       begins:

           5           "Settled and slept well."

           6           Four or five lines down there is a note:

           7           "Incontinent of soft stool."

           8           Do you see that?

           9   A.  Yes.

          10   Q.  Then there is reference to the catheter and then:

          11           "Daughter, Helen, phoned.  Concerned that her mum

          12       was unwell as visitor had phoned her.  Reassurance

          13       given."

          14           There seems to have been some conversation with the

          15       daughter who had phoned about being concerned?

          16   A.  Yes.

          17   Q.  Then you have recorded that there is a multidisciplinary

          18       team meeting; is that right?

          19   A.  Yes.

          20   Q.  The purpose of that was, what, according --

          21   A.  It, again, would have been to discuss how Mrs McGinty

          22       was progressing, what care needs to be given and the

          23       plans for going home, and it seems that the focus was

          24       looking at Mrs McGinty's return to home and the

          25       equipment that would be needed at home and arrangements

                                           119

           1       with the district nursing team.

           2   Q.  Again, you draw attention in the next extract to

           3       Mrs McGinty's weekly goal plan on the 15th.  Perhaps we

           4       should look at this one.  It is page 180 of the records.

           5       We have seen this sort of document before.  We see the

           6       date is the 15th.  You make a point about what is not

           7       here in what you have said in your comment on page 14.

           8   A.  Yes.

           9   Q.  What is the point you are making here?

          10   A.  The point I am making is that this is a goal plan, this

          11       is about what is being aimed for.  We have identified

          12       that the records indicate that there is some changeable

          13       activity in relation to Mrs McGinty's bowels, for

          14       example, and there is nothing there under "Toileting

          15       issues".

          16           We have got no goal about washing and dressing,

          17       whether there is any plan to try to encourage her to be

          18       caring for herself a bit more.  We have got "cognition

          19       and perception", something was discontinued, and -- I'm

          20       afraid I can't read what that says -- "causing

          21       confusion".

          22           Again, we have no goal, we don't know what the

          23       baseline is, we don't know whether Mrs McGinty has

          24       a cognitive impairment as a result of a stroke or

          25       whether she is actually mentally able and the confusion
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           1       is intermittent, which would mean it is being caused by

           2       some organic difficulty, et cetera, et cetera.

           3           So the only area where we have a goal, if you like,

           4       is in the "Home circumstance", where it says "Will need

           5       a hospital bed, hoist, commode, table care package".

           6       Will be something -- something "upstairs", I think it

           7       says.  It is the only area in my view where it indicates

           8       what the goal is.

           9   Q.  Going back then to your report and looking to the entry

          10       you have taken from the records for the 18th where there

          11       is reference to "bed bath, total care given", can you

          12       interpret for me the next reference to the problem with

          13       the sacrum, which has now been identified?

          14   A.  Yes, the "Allevyn and Tegaderm applied" is the dressing.

          15       Allevyn is the inside dressing and Tegaderm is the

          16       plaster, if you like, that you put on over the top, and

          17       it is "applied to area on sacrum which is discoloured

          18       and bony", I think it says, if the court can decipher

          19       the word better than me, then I'm grateful for that.

          20   Q.  Let's look at it.  It is page 163 of the records.  It is

          21       on the right-hand side as we look at it:

          22           "Bed bath, total care given."

          23           Then:

          24           "Area on sacrum which is discoloured and bony."

          25           As in B-O-N-Y?
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           1   A.  That is what I read it to be.  I couldn't think it to be

           2       anything else.

           3   Q.  How do you interpret that then?  We have noted before

           4       that the sacrum had been described as red.  Here the

           5       sacrum is described as "discoloured and bony".  What do

           6       you take from that?

           7   A.  Well, the picture that is drawn in my mind from that

           8       description is that the skin is no longer just red, but

           9       it has actually perhaps got a discolouring of blue or

          10       brown, and by "bony" it actually means that the bone is

          11       not visibly protruding, but it is becoming very pointed

          12       through the skin.  That is what that -- the picture that

          13       draws in my mind.  Whether that is the accurate picture

          14       or not, I don't know.

          15   Q.  Does that come anywhere in the grading scale you

          16       mentioned.  I think you said red would be grade 1?

          17   A.  Yes, red without any damaged skin is a grade 1.  Once

          18       you start seeing -- if it is very dark red or

          19       discoloured, it can -- pressure ulcers can occur from

          20       the outside in, whereby -- where you get red and then

          21       you get damaged skin from the outside, which is often

          22       caused through sheer forces or rubbing the skin against

          23       bed clothes, for example.  The other type of pressure

          24       ulcer that can occur is whereby -- because the person is

          25       not moved and a bony prominence is resting on a surface,
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           1       the damage is done on the inside by the bone on the

           2       tissues on the inside of that particular area of

           3       the body, and the damage starts on the inside and works

           4       its way out, and it could be that that is what this was

           5       describing, which, if it then breaks down, if then it

           6       comes out, and then it is classified as a grade 3 or

           7       grade 4 pressure ulcer.  The description is saying

           8       "discoloured and bony", it is a very poor description.

           9   Q.  There is an entry at 3.15 on that page, 163:

          10           "ATSP."

          11           Is that "asked to see patient"?

          12   A.  "Asked to see patient", yes.

          13   Q.  "... patient re emergency chest physio."

          14           What's the context of that, do you know?

          15   A.  That is -- obviously, a physio has been asked to see her

          16       because -- she's started on the day before, 8.30 pm on

          17       the 18/1, if we look just on the other side, she was

          18       started -- they have asked for chest physio, she needed

          19       oxygen, restless and agitated.  Had to have a sputum

          20       sample taken and a chest X-ray the next day, so that

          21       reference, I think, is to that entry.

          22   Q.  Moving on then to -- going back to your own report on

          23       page 15, on 20 January you note from the records that

          24       Mrs McGinty is incontinent of soft faeces.  You then

          25       note again that the sacrum remains red and all other
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           1       pressure areas are intact.  Do you see that?

           2   A.  Yes.

           3   Q.  Again there is a reference to "faecally incontinent x2

           4       with soft faeces"?

           5   A.  Yes.

           6   Q.  It would appear that Mrs McGinty is at times having what

           7       appears to be like loose stools?

           8   A.  It does.  That could be -- a number of reasons could be

           9       causing that, including severe constipation.

          10   Q.  On the 23rd, if we look down to what you have noted from

          11       the records, you say:

          12           "Sacral area remains at risk."

          13           Then at 12.20, it has been noted:

          14           "Loose stools, sacrum, coccyx very much at risk."

          15           That is attended to.  So, again -- in particular we

          16       have reference to loose stools on 23 January?

          17   A.  Yes.

          18   Q.  If we move over to page 16 of your report, you are

          19       looking at the entry for 25 January, what have you

          20       extracted from the records there?

          21   A.  "Again agitated.  Urine output very poor.  Stools

          22       obtained, foul."

          23           Which I take to mean it was foul smelling.

          24   Q.  If you could turn to the relevant page, page 159, we see

          25       towards the bottom the date for the 25th, and moving on
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           1       to the next section, about half a dozen or so lines from

           2       the top, 5.30 am, can we see that the entry actually is

           3       "Stool obtained"?

           4   A.  Yes, "Stool obtained".

           5   Q.  I think you have said "Stools obtained" in the plural?

           6   A.  Yes, it is "Stool obtained".

           7   Q.  And then it looks like "foul"?

           8   A.  "Foul".

           9   Q.  It may be that is a specimen that has been obtained for

          10       C. diff analysis, because if we look down the page at

          11       1800 hours, can we see that the entry is:

          12           "Lab contacted ward, C. diff positive, family made

          13       aware."

          14   A.  Yes.  So I took it that where it said "stool obtained,

          15       foul", that that would --

          16   Q.  In any event, it would appear, whether that is what it

          17       means or not, because we see at 6 am there is also

          18       a reference to "cultures taken".  What does that mean?

          19   A.  Well, I think that that is referring to a sample, so

          20       a stool sample for culture and sensitivity.

          21   Q.  But it seems, in any event, that the ward have taken

          22       a sample and submitted that for analysis and, come about

          23       6 o'clock, or thereabouts, on the 25th, the ward is

          24       aware that Mrs McGinty is C. diff positive?

          25   A.  Yes, by 6 am on that day they are certainly aware
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           1       that -- they are concerned that she is C. diff positive.

           2   Q.  I think, to put it in its context, if that is when the

           3       stool is taken, at about 5.30 am or 6 am, the report

           4       doesn't come back until 6 o'clock in the evening that

           5       same day?

           6   A.  Yes.

           7   Q.  If we look on to your report for the 27th, there is an

           8       entry that you have taken from the records:

           9           "Seen by Dr Hussain.  Very dehydrated."

          10           Is that right?

          11   A.  That's right.

          12   Q.  Then there is a reference to Dr Kahn spoke with

          13       Mrs McGinty's daughter and explained the condition, and

          14       then there is reference that Mrs McGinty is complaining

          15       of stomach pain; is that correct?

          16   A.  Yes, at quarter to 9 in the evening.

          17   Q.  The next entry you have for the 27th, you say there is

          18       a diabetic chart.

          19   A.  Yes, it wasn't actually in the nursing notes,

          20       I apologise.  It should have been in a separate box.

          21   Q.  I think that, in fact, is a diabetic chart.

          22   A.  Yes, it is.

          23   Q.  If you look at page 182 of the records, was Mrs McGinty

          24       suffering from diabetes?

          25   A.  I didn't find any record that she was and certainly
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           1       didn't read it, as far as my memory serves me, in the

           2       medical records, but clearly it was decided to do her

           3       blood sugars.

           4   Q.  If someone has diabetes, does that become a relevant

           5       factor when you are seeking to manage certain aspects of

           6       that patient's care, including skin, for example?

           7   A.  Yes, because if you have diabetes, it can --

           8       particularly if you have had it for a long time, it can

           9       affect your -- the way that the oxygen gets to the skin,

          10       it can affect the amount of blood sugar in the skin, it

          11       can affect healing process.

          12           Also, if one gets an infection of some shape or

          13       form, it can affect the diabetes.  So either way, the

          14       diabetes can be affected.

          15   Q.  Moving on then and finishing off with this aspect of

          16       the report, I think you continue to say from the

          17       records, if you look at page 17 of your report, that on

          18       the 28th, Mrs McGinty is still suffering from loose

          19       stools?

          20   A.  Yes.

          21   Q.  On the 30th, can we see that Mrs McGinty is incontinent

          22       of faeces and that her sacrum is still being attended

          23       to?

          24   A.  Yes, and it was still being dressed as well, wound

          25       dressings.
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           1   Q.  There is also again reference at the very bottom to:

           2           "Medical staff aware of probable dehydration."

           3   A.  Yes.

           4   Q.  If we move on to the 31st, you look at that on page 18,

           5       there is a reference here to Mrs McGinty's skin, "dark

           6       brown areas".  Can you elaborate on that?

           7   A.  When skin -- I'm assuming that Mrs McGinty had

           8       a light-coloured skin.  When a skin -- light-coloured

           9       skin goes dark brown, it is often an indication of

          10       an old wound healing or changing its characteristic.

          11           It is not, from my experience, a common description

          12       of a colour of skin when someone is developing

          13       a pressure ulcer, but obviously the nurses were seeing

          14       that it was changing in some shape or form.  But the

          15       colour description doesn't lend itself to indicating to

          16       me exactly what it meant.

          17   Q.  The entry we see next about the "right foot dark in

          18       colour on side of foot toes.  Pulse is present,

          19       groaning", what does that imply?

          20   A.  That, to me, is a serious entry, because "right foot

          21       dark in colour on side of foot" is suggesting that it is

          22       going darker red or darker purple, perhaps, whereby it

          23       has been resting in one position, and that is what

          24       happens when someone is experiencing pressure damage.

          25           It is also a sign when perhaps the circulation is

                                           128

           1       starting to fail.  They obviously took a pulse of

           2       the ankle, but the fact that Mrs McGinty was groaning is

           3       suggesting that she was in some sort of pain from it.

           4   Q.  Is this something that a doctor would be called in to

           5       look at?

           6   A.  Should be, yes.

           7   Q.  I think we had seen in the medical records that, as we

           8       saw before, on page 9 there was an entry -- I think you

           9       thought it was "foot dusty", but "foot dusky and patient

          10       less responsive than before" and then the three toes

          11       being discoloured, pulse felt in foot, so that would

          12       appear to link up to that, would it?

          13   A.  Yes, it does.

          14   Q.  Again, it would appear that possibly on 31 January

          15       Mrs McGinty has got "loose stools + + +"; is that right?

          16   A.  Yes.

          17   Q.  On the 1st, you have noted that the nurses have recorded

          18       that Mrs McGinty's condition is deteriorating?

          19   A.  Yes, and the family were made aware.

          20   Q.  I think we know that she died that same day?

          21   A.  She sadly died that day, yes.

          22   Q.  Can I then turn to the body of your report?  Look first

          23       at the points you make about record keeping on page 21

          24       of the report.  What general conclusions did you come to

          25       in relation to the general question of record keeping?
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           1   A.  Generally, the record keeping -- taking all the

           2       different types of records into account, the record

           3       keeping was extremely poor.

           4           The record keeping in relation to (a) the impact of

           5       this very severe stroke that Mrs McGinty had experienced

           6       was not clear, there were no care plans, no assessments

           7       in relation to various risk factors, such as falls and

           8       pressure risk management; there were no records of

           9       the wounds -- this wound that was on her sacrum that was

          10       referred to from time to time in the evaluation records;

          11       there was no record of the size, nature, type or grade

          12       of the wound.  The language that was used, as we've just

          13       discussed, to describe the change in colour was variable

          14       and open to interpretation.

          15           The documentation with regard to the nurses'

          16       communication with the family members focused on the

          17       plans for discharge of Mrs McGinty and it was, you know,

          18       of great concern that, on one occasion, Mrs McGinty's

          19       daughter heard from another visitor that her mother was

          20       unwell.

          21           The records didn't seem to follow through a process

          22       of looking at rehabilitation or even looking at what the

          23       expected recovery could be for Mrs McGinty.  It was very

          24       much that the daughter had obviously wanted her mum home

          25       and so all the records were indicating to, well, "What
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           1       equipment does she need, you know, how are we going to

           2       physically get her there?", rather than, "Mrs McGinty's

           3       daughter wants her at home.  How can we help to improve

           4       Mrs McGinty enough so she can go home to live with her

           5       daughter?", reaching the optimum level of recovery that

           6       she could.

           7           With regard to her C. difficile, it just seemed to

           8       be something that she had.  It seemed to be almost

           9       completely incidental.  There was no assessment, no care

          10       plan.  There was no indication that the risks and

          11       complications that C. diff can bring were considered.

          12       She was experiencing abdominal pain.  There was no

          13       indication that that pain and the distress that that can

          14       cause was managed and dealt with appropriately.

          15           The impact of all of the things that Mrs McGinty had

          16       wrong with her just didn't seem to be considered in

          17       a logical fashion.

          18   Q.  Let's look at some of the aspects of the documentation.

          19       If you could turn first to page 129, which is the

          20       nursing admission assessment form.  I think we now have

          21       that on the screen.  We see the initial admission to

          22       ward 6 on 3 December and some information is given on

          23       the form.  It seems to have been generally completed,

          24       apart from the reference in particular to Waterlow and

          25       urinalysis.
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           1   A.  Yes.

           2   Q.  Perhaps the urinalysis part is complete with the

           3       reference to protein and nitrate?

           4   A.  Yes.

           5   Q.  Really, the Waterlow box has not been completed?

           6   A.  No.

           7   Q.  Otherwise, has this been reasonably well completed,

           8       setting out the sort of details you would get on

           9       admission?

          10   A.  Well, I am concerned that we have got no next of kin --

          11       oh, that has been blanked out.  We did have next of kin,

          12       I beg your pardon.  Yes, that has been anonymised.

          13   Q.  Things have been whited out, yes.

          14   A.  The information for -- when she was admitted, I think

          15       sometimes, with some sorts of information, like relevant

          16       past medical history, when someone is admitted in an

          17       urgent situation, as Mrs McGinty was, sometimes that

          18       sort of information doesn't come to light straight away

          19       because the hospital or the acute ward are dealing with

          20       the acute immediate presentation.  But that sort of

          21       information might come at a later date.

          22           It has been filled out, I would say, to

          23       a satisfactory level.  We don't know her age, we don't

          24       know her date of birth, unless that had been blanked out

          25       as well.
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           1   Q.  It might have been deleted.

           2   A.  It might have been blocked out as well.

           3   Q.  Can I leave that aside and look at page 130 of

           4       the records where we have the form headed "Activity of

           5       daily living assessment"?  While we have that on the

           6       screen, could I also ask to put on the screen page 84 of

           7       the records?  We have, in fact, two activity of daily

           8       living assessments for Mrs McGinty, we think, in that

           9       one has Mrs McGinty's name on it, one does not.  The one

          10       on the right doesn't have her name on it.

          11   A.  Yes.

          12   Q.  But we have the date of admission, looking to the one on

          13       the right, and the admitting nurse's name is given as

          14       McKinnon and the nurse, he or she, is a student.

          15   A.  Yes.

          16   Q.  Looking to the left, we have a similar form, completed

          17       by Lesley Fox, same date, ward 6, and the name

          18       "Mrs McGinty" does appear on this document.

          19   A.  Yes.

          20   Q.  We don't know why we have two --

          21   A.  No idea.

          22   Q.  -- but I think you do pass some comment on the

          23       differences between the two in your report?

          24   A.  Yes.  This form, as it states at the top, is the

          25       activity of daily living assessment prior to presenting
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           1       complaint, so the form completed by Nurse Fox, given

           2       that we were given the information that we know

           3       Mrs McGinty was living completely independently alone

           4       before she had the stroke --

           5   Q.  Again, if I could ask you to keep your voice up, please.

           6   A.  Sorry.  Before she had the stroke, the form by Nurse Fox

           7       indicates that she was fully ambulant, independent, was

           8       well-orientated, had been a bit forgetful in the past

           9       few weeks, but was breathing normally, managed her own

          10       oral hygiene, et cetera, which would be in keeping with

          11       the information that we had in the medical records, that

          12       she was completely independent before she had the

          13       stroke.

          14   Q.  Just to be clear, the form that seems to have been

          15       completed by Lesley Fox -- as you have pointed out, this

          16       is looking to Mrs McGinty's condition prior to the

          17       stroke?

          18   A.  Yes.

          19   Q.  So prior to presenting complaint.  You say it accords

          20       with what was there in the medical history; is that

          21       correct?

          22   A.  Yes.

          23   Q.  Whereas I think the equivalent form filled out by the

          24       student nurse seems to focus on the position

          25       post-stroke?
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           1   A.  It does, although the form is requesting information

           2       about prior to presenting complaint as well.  So what we

           3       have is a picture, I think, of how Mrs McGinty was after

           4       her stroke, but it is completed on a form which is

           5       requesting information about how she was before her

           6       stroke.

           7   Q.  We don't know exactly how this came about, but could it

           8       be that we have a student nurse who has a stab at it and

           9       the more experienced nurse comes along and says, "That's

          10       not what should happen.  This is how it should be done".

          11       That could be the explanation?

          12   A.  Yes, that could be the explanation.  It could be that

          13       the student nurse was very junior, was having a best

          14       attempt at filling out a form and didn't notice that she

          15       was using the wrong form.

          16           However, student nurses are the responsibility of

          17       the registered nurses and any forms that are completed

          18       or entries that are made into records should be checked

          19       and countersigned by a registered nurse.  So it should

          20       have been checked.

          21   Q.  Perhaps that is what has happened here and the form has

          22       been redone?

          23   A.  Possibly.

          24   Q.  We just don't know?

          25   A.  We don't know.
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           1   Q.  All you do in your report is point out the

           2       inconsistencies --

           3   A.  That we have two converse presentations.

           4   Q.  On page 21, you also address the matter of nursing care

           5       plans.  Did you find any care plans at all in the

           6       nursing records that you looked at?

           7   A.  I didn't find any care plans specific to Mrs McGinty's

           8       care regarding the fundamental care needs of pressure

           9       risk, falls.  I don't recall that I found any care plans

          10       at all.  I haven't referenced them.

          11   Q.  You haven't referenced them?

          12   A.  If I did find them, they certainly were not relevant to

          13       her fundamental care needs.

          14   Q.  If there are no care plans in the records, then what

          15       would your observations be on that?

          16   A.  Well, it is appalling that there are no care plans for

          17       the very complex needs that Mrs McGinty had.

          18   Q.  If we look at those needs, pressure was one of

          19       the issues.  Should there have been a care plan for

          20       pressure?

          21   A.  There should have been care plans for a number of things

          22       for Mrs McGinty.  Pressure risk.  We know she was at

          23       high risk and developed a pressure ulcer, so there

          24       should have been a care plan which encompassed

          25       prevention of pressure damage and how to manage the
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           1       pressure damage.

           2           There should have been a care plan around her

           3       nutrition, because she couldn't swallow, and then she

           4       was put on textured food and thickened fluids, so that

           5       should have been on a care plan.  She should have had

           6       a care plan around her continence.  This is a lady who

           7       was completely continent before her stroke and there

           8       should have been potential for some rehabilitation or

           9       assessment of how her continence was to be managed,

          10       which should include her bowels.

          11           There should have been care plans around falls,

          12       prevention of falls, and around manual handling and how

          13       to help her move.

          14   Q.  We know she had a stroke.  Should there be a care plan

          15       for her stroke?

          16   A.  Well, her stroke, yes -- I suppose all of those things

          17       are component parts of managing her stroke, managing the

          18       consequences of her stroke.  Yet alone there should have

          19       been a care plan for her C. difficile.

          20   Q.  We saw that Mrs McGinty had had problems with hydration.

          21   A.  Yes.

          22   Q.  Would that be a problem that could be managed with

          23       a care plan?

          24   A.  That could be incorporated into her nutrition care plan,

          25       yes.
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           1   Q.  If we move on then in your report and look at what your

           2       comments on pressure risk management, which we find on

           3       page 22, are, I think you indicate that there was

           4       a Waterlow score carried out for Mrs McGinty.  Perhaps

           5       we can look at that first of all, which we will find at

           6       page 128 of the medical records?

           7           We are looking at the first page of the document

           8       where we can see that the different boxes have been

           9       addressed, and the "very high risk" box has been ticked.

          10           If we turn to page 127, the previous page, can we

          11       observe that this seems to have been first carried out

          12       on 14 December and the total that we have in the "Total"

          13       box is 22, which puts Mrs McGinty at very high risk?

          14   A.  Yes, indeed.

          15   Q.  Can we see that the next assessment was due on

          16       21 December, but it doesn't, in fact, take place until

          17       the 29th?

          18   A.  Yes.

          19   Q.  I think we can remind ourselves that it is envisaged

          20       that, when you are at very high risk, the assessment

          21       should be daily?

          22   A.  Yes, it should.  But, again, as we can see, the nurse

          23       who completed it on the 14th made a conscious decision

          24       that the next time it should be reassessed would be

          25       a week later, on the 21st.
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           1   Q.  Even a week is outwith the terms of the policy?

           2   A.  It is completely, yes, at odds with what the policy

           3       states they should be doing.

           4   Q.  In fact, it was something like -- something in excess of

           5       two weeks before the assessment was made?

           6   A.  Yes.

           7   Q.  Then we see the projected assessments for 4 January,

           8       I think there is a mistake in there, the following date

           9       when it says 4 December, and then it is projected to

          10       11 January, and we see the next assessment is on the

          11       12th.  That is projected to the 19th.  That takes place

          12       on the 19th and the next one is projected for the 26th.

          13           Would it appear that in relation to the projection

          14       of the next assessment, it's seems to be working on the

          15       basis that it would be weekly, rather than daily or

          16       less?

          17   A.  They seem to be making that assumption, yes, which is

          18       the standard.  Weekly is the standard review,

          19       particularly when someone has routinely changing needs.

          20       So the minimum would be weekly.

          21   Q.  Yes, but here we are dealing with a patient who is at

          22       high risk -- very high risk.

          23   A.  That's right, very high risk.  Indeed, I think some of

          24       her needs didn't appear to change.  But when we have

          25       just been through the records, we could see that
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           1       Mrs McGinty's needs were changing, her appetite was

           2       changing and fluctuating, yet, according to the score of

           3       appetite, as an example, she was only ever scoring 1.

           4   Q.  But although it does appear her score actually did

           5       increase from 22 to 24 --

           6   A.  Yes, I'm not quite sure how that did.  It was to do with

           7       the adding up, I think, because the numbers in the boxes

           8       are all the same but the total number seems to have

           9       changed.

          10   Q.  Continence has changed, I think?

          11   A.  Continence has changed, yes, which is interesting,

          12       because she had a continence problem from back

          13       in December when she was constipated and then had

          14       diarrhoea.

          15   Q.  Whether it is 22 or 24, it is still very high risk?

          16   A.  Very high, yes.

          17   Q.  Going back to your report, I think you observe that

          18       there were no turning charts --

          19   A.  No.

          20   Q.  -- and there was no evidence in respect of the type of

          21       mattress or the type of chair cushion that was being

          22       used.  Should there have been turning charts here?

          23   A.  In my opinion, there should have been turning charts,

          24       yes.  It is a way of -- it is not just another

          25       bureaucratic piece of paper, it is a piece of paper that
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           1       can -- it is a record that actually helps the staff know

           2       that they are completing that particular activity.

           3   Q.  In relation to the employment of a special mattress,

           4       should there have been a special mattress for

           5       Mrs McGinty?

           6   A.  Yes, there should, particularly as she's scoring so

           7       high.

           8   Q.  Should that have been from the outset of her management?

           9   A.  Yes, and a special chair cushion as well for the times

          10       that she was sitting out of bed.

          11   Q.  You then look at nutrition, and you say there was no

          12       assessment for nutrition:

          13           "It was clear that Mrs McGinty had a severe problem

          14       with swallowing and was seen by the speech and language

          15       therapist and her swallow was assessed and instructions

          16       were given regarding reintroduction of certain foods.

          17       However, there was no information to suggest a dietician

          18       was involved, nor was there a nutrition care plan or

          19       adequate nutrition records.  She was not weighed on

          20       admission ..."

          21           We have seen in quite a number of cases now that the

          22       Vale of Leven employed a nutritional assessment tool?

          23   A.  Yes.

          24   Q.  Would you have expected that tool to have been used for

          25       Mrs McGinty?
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           1   A.  Yes, I would.

           2   Q.  Can you assess what risk she would have been put at if

           3       that tool had been used?

           4   A.  I think she'd -- her risk assessment would be very high.

           5   Q.  In that event, would that have demanded the

           6       implementation of a care plan?

           7   A.  Yes.  She should have had a care plan and it should have

           8       engaged the involvement of a dietician as well.

           9   Q.  What, then, would you conclude -- if none of that

          10       happened and you saw no evidence of that, is that right?

          11   A.  No, it is highly dangerous and very wrong.  The reason

          12       I use the word "dangerous", is because Mrs McGinty had

          13       a definite swallow problem.  We saw in the records that

          14       the speech and language therapist was saying that she

          15       should have thickened fluids and thickened -- and food

          16       of a concern consistency.

          17           Now, when you thicken fluids, you use -- there is

          18       a number of different powders that you can use that

          19       companies produce, and the fluids -- liquid fluids can

          20       be thickened to certain consistencies, depending on the

          21       severity of the swallowing problem.  A care plan should

          22       show and should indicate whether the fluids have to be

          23       thickened to a custard consistency, a mousse

          24       consistency -- these are the words that are used.

          25       Again, the manufacturers of the thickening fluid often
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           1       produce information that can then be just put on care

           2       plans.

           3           So for Mrs McGinty not to have this information

           4       where nurses knew the consistency and were able to

           5       follow the consistency prescribed by the speech and

           6       language therapist in my view was very dangerous,

           7       because, if she didn't have the food at the right

           8       consistency, she could easily inhale that food into her

           9       lungs and aspirate that.

          10   Q.  Let's move on and look at fluid balance, which is the

          11       next topic you address in your report.

          12           You say that there were fluid balance charts in

          13       place for 60 per cent of the days that Mrs McGinty was

          14       an inpatient, but the completion of those charts was

          15       erratic.  Can you elaborate upon that?

          16   A.  Well, yes, the forms -- you couldn't follow from the

          17       forms whether she'd been offered fluids and refused,

          18       whether she wasn't offered fluids, whether some days the

          19       charts weren't added up, and other charts -- some

          20       members of staff had actually written great big question

          21       marks on them themselves, indicating that they didn't

          22       know what the fluid intake actually had been.

          23           So someone on the ward had noticed that these fluid

          24       charts were not being completed correctly, but they

          25       still continued to be completed erratically, even after
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           1       such question marks were put on the charts.

           2   Q.  Again, if we can just look at a few examples.  There are

           3       quite a number of them.  If we look at page 124 of

           4       the records, where we have a fluid balance chart for

           5       10 December, can you pass any comment on this document?

           6   A.  This document shows that she only had 1 litre of fluids

           7       in 24 hours intravenously.  There is nothing to

           8       indicate -- we would have to go back to the doctors'

           9       notes to find out at what point she went from being nil

          10       by mouth.  There is nothing on here to indicate that she

          11       was nil by mouth at this time.  If she was nil by mouth

          12       at this time, I would expect it to be on the form.

          13           So if she wasn't nil by mouth at this time, she's

          14       had no oral intake at all and, according to this chart,

          15       she passed 1 litre of urine, but we have got no totals

          16       added up, no totals in, no totals out.

          17   Q.  If we look at another form, moving on a bit in time,

          18       page 108 of the records, can you comment on this

          19       document?

          20   A.  That, again, shows that she had -- or indicates that she

          21       had no oral intake at all.  If this is the case, I would

          22       have expected -- if she's refusing or she's nil by

          23       mouth, it actually draws to my mind that something else

          24       that we hadn't seen, that we should have seen, is that

          25       she should have had a mouth-care care plan, because if
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           1       someone is not having anything orally, their mouth can

           2       become very dry and that should be taken care of.  So

           3       this form is either not completed properly -- not

           4       completed at all in terms of oral intake.  There is no

           5       totals at the bottom to show whether what is going in is

           6       coming out, and there is nothing to indicate that she

           7       was offered fluids and refused.

           8   Q.  Could you look at page 186, please.  Here we have a form

           9       that doesn't have a date.

          10   A.  No.

          11   Q.  But there are three entries, two for intake and one for

          12       output.  Is this of any value to anybody at all?

          13   A.  It is of no value at all.  It has not even got -- as you

          14       said, not even got a date on it.  It is hardly

          15       surprising that the staff couldn't form any clear

          16       opinion about what was happening.

          17           But, indeed, we have to bear in mind that the

          18       doctors were reporting that she had severe dehydration,

          19       and one begs the question what fluid she was actually

          20       having, because the medical information was that she was

          21       very dehydrated and the fluid charts are indicating she

          22       had nothing orally.

          23   Q.  Perhaps finally, if you look at page 188 -- you

          24       mentioned forms with question marks -- we have one here

          25       for 29 to 30 January, I think, towards the latter stages
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           1       of Mrs McGinty's life?

           2   A.  Yes.

           3   Q.  There is some intake -- the intake has been recorded,

           4       but someone has put a question mark against "Output".

           5   A.  Yes.

           6   Q.  Is this of any assistance in assessing hydration?

           7   A.  No.  We now do have some intake and see that she had

           8       900ml during the day, but now we haven't got any

           9       outputs.  So it will be impossible to -- we know that

          10       Mrs McGinty had a catheter, so it would be easy to

          11       measure how much fluid she was passing, and there is not

          12       even any indication that the catheter bag was checked

          13       and it had no fluid in it.

          14           So, again, that would have been an indication, if,

          15       at certain times of the day, the catheter bag was --

          16       they went to empty it and there was nothing in it, it

          17       would have shown the progression of her condition.

          18   Q.  We did note, I think, as we went through the records,

          19       that there were a number of notes made by the doctors in

          20       relation to Mrs McGinty's dehydration.

          21   A.  Yes.

          22   Q.  I think, for example, if you turn to page 16 of

          23       the medical records, just to remind ourselves what was

          24       being observed, can we see about half a dozen lines or

          25       so from the bottom of the page:
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           1           "Looks dry.  Dehydrated."

           2           Do you see that?  This is 28 January, close to the

           3       date when Mrs McGinty died:

           4           "Looks dry.  Dehydrated."

           5           Was the plan to increase fluids then?

           6   A.  So the plan was to give her Lasix.  So I think this

           7       probably coincides with when her legs were becoming

           8       swollen, because they are giving her Lasix, I think that

           9       says:

          10           "Plan 1.  Lasix.  40mg IV stat."

          11           That is a medication given if someone's legs are

          12       getting swollen, when there perhaps is a bit of heart

          13       failure.  It is to increase the fluids to 500ml

          14       six-hourly, so that's 2 litres in 24 hours, so this is

          15       on the 28th.  This is where it says "Urine input and

          16       output chart".  So on the chart, it should be shown that

          17       she had 2 litres of fluids on that day intravenously.

          18   Q.  Looking to that background and looking to what you have

          19       seen -- not just what I have taken you to but the charts

          20       that you looked at in detail for the preparation of your

          21       report -- what conclusions do you arrive at in relation

          22       to the way in which Mrs McGinty's fluid balance was

          23       being managed by the nursing staff?

          24   A.  The only conclusion I can draw is that her fluid intake

          25       was not being managed because, if it was being managed,
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           1       the records would have indicated whether there were

           2       difficulties with her swallowing as to why she wasn't

           3       taking oral fluids or whether she was refusing them.

           4           The charts are indicating that she wasn't being

           5       offered them.  So I think that what's -- the only

           6       conclusion I can draw is that her fluid balance was

           7       being managed extremely poorly.

           8   Q.  Moving on --

           9   LORD MACLEAN:  Before you do that, Mr MacAulay, could you

          10       tell me what you plan for the rest of the afternoon?

          11   MR MACAULAY:  My plan, my Lord, is to fairly shortly finish

          12       with this witness.

          13   LORD MACLEAN:  And then?

          14   MR MACAULAY:  Then I was going to invite your Lordship to

          15       adjourn until next week.  Rather than having the break,

          16       if it takes another ten minutes or so, I thought we

          17       would press on, if that is acceptable.

          18   LORD MACLEAN:  Absolutely.

          19   MR MACAULAY:  Moving on to page 23 of your report, you deal

          20       with the stool charts and you say there was no stool

          21       chart in Mrs McGinty's records and it was extremely

          22       difficult to establish the severity of diarrhoea during

          23       her episode of C. difficile.  Can I just ask you this:

          24       should there have been a stool chart of Mrs McGinty's

          25       bowel activity?
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           1   A.  Yes, there should.

           2   Q.  You didn't see any in the records.  If that is the true

           3       position, what conclusion do you come to?

           4   A.  Well, I come to the conclusion that the importance of

           5       keeping these records didn't occur to the staff and that

           6       it fell way below the standard you would expect of

           7       nursing staff.  It was very poor indeed.

           8   Q.  Falls risk is the next area that you look at, and you

           9       say there was no falls risk assessment for Mrs McGinty

          10       and no falls risk care plan.  You say:

          11           "Given the frailty and high risk, a falls risk

          12       assessment should have been completed."

          13           Does that remain your view?

          14   A.  It certainly does, yes.

          15   Q.  Similarly, there should have been a care plan?

          16   A.  There should have been a care plan.  There should have

          17       been a falls risk assessment.

          18   Q.  If the records display the correct position, what is

          19       your conclusion?

          20   A.  Well, my conclusion is that they -- the records and the

          21       care fell way below the standard expected of

          22       a registered nurse.

          23   Q.  Would you also have expected a moving and handling

          24       assessment to have been carried out?

          25   A.  Yes, indeed, particularly with Mrs McGinty's obvious
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           1       disabilities following a stroke and the need for a hoist

           2       or moving and handling equipment of some shape or form,

           3       an assessment should have been done, a care plan should

           4       have been written to ensure that all staff know what

           5       equipment to use, and the fact that there was neither of

           6       these things, again, the standard fell way below that

           7       that was expected or that should have been provided.

           8   Q.  If you turn to page 24 of your report, we have already

           9       looked at the DNAR issue, but do you consider that the

          10       DNAR decision should have been recorded in the nursing

          11       records?

          12   A.  Yes, indeed.  In line with their own policy, it is

          13       supposed to be recorded in the nursing records, because

          14       it is the nurses who are going to be present when

          15       somebody does collapse.  So it is absolutely vital that

          16       the nurses know, and it is easily recognised on the

          17       nursing notes, what the decision is about whether or not

          18       someone should be resuscitated.

          19   Q.  Did you focus in any way on the manner in which

          20       Mrs McGinty's catheterisation was managed by the nursing

          21       staff?

          22   A.  I didn't actually focus on that in the records, but I --

          23       you know, having -- I would like to say overall that

          24       I am not surprised that Mrs McGinty lost her ability to

          25       know when to pass urine as part of her stroke.  However,
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           1       I am of concern that there was no assessment made of her

           2       continence.  There was no plan about how that was going

           3       to be moved forward or the actual optimum plan as to

           4       whether or not she was going to require a catheter long

           5       term, if she was going home, or whether there was any

           6       indication that she might regain continence as she

           7       recovered from her stroke.  So there was no assessment

           8       or action plan around that either.

           9   Q.  I think we have heard this already: should you try to

          10       reduce as much as possible the use of catheters?

          11   A.  You certainly should, because one of the -- catheters

          12       are -- often go hand in hand with recurring infections

          13       and with the infections is the use of antibiotics.

          14   Q.  Should you allow a catheter bag to overflow?

          15   A.  No, never.

          16   Q.  The nursing management of C. difficile I think we have,

          17       in large measure, covered, but in short, what was your

          18       assessment of the way in which Mrs McGinty's

          19       C. difficile was managed?

          20   A.  Well, I think it is difficult to suggest that

          21       Mrs McGinty's C. difficile was managed in any shape or

          22       form, apart from the fact that a sample was sent off and

          23       that she was eventually isolated.  There was no

          24       information in either medical or nursing notes that they

          25       managed it, that they took specialist advice, that they
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           1       tried to prevent the complications of C. difficile, that

           2       they managed the pain or the distress of this incredibly

           3       debilitating condition that she got on top of having had

           4       a very severe stroke and which had affected her speech

           5       and her swallow and that -- with the C. difficile that

           6       Mrs McGinty got on top of everything else, she had very

           7       complex needs that required clear and accurate nursing

           8       interventions, none of which I saw.

           9   Q.  Can I ask you to look finally then, Mrs Phair, at your

          10       summary, which you find on page 20 of your report?  It

          11       is a short paragraph.  It would be convenient for you

          12       just to read it.

          13           Again, make sure you have the microphone close to

          14       hand to read out your summary in Mrs McGinty's case.

          15   A.  Mrs McGinty was seriously ill when admitted to hospital

          16       following a stroke which had left her totally dependent.

          17       She was, however, starting to show signs of slight

          18       improvement when she contracted C. difficile.  The

          19       records, however, did not reflect how the C. difficile

          20       was affecting her, how it was assessed or how it was

          21       managed.

          22           Furthermore, the complications of C. difficile and

          23       the need to anticipate possible complications were not

          24       recorded and did not appear to be even considered, nor

          25       the specific needs of infection control, and there was

                                           152

           1       evidence of conflicting information in different sets of

           2       records.

           3           There was no care plan for C. difficile.  The

           4       involvement of the infection control team appears to

           5       have been minimal.  Printed instructions on assessment

           6       charts were either not completed or not carried out, and

           7       palliative, end of life care was not consciously

           8       assessed or documented.  It is the opinion of the expert

           9       that Mrs McGinty's care of her fundamental needs and

          10       specifically C. difficile was poor and fell well below

          11       the acceptable standard.

          12           I consider that her care was quite deplorable.

          13   Q.  Your reference to "palliative, end of life care was not

          14       consciously assessed or documented", we have seen,

          15       I think, from the records we looked at that there was

          16       a decision made of no active treatment at a point in

          17       time --

          18   A.  Yes.

          19   Q.  -- and, indeed, that that was associated with a decision

          20       not to resuscitate.  Should that then feed into some

          21       plan for end of life care?

          22   A.  Yes.  When the decision -- certainly when the decision

          23       which should have been taken following discussion with

          24       the family was made that Mrs McGinty was coming to the

          25       end of her life, then an end of life care pathway should
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           1       have been developed -- should have been implemented

           2       which enabled Mrs McGinty to -- her wishes that she

           3       might have been able to make at that time or the wishes

           4       that she might have made previously with her family

           5       would have been able to be, as far as possible, carried

           6       out, and that she would have been able to die in

           7       a peaceful, pain-free, dignified way.

           8   Q.  Thank you for that, Mrs Phair.  There are, of course,

           9       other reports that you are required to speak to.

          10       I think your attraction to Scotland is such you have

          11       been invited to come back next Monday; is that correct?

          12   A.  It is indeed.

          13   MR MACAULAY:  My Lord, that might be an opportune point at

          14       which to adjourn.

          15   LORD MACLEAN:  We will adjourn until Monday at 10 o'clock.

          16   (3.38 pm)

          17                 (The hearing was adjourned until

          18                Monday, 13 June 2011 at 10.00 am)
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