           1                                          Tuesday, 14 June 2011

           2   (10.00 am)

           3                   MRS LYNNE PHAIR (continued)

           4              Examination by MR MACAULAY (continued)

           5   MR MACAULAY:  Good morning, my Lord.

           6           Good morning, Mrs Phair.  Can we go back to the

           7       report you prepared for Dr Gray?

           8   A.  Yes.

           9   Q.  I think yesterday we looked through some of the extracts

          10       you had taken from the nursing and medical notes.

          11           To recap, Dr Gray was admitted to the Vale of Leven

          12       from the Royal Alexandra Hospital on 4 February.

          13   A.  Yes.

          14   Q.  She died there on 2 March and she tested positive for

          15       C. difficile on 26 February?

          16   A.  Yes.

          17   Q.  That is a sort of summary of the position.  If we go to

          18       page 8 of the report, the first head you have on page 8,

          19       you make reference to an information sheet for patients.

          20       Can we just look at that?  Did you come across

          21       a document of this kind in any of the other reports that

          22       you prepared?

          23   A.  No, this was the only record that I found this

          24       particular document in.

          25   Q.  Then just looking at it on page 33 of the medical
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           1       records, as you set out in your report, the heading of

           2       the document is "Information sheet for patients &

           3       relatives.  Suspected viral vomiting & diarrhoea

           4       infection".  We see that towards the top.

           5           If we look to the top left -- can we just get the

           6       top left of the document on the screen?  Can we see the

           7       address to the top left is "Infection Control Service at

           8       the Vale of Leven Hospital".  Part of it has been

           9       blanked out, but I think we can make that out?

          10   A.  Yes.

          11   Q.  Also, if we look at the bottom of the document, we see

          12       again that it makes reference to the Infection Control

          13       Service, Vale of Leven Hospital, NHS Greater

          14       Glasgow & Clyde.  So it appeared to emanate from the

          15       Vale of Leven, on the face of it?

          16   A.  Yes.

          17   Q.  Just looking at some aspects of the text, it doesn't

          18       have a date, but it sets out the problem.  The first

          19       heading:

          20           "Over the past 24 hours, a number of patients in the

          21       area have developed either diarrhoea, vomiting or both.

          22       The infection control service is investigating the

          23       problem and suspect that this is most likely to be an

          24       outbreak of viral gastroenteritis.  This is common in

          25       the community at this time of the year, although other
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           1       possible causes are being investigated."

           2           There is some further information given in relation

           3       to symptoms, precautions.  There is reference to wards

           4       being closed during the outbreak, and then there is

           5       reference to what visitors can and cannot do.

           6           As I said, there is no date, but we know that

           7       Dr Gray was being accommodated in the Vale of Leven from

           8       early February to early March, whether that helps or

           9       not, but can you understand what the function of this

          10       particular document is?

          11   A.  Well, when I came across this document, I examined it

          12       and read it in the context of either it was relating to

          13       her diagnosis of Clostridium difficile or to her

          14       diagnosis of norovirus.  I think that it's an

          15       information sheet which is more pertinent to norovirus,

          16       where you get the vomiting and diarrhoea, which is

          17       also -- which can be gastroenteritis, and certainly

          18       talking about the fact that it comes from the community

          19       and restriction of visitors, so to me it was a sheet

          20       that I thought was to be given, as it says, to patients

          21       and relatives, and I surmised that it was in relation to

          22       when she was diagnosed with norovirus.

          23   Q.  We know from yesterday that that diagnosis was on

          24       11 February 2008.

          25   A.  Yes.
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           1   Q.  The point then, if we look at the visitors' precautions,

           2       the last bullet point:

           3           "Visitors should wash their hands thoroughly before

           4       and after visiting the patient."

           5           If this was specific to C. difficile, then would you

           6       expect that to make mention of soap and water

           7       specifically, rather than other --

           8   A.  Yes, to wash their hands thoroughly would be appropriate

           9       for both viruses, to my understanding, with soap and

          10       water.

          11   Q.  Is soap and water also relevant to norovirus?

          12   A.  Yes.

          13   Q.  Indeed, it has been drawn to my attention if you look at

          14       the precautions in the third bullet point:

          15           "Thorough hand washing with soap and water is

          16       important for staff, patients and visitors."

          17   A.  Yes.

          18   Q.  But this document, in any event, you found in the

          19       records for Dr Gray?

          20   A.  Yes, I did.

          21   Q.  What you can't tell us is whether or not a copy was

          22       given to any family members?

          23   A.  No, and, indeed, I found no other reference to Dr Gray

          24       having norovirus in the medical or nursing records.

          25   Q.  Could we then turn to page 10 of your report?  You look
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           1       there at the infection control card, and perhaps we can

           2       have that on the screen as well.  So that is at

           3       SPF00550001.  We are familiar with this form of document

           4       now.  We see the top right makes reference to ward 14,

           5       where Dr Gray was being accommodated.  We then look at

           6       the entries in the document itself.  There is reference

           7       to date positive, 26 February, and then, for

           8       25 February -- I will just read that out:

           9           "Contacted by ward sister.  Patient symptomatic but

          10       had negative specimen.  Nursed in isolation as patient

          11       very unwell."

          12           Then on 26 February:

          13           "Informed by lab staff positive result today."

          14           I think we saw yesterday that there had been

          15       a negative sample on 6 February shortly after Dr Gray's

          16       admission to hospital?

          17   A.  Yes.

          18   Q.  So it would appear that, although there was not

          19       a positive result, Dr Gray was being nursed in isolation

          20       because of her condition?

          21   A.  Yes, it would appear so.

          22   Q.  It would appear that that continued to be the position

          23       indeed after the positive result had been obtained?

          24   A.  Yes.

          25   Q.  I think we see the date of death on the infection
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           1       control card is given as 1 March, although I think we

           2       noted yesterday that she actually died on 2 March?

           3   A.  Yes.

           4   Q.  Can we then go back to your report and turn to page 11,

           5       where you look at certain aspects of management and you

           6       look at record keeping generally.  What observations do

           7       you make there?

           8   A.  Well, I noted that the record keeping did demonstrate

           9       that it was recognised that she required infection

          10       control procedures once she'd been diagnosed with

          11       C. difficile.

          12           As I just mentioned, I didn't notice any information

          13       regarding infection control procedures when she was

          14       diagnosed with norovirus.  The records also indicated

          15       that she was not eating and drinking, that her pressure

          16       areas were vulnerable.

          17   Q.  We will look at pressure management in a moment, but

          18       then, if you look at the next section, where you are

          19       dealing with nursing care plans, I think you did observe

          20       that there were care plans in place?

          21   A.  Yes.

          22   Q.  Perhaps we could look at this aspect of it, if you could

          23       turn to page 34 of the records.  We have a care plan

          24       here for ward 14 and the problem is described as reduced

          25       mobility and there is some reference to the fracture.
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           1       Looking to this, do you have any comments to make on

           2       this as a care plan for this problem?

           3   A.  As a care plan, I felt that it was certainly an

           4       improvement on care plans I'd seen elsewhere and it was,

           5       I felt, adequate.

           6           However, in saying that, where it says "follow

           7       guidance from physiotherapist", which I assumed would be

           8       around her mobility and rehabilitation programme

           9       following her operation, I didn't find any instruction

          10       about what the physiotherapist was asking the nursing

          11       staff to do in her absence, but it does talk about

          12       monitoring the skin for pressure areas and it does state

          13       the patient was on a food chart to assess nutritional

          14       intake.

          15   Q.  What you say in your report is that you -- well, is this

          16       one of the plans that you would describe as basic but

          17       adequate?

          18   A.  Basic but adequate, yes.

          19   Q.  Would you have expected any reference to risk of falls

          20       in this care plan, or would you look upon that as

          21       something --

          22   A.  Well, it could have been in this care plan or it could

          23       have been on a separate care plan.  As we know, the

          24       Vale of Leven did have a printed falls pro forma falls

          25       care plan, so provided that was in place, again, it is
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           1       an example of where issues can be merged or issues can

           2       be on separate care plans.

           3   Q.  We see that this care plan is numbered 1, if we look to

           4       the top right?

           5   A.  Yes.

           6   Q.  If we move on to the next page in the records,

           7       page 35 -- perhaps we should observe, just going back to

           8       page 34, that the date that we have on the plan is

           9       4 February, which was the date of admission?

          10   A.  Yes.

          11   Q.  Moving on then to page 35, we have the number 2 to

          12       identify presumably problem number 2 on the document.

          13       We see the date now is 5 February and the problem is

          14       described as "small break upper spine".  As a care plan,

          15       have you any comments to make on this?

          16   A.  This care plan I feel is inadequate.  It identifies that

          17       Dr Gray has a wound or an injury on her upper spine.  We

          18       don't know the size, we don't know the nature, and

          19       I would have expected a care plan in respect of a wound

          20       to have been on a wound chart and wound care plan so

          21       that the exact description of the wound can be given and

          22       also perhaps what it -- its exudate, whether it is

          23       smelling, whether it is getting better or worse, can be

          24       recorded chronologically on a wound care plan.

          25           So although this care plan tells the nurse how to
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           1       dress the wound, it also says "[something] regular

           2       positional changes".  I'm not sure what the first word

           3       is.  It talks again about regular positional changes,

           4       suggesting, but as we know from the daily records, this

           5       wound is a pressure damage wound.  We don't know what

           6       they mean by "regular positional changes".

           7   Q.  Looking just at that particular entry, I think it says

           8       "Give regular positional changes".  You would expect

           9       that instruction as an intervention in this type of care

          10       plan, would you, or would you expect it to be more

          11       specific?

          12   A.  I think that this particular care plan is around the

          13       wound.  The regular positional changes helps in the

          14       healing of the wound, but also is an integral part of

          15       a pressure risk management plan.  So I would expect --

          16       there is no problem with having it on this care plan,

          17       because it is part of the treatment, but I would also

          18       expect it to be on a pressure-relieving care plan.

          19   Q.  Would you then expect there to be turning charts?

          20   A.  Yes, I would.  I would expect it to be very clear about

          21       the regularity of how often someone should be

          22       repositioned.

          23   Q.  The grading of the wound, would that be something you

          24       would expect?

          25   A.  I would expect the grading of the wound.
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           1   Q.  I think we did see yesterday -- perhaps turn to page 42

           2       of the records -- some reference to this pressure damage

           3       in the nursing notes, and we are looking at the entry

           4       for 5 February, the second entry from the top of

           5       the page, 1305:

           6           "Broken area noted at upper end of spine."

           7           So that is the information we have.  Do we have any

           8       other information to assist as to the grading it

           9       might --

          10   A.  No.

          11   Q.  Does that tell you where this might fit on the grading

          12       scale?

          13   A.  At the very least, this -- from that summary

          14       description, at the very least, that would have been

          15       a grade 2 pressure ulcer, depending on the severity of

          16       the break.  What one defines as a break would then

          17       depend on whether it was a higher grade, but from that

          18       description, you can't really tell.  We don't know how

          19       big it was, we don't know how long it was down her

          20       spine, and so it is an inadequate description.

          21   Q.  Moving on to page 36 of the records, we now have

          22       problem 3.  If we look to the left, the number 3 has

          23       been circled.  The date that is on the document is

          24       14 February.  The problem is "Needs all help with

          25       washing and dressing and [something]".  It has been
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           1       scored out.  But leaving that aside for the moment, in

           2       relation to this, looking to the problem, is this an

           3       appropriate care plan?

           4   A.  It is appropriate to have a care plan.  The

           5       "[something]" at the end of it is "ADLs", which means

           6       activities of daily living.  It is appropriate to have

           7       a care plan.

           8           Dr Gray was in this ward, as I understand it, for

           9       rehabilitation following a fractured neck of femur, so

          10       assisting her and looking to help her to become

          11       independent again is an appropriate area to have on

          12       a care plan.

          13           However, the interventions I would suggest are

          14       extremely rudimentary.  We note that it was written on

          15       14 February, some ten days after she had been admitted,

          16       so, again, the question that comes to my mind is, what

          17       was happening in between times and how are they

          18       encouraging her to be independent or to be dressing --

          19       helping herself to the toilet, helping herself to eat

          20       and drink, helping herself to wash, and all the areas

          21       that that covers?

          22   Q.  So are you saying that, in the first instance, this

          23       should have been investigated sooner and prepared in

          24       a care plan?

          25   A.  Yes.
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           1   Q.  We see there are three interventions, including "Refer

           2       to occupational therapy for washing and dressing

           3       practice".

           4   A.  Yes.

           5   Q.  On the face of it, that would appear to be an

           6       appropriate proposal?

           7   A.  Yes, it would, for occupational therapy, to do a washing

           8       and dressing assessment.  That would be an appropriate

           9       referral to make.

          10           However, occupational therapists are there to do

          11       assessments and then to identify what the needs are.

          12       The nurses are there to do the day-to-day care, and

          13       I would be expecting a care plan to be informing the

          14       staff of how they were going to be delivering that care,

          15       based on an OT assessment.

          16   Q.  We see it has been scored out, and then we see someone

          17       has written in "See 3B".  If you turn to page 37, we

          18       have problem number 3B.  Presumably, this is designed to

          19       be a continuation of the previous care plan.  You will

          20       see the date is 29 February, that is about two weeks

          21       later.

          22   A.  Yes.

          23   Q.  The problem is identified as:

          24           "Unable to meet hygiene & dressing needs due to

          25       deteriorating condition."
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           1           We are now having a greater number of interventions

           2       set out in the care plan.  It seems to have been signed

           3       by J Leeming, staff nurse.  What about this, then, as

           4       a continuation of the previous plan?

           5   A.  As we know from going through the daily evaluations, by

           6       29 February, sadly, Dr Gray was very poorly, and as

           7       a care plan to meet her needs at that time, I think that

           8       this care plan is adequate.  It illustrates that she

           9       was, by this time, highly dependent and in need of all

          10       activities of daily living to be supported.

          11           However, the fact that the previous care plan had

          12       no -- I didn't find any evaluations of the previous care

          13       plan, so you can't establish about what they were trying

          14       to achieve from the first care plan and how her

          15       condition changed, how perhaps she didn't manage to meet

          16       the demands of the rehabilitation programme.

          17           So taking this as a separate care -- as a care plan

          18       on its own, it is adequate; taking it as a care plan

          19       linked to the other care plan, we have lost the flow, we

          20       don't know what happened between the two care plans.

          21   Q.  If you are looking at this on its own and looking at

          22       what Staff Nurse Leeming has done, I think you are

          23       saying then this is an acceptable care plan and she has

          24       made a perfectly reasonable approach to care planning?

          25   A.  Yes, I think so.  I think it is reasonable.  I think it
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           1       is -- it is not gold star, but I think it is certainly

           2       passable.

           3   Q.  Then if you turn to page 38 of the records, this is

           4       circled "4".  Again, you see the date is -- we are back

           5       to 14 February and the problem relates to the fact that

           6       Dr Gray has a catheter in situ and the goal is to

           7       "prevent infection and maintain patency".  That is what

           8       it says.  What about this, then, as a care plan for this

           9       problem?

          10   A.  Again, I think that this one is an adequate care plan

          11       for this particular problem.  It says "encourage oral

          12       fluids", so I would have expected it to say "and

          13       record".  It says, "Maintain closed system", which is

          14       important with regard to preventing infection.  I would

          15       have expected it to have information on here about when

          16       the catheter was due to be changed, the size of

          17       the catheter and the record of the date that this

          18       catheter was inserted.

          19           But in terms of ongoing management, it does tell the

          20       staff what they should be doing.  But where we have

          21       number 3, as I say, "when required" is not acceptable

          22       because catheters have a life and certain types of

          23       catheters can be used for different lengths of time

          24       before they need to be used, so unless it is clear what

          25       the catheter is made of and what size was used, you
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           1       don't know when required would be.

           2   Q.  If I could ask you to keep your voice up.

           3   A.  Sorry.

           4   Q.  Maybe bring the microphone closer to you.

           5           Then moving on to page 39 of the records, we have

           6       another care plan.  This one is identified as number 5.

           7       The date looks like 15 February and the problem is

           8       described as "bilateral leg oedema + leaking legs.

           9       Blisters to left shin", I think that is supposed to be.

          10           Again, there are a number of interventions, and,

          11       indeed, reassessment I think has been carried out here.

          12       Do you have any comments to make here?

          13   A.  Well, again, I think it is important that there is

          14       a care plan for the fact that Dr Gray had bilateral leg

          15       oedema.  This itself would have a direct impact on her

          16       ability to mobilise.  It was identified that she got

          17       leaking legs.  We did note that she had a blister on her

          18       left shin.  That was in the daily records.

          19           However -- so to manage the issue of the leg oedema,

          20       it is satisfactory to have a care plan of this nature.

          21       Elevating the legs: I would have expected to have some

          22       monitoring of the amount of oedema, which can be done by

          23       measuring, and that is not mentioned.  But the dressings

          24       for the blisters should have been on a wound care plan,

          25       so, again, you can see the changes and the improvements
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           1       or deterioration of the wound much more accurately.

           2   Q.  There appears to have been a reassessment of

           3       the position.  If you look towards the bottom half of

           4       the document, we have 20 February with some further

           5       interventions.

           6   A.  This reassessment -- this new care plan should -- a new

           7       care plan should be written following the evaluation of

           8       the original care plan.  To the best of my recollection,

           9       I couldn't find any record of the evaluation of

          10       the first care plan to see whether or not there needs to

          11       be a change to the prescribed care, which, as this

          12       second care plan on 20 February is referring to the

          13       dressing, if there had been a clear evaluation of

          14       the effectiveness of the care that had been given, you

          15       would be able to see better why a new care plan was

          16       written.

          17   Q.  Then looking to this as a care plan, is it adequate or

          18       not?

          19   A.  I would actually say that dividing it into two -- the

          20       care plan for the bilateral leg oedema I would say is

          21       not adequate and the care plan, in terms of wound

          22       management care plan, is not adequate either.

          23   Q.  Then if we move on to page 40 of the records, and we are

          24       jumping ahead a bit, but we will cover this since we are

          25       dealing with care plans, here we have a care plan for
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           1       problem number 6, "C. diff positive".  The date on the

           2       plan is 29 February, although I think we are aware that

           3       the diagnosis was confirmed on 26 February.  Just

           4       looking at the plan as a plan, what conclusions do you

           5       arrive at here?

           6   A.  I think this care plan is a rudimentary care plan.

           7       I think that it doesn't give the information that is

           8       required.  We know from other sources that Dr Gray was

           9       isolated, but it is not clear about what infection

          10       control procedures are required.  It does talk about the

          11       oral medication as per Kardex, so medication is listed,

          12       but apart from that, we don't know whether side effects

          13       are being monitored.

          14           "Reassure patient and give advice", I'm not quite --

          15       that is a very global statement.  The main concern for

          16       me is the lack of information around infection control

          17       procedures, about the management of the C. difficile

          18       itself, about the management of the complications of

          19       C. difficile, so management of possible abdominal pain,

          20       fluid, because diarrhoea can cause dehydration, the

          21       fluid balance charts, stool monitoring, we've got

          22       "Monitor stool activity", that is different to

          23       monitoring stool form.  Stool activity just means how

          24       many times one had one's bowels open.  It doesn't talk

          25       about the consistency, et cetera.
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           1           So the main issue for me is that this care plan does

           2       not address the devastating nature that C. difficile can

           3       have on a person's total well-being, and certainly on

           4       how they can then continue with rehabilitation or not,

           5       if they are isolated, et cetera.

           6   Q.  You focused on a number of points.  Intervention 3,

           7       "Reassure patient and give advice/information to family

           8       and friends".  Information to family and friends,

           9       I suppose, in the first instance, would be telling

          10       family members that the patient was suffering from

          11       C. difficile; is that right?

          12   A.  Yes.  I would expect the family -- first of all, the

          13       patient, if they are able to take in the information,

          14       should be told of their diagnosis and the family should

          15       be told of the diagnosis.  It is absolutely vital that

          16       the family -- this information is shared with the family

          17       because of the risk of spread of infection, particularly

          18       if they have got unwell, or elderly, or children at

          19       home, they need to know how to protect themselves and

          20       how to prevent the spread of infections themselves by

          21       hand washing, they need to know what to do with laundry

          22       and how -- the recommended method of taking home any

          23       personal laundry and how that should be washed.

          24   Q.  Would you expect to see that detail in the care plan?

          25   A.  I would expect to see -- what I would expect to see,
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           1       because it is important to be realistic about what

           2       a care plan is.  What I would have expected to see

           3       there, where it says "information to patient and

           4       friends", there could almost be bullet points underneath

           5       where it says "Advice about hand washing, leaflet re

           6       clothes washing, risks to others at home", that could

           7       then be ticked, signed, initialled, so that the care

           8       plan is succinct.

           9           Care plans are not about writing a great novel, they

          10       are about identifying what you need to do and, as

          11       clearly as possible, signifying that that has been done.

          12   Q.  We have heard from Mr Gray, the son, and we can look at

          13       that in due course.  One of the items in the care plan,

          14       the first item, is "Liaise with infection control and

          15       follow guidelines as per protocol".  What does that tell

          16       you as to what the nurse would be doing?

          17   A.  What I would expect, to be honest, is a copy of

          18       the protocol in the records, because the protocol can

          19       then itself be the detailed care plan.  I think that,

          20       again, we have to be very realistic and nurses cannot

          21       remember absolutely everything about every aspect of

          22       every type of care that needs to be delivered.  That is

          23       the point of a care plan.  So a protocol I would expect

          24       to have been in the records so that nurses -- that could

          25       have actually been a care plan itself.
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           1   Q.  Would you look upon the C. difficile policy as being the

           2       protocol?

           3   A.  Not in the context that I have just mentioned it.  The

           4       protocol sets out the care that should be given, but

           5       there is no reason why that couldn't have been adjusted

           6       to fit in to be a standard care plan.

           7   Q.  Do you envisage that there will be some form of

           8       pro forma protocol?

           9   A.  A pro forma, yes.  I think that that would certainly

          10       serve a very useful purpose, because with something like

          11       C. difficile, the care is going to be very standard.

          12       Although one individualises it, it is going to be very

          13       standard care that you give, and a pro forma

          14       protocol/care plan would serve that purpose.

          15   Q.  If we go back to the infection control card,

          16       SPF00550001, we have looked at the entries for 25 and

          17       26 February.  Is there any evidence here that there was

          18       any further communication between the infection control

          19       nurse and the ward?

          20   A.  No, there isn't.  It does state on here that, on

          21       the 25th, Dr Gray was nursed in isolation, and then, on

          22       the 26th, there is communication from the path lab about

          23       the positive result and discussion -- it says "spoke

          24       with SHO".  It doesn't say whether or not there was

          25       a visit to the ward.
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           1   Q.  If we go back to the medical records, page 46, there is

           2       an entry for the 26th at 1700 hours where it has been

           3       recorded that the stool sample was C. diff positive and

           4       the records go to show "infection control signs in place

           5       and trolley outside room".

           6           On the face of it, there appears to have been some

           7       steps taken to put in place appropriate infection

           8       control measures.

           9   A.  Yes, there does, from the records, yes.

          10   Q.  On the 27th, I think it is, there is a lengthy entry at

          11       1500 hours, and there is some reference there, three or

          12       four lines from the bottom:

          13           "Spoke to infection control and Dr Khan about

          14       C. difficile positive result."

          15           There appears to have been some discussion which has

          16       been noted in the nursing records but not in the

          17       infection control card on that date?

          18   A.  Yes, and I'm not sure whether it was noted on the

          19       doctors' records.

          20   Q.  There is a note, I think, in fact, to say that in this

          21       case Dr Gray was seen by infection control, if you look

          22       at the 28th, 1500 hours:

          23           "Seen by infection control sister.  To continue with

          24       Metronidazole even though Anne refusing medication at

          25       times."
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           1   A.  Right.

           2   Q.  So it would appear that, although nothing is on the

           3       infection control card, the nurses have recorded that

           4       direct input on the part of the infection control nurse?

           5   A.  They have.  But I think what is being illustrated here

           6       is how hard it is, actually -- it is to pick out the

           7       picture and to pull out from the records what is

           8       actually happening.

           9   Q.  Going back to the care plan on page 40 of the records,

          10       the review date, if we can go back there, is noted as

          11       9 March 2008.  We know, of course, that Dr Gray died

          12       before that, but would that be appropriate to have that

          13       as the next date of review here?

          14   A.  I wouldn't think so, no.  I think that with a condition

          15       such as C. difficile, whereby the condition can become

          16       a lot worse very quickly, an evaluation should have been

          17       daily, particularly as the care needs could change.  So

          18       I think that having it ten days later, I'm not sure

          19       whether that was the reason for that.

          20   Q.  Going back to the report, your report, on page 11, we

          21       have looked at a number of care plans -- I think six in

          22       total.  There appear to have been some efforts made by

          23       the nurses to prepare care planning in this particular

          24       case?

          25   A.  Yes, there does.
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           1   Q.  I think your general conclusion -- at least, you begin

           2       by saying that the nursing care plans were basic but

           3       adequate; is that right?

           4   A.  Yes.

           5   Q.  But then you also say that some were poorly written and

           6       didn't reflect current practice.

           7   A.  Yes.  The standard was very mixed, I'd say.

           8   Q.  Can we move on and look at your next section, where you

           9       deal with pressure management?  If we could just look at

          10       the relevant documentation, first of all, if you turn to

          11       page 55 of the records.

          12           We have on the screen the familiar Waterlow tool

          13       score, and we can see that the document has been

          14       completed.  If we turn over to the next page, page 56,

          15       can we see that, if we look to the "Date" column on the

          16       left, it has been completed on the 4th, which was the

          17       date of admission, and the score is 23, which is very

          18       high risk?

          19   A.  Yes.

          20   Q.  I think we saw that, under the tool, at very high risk

          21       generally the reassessment would be daily?

          22   A.  Yes, that's correct.

          23   Q.  That, indeed, is what was envisaged, that the next

          24       assessment was due on 5 February?

          25   A.  Yes.
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           1   Q.  But do we see that, if this is to be accepted, according

           2       to the document, the next assessment did not take place

           3       until 27 February?

           4   A.  That's right.

           5   Q.  Where the figure is higher and still in the category of

           6       very high risk?

           7   A.  Yes.

           8   Q.  So some, what, three weeks after the first assessment,

           9       there would appear, on the face of the document, to have

          10       been the second assessment.  Do you have any comments to

          11       make on that?

          12   A.  There my comment is that this is not acceptable.  The

          13       risk was identified as very high on the 4th, noting that

          14       the "Appetite" column wasn't completed, so it should

          15       have been even higher than the score that was put in the

          16       box.  Dr Gray was clearly at very high risk and, indeed,

          17       her skin was breaking down, so it should have been done

          18       regularly -- daily.

          19   Q.  We have noted that Dr Gray did suffer pressure damage.

          20   A.  Yes, that's right.

          21   Q.  We have seen this before when we have looked at these

          22       documents, but just above the columns, can we read "All

          23       patients at risk must have a care plan indicative of

          24       prevention/treatment plan."

          25   A.  Yes.
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           1   Q.  Was there a care plan?

           2   A.  Not that I could find.  We have mentions of different

           3       bits, as we have just shown.

           4   Q.  Indeed.

           5   A.  There were different snippets of things to do with

           6       pressure risk on the care plans.

           7   Q.  I think we looked at that and you mentioned, for

           8       example, that in a care plan, that would focus -- and

           9       this should have, what, turning charts, and that sort of

          10       thing?

          11   A.  Yes, or to turn regularly, it said, but I didn't find

          12       a care plan.

          13   Q.  We see then two things.  First of all, we know that

          14       Dr Gray had pressure damage from quite early on,

          15       I think, in her stay at the Vale of Leven?

          16   A.  Yes.

          17   Q.  She is assessed at very high risk.  I think in your

          18       report you say that there was nothing to indicate that

          19       the tissue viability nurse should have been involved.

          20       Is that your final view, having regard to what we know

          21       about what her position was?

          22   A.  I still continue to hold the view that the involvement

          23       of a tissue viability nurse in the fundamental

          24       management of patients who have a very high risk is not

          25       the best use of a nurse specialist.  If all aspects of
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           1       care are put in place when someone is at very high risk

           2       and they are continuing to demonstrate that they are

           3       breaking down or wounds are not healing, then the tissue

           4       viability nurse would be the person to call on.

           5           But my perspective, my opinion, is that fundamental

           6       aspects of pressure risk management are the role of

           7       nurses and it doesn't -- shouldn't take a tissue

           8       viability nurse to be ensuring that there is a care plan

           9       in place, that care is delivered and that the hospital

          10       policy around the frequency of reviewing pressure risk

          11       and ensuring that care plans are done is not the role of

          12       the tissue viability nurse to be monitoring and ensuring

          13       that is done.  It is the role of the ward sister to

          14       ensure -- or ward manager to ensure the staff have done

          15       their job.

          16   Q.  Does it come down, then, to how confident the nurse on

          17       the ground might feel in relation to her ability to

          18       manage the development of pressure damage as to whether

          19       or not he or she would involve the tissue viability

          20       specialist?

          21   A.  It can do, but I would -- so if you have a nurse who is

          22       concerned and anxious, if we take, for example, the

          23       issue around Dr Gray's very oedematous legs, it might be

          24       that a nurse who is inexperienced or new may be

          25       concerned about how to manage the wounds on her legs,

                                            26

           1       considering her oedematous legs, and it would be

           2       perfectly appropriate for a nurse, a staff nurse, to be

           3       seeking advice from a tissue viability nurse.

           4           So the nurse themselves should know and identify and

           5       recognise the limitations of their knowledge and

           6       expertise and refer appropriately.  However, if we are

           7       looking at the general issue of pressure risk

           8       management, assessing someone's pressure risk and

           9       putting in place a fundamental care plan is not advanced

          10       practice.

          11   Q.  Was there any evidence in this case of Dr Gray being

          12       nursed on a special mattress?

          13   A.  I couldn't find any evidence of the type of mattress or

          14       chair cushion, I couldn't identify.

          15   Q.  I think we did note, when we went through your extracts

          16       from the records, that there were references in the

          17       nursing notes to positional changes being carried out?

          18   A.  There were.

          19   Q.  But no turning chart to evidence those changes?

          20   A.  No, and, again, with regard to both the mattresses and

          21       the turning charts, there are a variety of

          22       pressure-relieving mattresses that are designed to

          23       respond to different levels of risk and also to

          24       different problems that people have, different weights

          25       that people are, so the use of certain types of
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           1       mattresses could vary from patient to patient.

           2           The reason why you need turning charts or

           3       repositioning charts is to ensure that the pressure is

           4       distributed as evenly as possible and, even if someone

           5       is on a dynamic mattress, that is an electric mattress

           6       that changes its -- cells change pressure all the time

           7       so that the pressure is being relieved, they should

           8       still be repositioned if they are unable to do so

           9       themselves.

          10   Q.  Let's leave pressure management and move on to

          11       nutrition, and you address that on page 12 of your

          12       report.  Perhaps we can look at the records, first of

          13       all, and turn to page 54 of the medical records.

          14           We have on the screen a document that we have now

          15       become familiar with.  It is the nutritional screening

          16       tool that was being used in the Vale of Leven.  Can we

          17       see it relates to Dr Gray?

          18   A.  Yes.

          19   Q.  There is mention of ward 14, and the date is

          20       4 February 2008, which is the date of admission.  We

          21       also see that her weight has been recorded at just over

          22       43kg and that she has been assessed at high risk; is

          23       that correct?

          24   A.  That's correct, yes.  She had a body mass index of 16.

          25   Q.  The action towards the bottom is that of commencing
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           1       a food chart for three days and then "refer to

           2       dietician"?

           3   A.  Yes.

           4   Q.  What views did you arrive at in relation to the

           5       management of Dr Gray's nutrition then in the

           6       Vale of Leven?

           7   A.  In my view, the management of her nutrition was poor.

           8       The initial assessment was done correctly.  However, the

           9       information that was -- the care plan that was written

          10       or the instruction that was written about the food chart

          11       and then referring to the dietician was not carried out

          12       completely and there was no review of her nutritional

          13       status.  With a BMI, body mass index, of 16, this is

          14       quite a severe BMI, so she was clearly underweight and

          15       requiring nutritional management.

          16   Q.  I think there were food charts put in place, if we look

          17       at pages 50 and 51, I think.  On page 50, this is headed

          18       "Dietary intake chart".  Is this what you would describe

          19       as a food chart?

          20   A.  Yes, this is a food chart.

          21   Q.  We have the date, 4 February, a description of the food

          22       and drink and the amount given.  There is an entry for

          23       the 4th, there are some entries for the 5th and for the

          24       6th, and then, moving on to page 51, there are some

          25       entries for the 7th and the 8th.
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           1           Just looking to that period, on the face of it, at

           2       least, charts are being kept, indeed, for in excess of

           3       the three days that was initially envisaged in the

           4       nutritional screening assessment, if you go back to

           5       page 54.

           6           Do you have any observations to make on that?

           7   A.  Yes.  The additional observation I would like to make on

           8       this chart is that -- something I omitted to comment on

           9       a moment ago is we notice that this date is 17 February

          10       and she was admitted on 4 February.

          11   Q.  I think, in fairness --

          12   A.  Is there another chart, because I haven't observed this

          13       before?

          14   Q.  One would read this, would one not, looking to the date

          15       of 4 February, which we see in the middle box?  Do you

          16       see the date?

          17   A.  Yes.

          18   Q.  Can you highlight that?  17 February was the

          19       reassessment date?

          20   A.  Oh, right, yes.

          21   Q.  We will look at that in a moment.

          22   A.  That's fine, yes, because I hadn't noted that there had

          23       been a difficulty, so I'm glad you've --

          24   Q.  So on the date of admission --

          25   A.  My original --
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           1   Q.  -- she, on the basis of this tool, has been assessed?

           2   A.  Yes.

           3   Q.  The action that has been suggested --

           4   A.  Yes.

           5   Q.  -- is to commence food chart and then refer to the

           6       dietician?

           7   A.  Yes, that's fine.

           8   Q.  We have got the food charts.  I don't know if you have

           9       had the opportunity of looking at these when you

          10       prepared your report?

          11   A.  Yes, I did.  The observation with those food charts is

          12       that they are present, but they weren't completed

          13       adequately.  If we could perhaps bring one back up and

          14       I could illustrate it.

          15   Q.  Let's look at them in turn.  Page 50.  We are looking at

          16       the chart for the 4th, the 5th and into the 6th.  Do you

          17       have any comments to make on these?

          18   A.  Yes, I think that this particular -- if we look at this

          19       food chart, we know she was admitted on the 4th, so it

          20       could be that she came in after lunch, I think, if we

          21       just think about -- we don't know what time this food

          22       chart was started, so we can make an assumption,

          23       I think, and it would be fair to say that this was her

          24       supper, and we have one packet of a ham sandwich.  We

          25       don't know whether that was one slice of bread, two
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           1       slices of bread, we don't know whether she was offered

           2       dessert and it was refused.

           3   Q.  We don't know what amount was taken then because there

           4       is nothing filled in.

           5   A.  We've no idea.

           6   Q.  If we look at the 5th, we will have a better picture,

           7       I think, as to what happened.  For example:

           8           "Breakfast: porridge and bread.  Amount given: one

           9       bowl, one slice bread and three spoonfuls of" --

          10   A.  Yes, so we have no indication of whether she was offered

          11       a drink at this time, no indication if she was offered

          12       a mid-morning snack, perhaps some biscuits.  The

          13       lunch -- we can see what she's had to eat for lunch.

          14       She ate the fish only.  No idea what size of portion

          15       that might have been.  And the soup, we can see for

          16       supper we can --

          17   Q.  But we see the apple sponge was obviously palatable

          18       because she ate it all?

          19   A.  Yes, but how much was "all"?

          20   Q.  There is 150ml of juice?

          21   A.  That is pretty accurate.

          22   Q.  On the face of it, Mrs Phair, it looks as if the nurses

          23       have made an effort to keep a record of what her intake

          24       was.

          25   A.  The instructions on the top of the form, as we can see
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           1       there, say:

           2           "For example ..."

           3           It instructs how to complete it:

           4           "For example, three tablespoons of potato is one

           5       scoop, one tablespoon of mince is half a scoop."

           6           It gives instruction as to how the dietician would

           7       like to have this information recorded.

           8           The fish she had for lunch, we don't know whether it

           9       was a sprat or whether it was a cod.

          10   Q.  Moving on to page 51 then, this appears to have been

          11       a sort of self-made document, in that we don't have the

          12       same columns as we had before, but there has been some

          13       effort to make some record as to what her intake was?

          14   A.  I have to say, I think it is a feeble effort.  The

          15       purpose of these charts is for a fellow professional to

          16       be able to make a considered view about what action that

          17       fellow professional is going to take.

          18   Q.  If we look for the 7th, we don't appear to have a record

          19       of what was taken for breakfast, and lunch, we are told,

          20       only partially taken, I think, is the inference from

          21       that.  Similarly with supper, half of the soup and no

          22       sandwich and there is no evidence of what juice was

          23       taken.

          24   A.  Yes.

          25   Q.  I think the point you are making is this isn't giving us
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           1       a lot of information in relation to what is happening?

           2   A.  No.

           3   Q.  You did draw attention, if we go back to the nutritional

           4       assessment on page 54, to the reassessment that took

           5       place on 17 February.  I think there are some further

           6       food charts, if we can look at page 49.  The dates don't

           7       coincide exactly.  One is before the 17th, and that is

           8       the 16th, and then we have -- I think that should

           9       probably be the 18th, it is not very clear.

          10           But, again, we have got some information here as to

          11       what her nutritional status was.  Can you comment on

          12       this chart?

          13   A.  I think my comments are similar to the previous charts.

          14       I'm not quite sure what happened on the 17th.  These

          15       charts -- it has been completed for two days, but

          16       I think for a dietician to be able to really identify

          17       whether Dr Gray was refusing food, whether she was

          18       struggling to eat because she became full very quickly,

          19       whether she was nauseous and so didn't want to eat -- it

          20       would be very difficult for the dietician to be able to

          21       use this information, in my view, and I would expect --

          22   Q.  So who is this information being collected for?

          23   A.  Well, it is being collected for the whole team, but

          24       primarily for a dietician to be able to decide whether

          25       or not further supplements need to be given.  But
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           1       I would also argue that it is being collected for the

           2       nursing team themselves, because, primarily, the nursing

           3       team are there to ensure that someone is eating and

           4       drinking adequately.

           5   Q.  Do we know from the records if the dietician was

           6       directly involved?

           7   A.  I don't think I found any reference to the dietician

           8       referral being made, despite the fact that that is what

           9       was the instruction.  I couldn't find any reference to

          10       the dietician becoming involved.

          11   Q.  We have seen in other cases the dietician becoming

          12       involved and advising or instructing that supplements be

          13       given?

          14   A.  Yes.

          15   Q.  Would you have expected food supplements to have been

          16       given in this case?

          17   A.  I would have done.  I would have also expected the

          18       nursing staff to establish the foods that Dr Gray liked

          19       and didn't like.  I would have also expected a care plan

          20       to ensure that nursing staff are encouraging food to be

          21       fortified, which is the most simple way of increasing

          22       calorie intake.

          23           So by finding out if Dr Gray, for example, likes

          24       cheese, adding cheese to potato, using full-cream milk

          25       instead of semi-skimmed milk, having custard, adding ice
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           1       cream to the custard, et cetera, et cetera.  There are

           2       some very simple things that can be done by nurses as

           3       part of trying to promote someone's nutritional intake,

           4       as well, of course, as asking the family, if appropriate

           5       and if possible, to be bringing in extra treats and

           6       snacks that can be taken in between the food that is

           7       supplied by the hospital.

           8   Q.  In any event, so far as you recollect, you have no

           9       recollection of the dietician being actively involved --

          10   A.  No.

          11   Q.  -- in this lady's care?

          12   LORD MACLEAN:  When you say no recollection, do you mean you

          13       have no recollection of reading --

          14   A.  That's right.

          15   LORD MACLEAN:  -- in the notes that --

          16   A.  Yes, I have no recollection of finding it.  I couldn't,

          17       to the best of my ability, find reference that the

          18       dietician had been involved.

          19   MR MACAULAY:  I think you say this is a case where -- well,

          20       indeed, it was envisaged that the dietician would be --

          21       there would be a reference made to the dietician.

          22   A.  The nurses wrote themselves on their own assessment

          23       chart that that is what they would do.

          24   Q.  If that didn't happen, then what would your conclusion

          25       be here?
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           1   A.  Well, that was very poor practice, they weren't

           2       following through their own instructions.

           3   Q.  You next look at fluid balance on page 12 of your

           4       report.  If we go back to page 9 of your report, you

           5       first mention fluid balance charts on page 9, where you

           6       give references and you say that there were only four

           7       fluid balance charts completed.

           8           If we go over to page 12, you seem to contradict

           9       that, because you say there were no fluid balance charts

          10       in the records for ward 14.  If we look at the records,

          11       in fact, I think we will find some.  If you look at

          12       page 82, we have a fluid balance chart for the 5th to

          13       the 6th, where we see some entries, but no totalling or

          14       balance carried out.  Also, we see the reference to

          15       "enc", does that mean "encourage" oral fluids?

          16   A.  Yes, encourage oral fluids.

          17   Q.  Do you have any comments to make on this document?

          18   A.  I think it is extremely poorly completed.  We can see

          19       that she was having 500ml, half a litre, of normal

          20       saline intravenously over eight hours, so 1.5 litres

          21       during the 24-hour period.  But considering oral fluids

          22       were to be encouraged, as the instruction states, she

          23       had very little fluids there, and there is nothing to

          24       suggest that she was offered fluids and they were

          25       refused, or she couldn't drink them, or she was given
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           1       them in small amounts throughout the timeframe.

           2   Q.  I think there are four, as you indicated earlier in your

           3       report.  Page 83 is the next one, and then page 84 for

           4       the 7th to the 8th, and then, finally, we have page 85

           5       from the 8th to the 9th, which is, as you can see, in

           6       relation to intake and output, totally blank?

           7   A.  Yes.

           8   Q.  Looking to the position of Dr Gray, and in particular

           9       when she caught C. difficile, should there have been

          10       a greater coverage of her fluid balance?

          11   A.  Yes, there should have been a much greater attention to

          12       her fluid balance, particularly when she, first of all,

          13       of course, had the norovirus, then when she had

          14       C. difficile, then because, as we know, she was at very

          15       high risk of malnutrition and was required to be eating

          16       and drinking, and also because -- conversely, because we

          17       know she had very oedematous legs.  And so, monitoring

          18       her fluid balance, for all of those reasons, throughout

          19       her stay, was very important.

          20   Q.  Looking to what you see in the four charts we have gone

          21       through, including the one that is on the screen, have

          22       you any comments to make on the standard that there was?

          23   A.  I think the standard was appalling.  Having a piece of

          24       paper in a file does not mean that you have executed

          25       your duty to monitor.
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           1   Q.  In the next section of your report you look at stool

           2       charts and you say there was no stool chart in the

           3       records and no reference to the volume, consistency and

           4       frequency of bowel activity?

           5   A.  Yes.

           6   Q.  Should there have been stool charting in this case?

           7   A.  Yes, there should have been, and, indeed, on their own

           8       care plan they said "monitor stool activity".  I could

           9       find no reference to it.  So, firstly, because it is the

          10       standard required as per the hospital policy and

          11       protocol, it is good practice, and it was on their own

          12       care plan that they should do that.

          13   Q.  The care plan you mention I think is at page 40 of

          14       the records.  It is item 5 on the C. diff care plan,

          15       "Monitor stool activity"?

          16   A.  Yes.

          17   Q.  So it was envisaged that there would be monitoring of

          18       stool activity.  I suppose the question might be: could

          19       that be done in the nursing evaluation records

          20       themselves without needing to chart stool activity on

          21       a stool chart?

          22   A.  No, again, it should be done on a separate chart,

          23       particularly with C. difficile, because the clinical

          24       indication that the person is responding to the

          25       treatment of antibiotics is undertaken looking and
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           1       examining how long it is since they had a foul-smelling

           2       stool.  Once they had no foul-smelling stools for

           3       48 hours, then it is considered that it is clinically

           4       resolved.  Without a chart to be able to quickly see

           5       what is happening, fumbling through evaluation records

           6       is not a good practice.

           7   Q.  Next, on page 12 of your report, if you go to that, you

           8       look at the falls risk assessment.  Again, there

           9       something of a contradiction in your report.  On page 9

          10       of your report, I think you do -- yes, you say at the

          11       top of page 9 of your report ...

          12   A.  Yes, that is an error in my report, because I did find

          13       a falls risk assessment.

          14   Q.  We will look at the document in a moment, but you do

          15       actually say there was a falls risk assessment completed

          16       on two occasions?

          17   A.  Yes.

          18   Q.  If we look then to page 52 of the records, we can see

          19       that on 4 February -- we know that is the date of

          20       admission -- and also, on 22 February, there were falls

          21       risk assessments carried out?

          22   A.  Yes.

          23   Q.  I think on each occasion Dr Gray was placed in the high

          24       risk category?

          25   A.  Yes.
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           1   Q.  Very high risk category I think is where she falls.  If

           2       we turn on to page 53, can we observe that in the

           3       document headed "Precautions to take to minimise the

           4       risk of patient falling", so far as the column

           5       representing 4 February is concerned, that is blank?

           6   A.  Yes.

           7   Q.  But entries have been put into the column for what looks

           8       like 22 February?

           9   A.  Yes.

          10   Q.  What about the fact that nothing has been entered for

          11       the assessment on 4 February when she was assessed at

          12       very high risk?

          13   A.  Well, that is not satisfactory.  The risk was the same

          14       and the attention to the detail should have been there

          15       on 4 February.

          16   Q.  Moving and handling you look at in your report.  Your

          17       conclusion there?

          18   A.  I couldn't find any moving and handling assessments

          19       which, given her frailty and, as we know, she was

          20       becoming more frail very quickly, I felt was not

          21       acceptable, it was inadequate.  It is important both for

          22       her and for the staff, to protect them, to know how to

          23       move a patient safely.

          24   Q.  Then you look, if you turn to page 13, at the do not

          25       attempt to resuscitate order, which you will find at
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           1       page 4 of the medical records.

           2           We can see that under the section, "CPR is unlikely

           3       to be successful", a number of complaints are listed.

           4       The document appears to have been signed by Dr Khan on

           5       6 February and that is two days after admission.

           6   A.  Yes.

           7   Q.  The "Consultant" box is blank.  The "Discussed with the

           8       family" block has the date, but no other indication as

           9       to with whom, if anybody, the document was discussed.

          10           Can I ask you this: would you have expected this

          11       assessment to have been reviewed in the month or so that

          12       Dr Gray was in the Vale of Leven?

          13   A.  Yes, I would.  I, first and foremost, would have

          14       expected a full discussion with Dr Gray and, if

          15       appropriate, her son, considering this DNAR was

          16       completed just two days after she was admitted for

          17       rehabilitation, and then I would have expected it to

          18       have been reviewed in accordance with -- not only with

          19       the board's policy, but also just as part -- as good

          20       practice.

          21   Q.  If we turn to page 18 of the medical records, we have,

          22       I think, Dr Khan's note for 6 February.  Do you see the

          23       6th towards the top of the page?  There is some

          24       reference to "diarrhoea".  Then under the section

          25       "Impression":
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           1           "Diarrhoea.  C. diff?"

           2           Although I think at this point in time the diagnosis

           3       wasn't confirmed?

           4   A.  No, that's right, I think it was negative.

           5   Q.  The plan includes taking a stool sample and then:

           6           "After stool further plan not for CPR."

           7           Do you see that?

           8   A.  Yes.

           9   Q.  So Dr Khan seems to have been of the view that Dr Gray

          10       would not be for resuscitation?

          11   A.  Yes, but there is nothing to indicate that that decision

          12       has been taken after he has consulted Dr Gray, her son

          13       or any other member of the multidisciplinary team.

          14   Q.  If we go to your report then, what you say in relation

          15       to this section, as you have been mentioning it, there

          16       is no reference to either Dr Gray or her son being

          17       involved in the decision:

          18           "Furthermore, it is not noted in the nursing

          19       records."

          20   A.  Yes.

          21   Q.  I think we have discussed this before, but you would

          22       expect this sort of decision to be noted?

          23   A.  Yes, I would.

          24   Q.  If we look at the policy attached to the DNAR order on

          25       page 5 of the records, the penultimate paragraph
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           1       indicates that recording in the nursing notes should be

           2       made by the primary nurse or the most senior member of

           3       the nursing team whose responsibility it is to inform

           4       other members of the nursing team.  Would that be your

           5       expectation, that it would be the senior nurse on duty

           6       who would record the decision?

           7   A.  Yes.  The nurse that has been identified -- "the primary

           8       nurse" is a term used to identify the nurses responsible

           9       for a particular patient, depending on whether primary

          10       nursing was the system used on any particular ward, but

          11       the senior member of the nursing team would be an

          12       appropriate person to be recording this.

          13   Q.  If we look at the nursing records just to see what there

          14       is, and turn to page 42, for 6 February at 10 am there

          15       is a record as to what is happening, and there is an

          16       episode of diarrhoea, a specimen sent to lab, for IV

          17       fluids, and then "Dr Khan reviewed".  That would seem to

          18       tie in with the review we have just noted in the medical

          19       records?

          20   A.  Yes.

          21   Q.  So the nurses have certainly recorded that there was

          22       a review by Dr Khan on 6 February?

          23   A.  Yes.

          24   Q.  But no mention there of the DNAR?

          25   A.  No, and I wouldn't -- if the record -- if it was being
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           1       recorded, as it should be in the nursing records, it

           2       should be recorded in a place that is easily seen by

           3       staff.

           4   Q.  Do we see there is an entry again for the 6th, at

           5       1500 hours, that the nurses have recorded that the son

           6       contacted the ward and "was aware of mother's

           7       condition"?

           8   A.  Yes.

           9   Q.  But it doesn't tell us much more than that.

          10   A.  No, it goes on to say:

          11           "Does not wish to be contacted overnight."

          12           That sort of comment suggests that the son -- there

          13       was a conversation about, if his mother passed away or

          14       became seriously ill in the middle of the night, would

          15       he want to be contacted.  That is what that comment

          16       suggests to me based on my experiences, but we don't

          17       know that.

          18   Q.  If we move on then to the nursing management of

          19       C. difficile, what observations do you make there?

          20   A.  Again, certainly I felt that the nursing -- the

          21       diagnosis and management of C. difficile for Dr Gray

          22       appeared to be a side issue.  It was noted in the -- the

          23       diagnosis was noted in the doctor's records and the

          24       nursing records, and, as we have identified, she did

          25       appear to be isolated, but there were no other
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           1       instructions found, the care plan was rudimentary.

           2       There is evidence that -- there is no evidence that the

           3       infection control nurse came to the ward to be very

           4       involved in the care and management or overseeing the

           5       management of Dr Gray and her C. difficile, and

           6       certainly the management and monitoring of the diarrhoea

           7       and managing the nursing care, the possible

           8       complications of diarrhoea, were not recorded in any

           9       way.

          10   Q.  I think we did see in this particular case that there

          11       was some evidence in the nursing records that the

          12       infection control sister did see the patient?

          13   A.  Did see the patient, yes.  There is no evidence that she

          14       reviewed or commented or implemented or enhanced the

          15       nursing care plan.

          16   Q.  If we go back to your overall summary, then, Mrs Phair,

          17       you will find that at page 10 of your report.  What is

          18       your overall conclusion in relation to this particular

          19       case, having again reviewed the records in your

          20       evidence?

          21   A.  Well, Dr Gray was clearly a lady who was very poorly

          22       following her fall and fractured neck of femur, and she

          23       was transferred to ward 14.  She didn't only contract

          24       C. difficile, but also norovirus.  But the norovirus was

          25       only recorded on a specimen sheet and there was no
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           1       special nursing care systems put in place.  She had

           2       a number of care plans.  They were variable in their

           3       completeness.

           4           Charts were in place, but were not fully completed,

           5       and fluid charts were of little use because they didn't

           6       inform the staff of the important information along with

           7       the diet sheets and the food charts didn't inform the

           8       staff of the information.

           9           Dr Gray's care really should have reflected her

          10       complex needs, in my view.  She had post-operative

          11       management of her hip, she had chronic obstructive

          12       airways disease with breathlessness which wasn't really

          13       managed.  She had oedematous legs.  She was

          14       malnourished.  She developed pressure ulcers.  She

          15       needed wound care for wounds on her shin caused through

          16       the oedema, and then, on top of this, she got

          17       Clostridium difficile, which brought with it the

          18       explosive diarrhoea and the possible pain of

          19       the abdomen, managing the symptoms.

          20           In my opinion, I felt that the nursing care of

          21       Dr Gray throughout this period, and specifically in

          22       relation to her C. difficile, was extremely poor.

          23   Q.  We have already looked at the care plans that are put in

          24       place.  You mentioned in passing her breathlessness and

          25       her COPD.  Should there have been a care plan, for
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           1       example, for that particular problem?

           2   A.  Yes, I believe there should.  I don't know the position

           3       in which she was supposed to be nursed, whether she

           4       should be sitting up, what her oxygen -- the level of

           5       oxygen that she needed.

           6           We read in some places that she needed oxygen all

           7       the time, but then I recall at one point it was stopped

           8       for a little while and wasn't continuous, but then it

           9       went back to being continuous again.  Picking up these

          10       little snippets of information through the evaluation

          11       sheets is another aspect of her very complex care needs

          12       that wasn't picked up.

          13   Q.  Would you have some method of charting more precisely

          14       then the oxygen position?

          15   A.  There is a -- yes.  I didn't see it in this, but there

          16       is another chart I have seen in other records where

          17       these things are recorded.

          18   Q.  But it wasn't in these records?

          19   A.  No, but the care plan around managing someone with

          20       breathlessness and chronic obstructive airways, or

          21       chronic obstructive pulmonary disease, I think should

          22       have been another care of her care that required a care

          23       plan.

          24   MR MACAULAY:  I think I have finished with Dr Gray's case

          25       and I am about to move on to another case.
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           1           I don't know whether this would be an appropriate

           2       point to adjourn?

           3   LORD MACLEAN:  Very well.

           4   (11.20 am)

           5                         (A short break)

           6   (11.45 am)

           7   MR MACAULAY:  Mrs Phair, can we now look at the report you

           8       prepared for the patient Mary McDougall.  I will put

           9       forward the references for the report, and that is

          10       EXP00370001 and the Vale of Leven records can be found

          11       at GGC00410001.

          12           If we then look to your report and turn to page 3 of

          13       the report, perhaps you can give us some background as

          14       to Mrs McDougall's medical history?

          15   A.  Yes.  Mrs McDougall was aged 70 when she was admitted to

          16       the coronary care unit at the Vale of Leven Hospital on

          17       10 April 2008 with a provisional diagnosis of

          18       neutropenia.

          19           She had a previous medical history of lung cancer,

          20       psoriasis, hypertension and she had had a mastectomy and

          21       she had been receiving chemotherapy for her lung cancer.

          22           She was admitted and treated in the coronary care

          23       unit, being given platelets, and her cardiac condition

          24       was also monitored, and then she was transferred from

          25       the coronary care unit to ward 6 on 12 April 2008.
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           1           She was further diagnosed with C. difficile on

           2       14 April 2008.  However, she made an uneventful recovery

           3       and was discharged on 17 April.

           4   Q.  We take from that summary, then, Mrs Phair, that with

           5       her admission on 10 April to the medical assessment unit

           6       and her discharge on the 17th, she was really in the

           7       Vale of Leven for just a week?

           8   A.  Yes.

           9   Q.  I think what you have told us, following her path, she

          10       was admitted via the MAU to ward 4, I think on 11 April?

          11   A.  Yes.

          12   Q.  Then she was transferred to ward 6.  Just to get the

          13       date for when that happened, if you look at the medical

          14       records, and turn to page 49, the top entry for

          15       12 April, 11 o'clock:

          16           "Transferred from HDU."

          17           Do you see that?

          18   A.  Yes.

          19   Q.  So it would appear, then, that she's in MAU, then she

          20       goes to ward 4, or HDU, and then, on the 12th, she's in

          21       ward 6?

          22   A.  Yes, that's my understanding.

          23   Q.  She remains in ward 6 until her discharge on 17 April?

          24   A.  Yes.

          25   Q.  Can we just piece together the chronology, at least in
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           1       relation to the diagnosis of C. difficile?  If you turn

           2       to page 5 of the records, do you have on the screen the

           3       microbiological report, and we can see that the sample

           4       was collected on 10 April, received by the lab on

           5       11 April and it was a positive diagnosis?

           6   A.  Yes.

           7   Q.  Can we see that the address for where the report was to

           8       be sent is the medical assessment unit?

           9   A.  Yes.

          10   Q.  Can we infer from this that, when she was admitted to

          11       the medical assessment unit, a specimen was taken and

          12       sent for analysis?

          13   A.  Yes, and that sample was taken at 11.30 at night.

          14   Q.  If we then look at -- it would appear also that the

          15       sample was taken of semi-formed faeces.  We see that

          16       under reference to the comment about the specimen?

          17   A.  Yes.

          18   Q.  If we could look at the infection control card, which

          19       you will find at SPF00650001, do we see that the

          20       reference to the ward here is to ward 6?

          21   A.  Yes.

          22   Q.  The information given is, on 14/4, "Patient nursed in

          23       isolation.  Commenced on Metronidazole.  Remains

          24       symptomatic."

          25           Do you see that?
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           1   A.  Yes.

           2   Q.  Then, on the 17th:

           3           "Asymptomatic.  Discharged home on Metronidazole."

           4   A.  Yes.

           5   Q.  These are the entries we have?

           6   A.  Yes.

           7   Q.  Do we have any indication there as to when the infection

           8       control nurse was told when the specimen was found to be

           9       positive?

          10   A.  The only indication I found was the infection control

          11       card stating 14 April and the reference in the nursing

          12       notes to 14 April.

          13   Q.  We will come to that.  If that is correct, then by the

          14       time the infection control nurse was aware, this patient

          15       had been in the MAU, then into ward 4 and now into

          16       ward 6?

          17   A.  Yes.

          18   Q.  Can we then look at some extracts that you have taken

          19       from the records?  You begin doing that on page 4 of

          20       the report.  The first entry you have there, for

          21       12 April, relates, I think, to the transfer from HDU to

          22       ward 6; is that correct?

          23   A.  Yes.

          24   Q.  That is what we looked at, I think, a moment ago, on

          25       page 49 of the records.
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           1   A.  Yes.

           2   Q.  If we move on to 13 April, can we see that there's

           3       reference to a catheter being in place, in situ; is that

           4       right?

           5   A.  Yes.

           6   Q.  Then there is a suggestion:

           7           "Complaining of no bowel motion since admission for

           8       Senna and Lactulose tonight please."

           9   A.  Yes.

          10   Q.  If we move on to the next page of your report, page 5,

          11       and look to the entries that you have extracted for the

          12       14th, is it now that you have inferred that the ward was

          13       told that Mrs McDougall was positive for C. difficile?

          14   A.  Yes, this was the first entry I found relating to

          15       C. difficile.

          16   Q.  If we look at the records themselves, page 51, it is the

          17       entry for the 14th towards the top of the page.  I think

          18       it is timed at 12.50.  I think that is what you have

          19       quoted:

          20           "Loose bowel movement x2.  Tested positive for

          21       C. diff.  To be commenced on Metronidazole.  MEWS

          22       observations satisfactory."

          23   A.  Yes.

          24   Q.  In relation to isolation then, I think we've seen from

          25       the infection control card that there's a note as at
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           1       this date, the 14th, that Mrs McDougall was being nursed

           2       in isolation?

           3   A.  Yes, that was the reference I found.

           4   Q.  In the infection control card?

           5   A.  Yes, in the infection control card.

           6   Q.  Was there any evidence in the nursing notes themselves?

           7   A.  Not that I could find.

           8   Q.  The reference at 1720 that you have extracted from the

           9       records for the 14th, you have noted:

          10           "Poor appetite, encourage mobility."

          11           Is that correct?

          12   A.  Yes.

          13   Q.  Then, on the 15th, there is still a complaint of loose

          14       stools, but Mrs McDougall is managing to mobilise

          15       independently?

          16   A.  Yes.

          17   Q.  Moving on to the 16th, by now, have you taken from the

          18       records that Mrs McDougall had a soft and formed stool?

          19   A.  Yes.

          20   Q.  Is this an indication, then, that her diarrhoea has

          21       stopped?

          22   A.  Well, it's suggesting that it is -- the diarrhoea is

          23       subsiding.

          24   Q.  Come the 17th, as we have already noted, she is

          25       discharged home?
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           1   A.  Yes.

           2   Q.  We should perhaps observe that Mrs McDougall, in fact,

           3       died some time subsequently, if you look at the death

           4       certificate, INQ00730001.  At section 7, can we see that

           5       Mrs McDougall died about a year later, on 27 April 2009?

           6   A.  Yes.

           7   Q.  Would that have been from the lung cancer?

           8   A.  Yes, that's what this death certificate says.

           9   Q.  If we perhaps look at some of the documentation in this

          10       case, if you turn to a page in the medical records --

          11       I think this is additional medical records --

          12       GGC26880003, this document makes reference to -- it is

          13       activities of daily living.  It makes reference to

          14       "Moira McDougall" and it gives some information about

          15       her background, but there is no date on the document?

          16   A.  No, that's right.  It was not possible to establish that

          17       this applied to the admission that I was looking at.

          18   Q.  Was there documentation in the records that didn't apply

          19       to the admission that you were concerned with?

          20   A.  Yes, there was.

          21   Q.  If we go to page 85 in the other records, GGC00410085,

          22       on this document we see the label for Mary McDougall,

          23       but the admission date here is for 4 August.  This is

          24       a different period in time?

          25   A.  Yes.
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           1   Q.  If you look at another document which is in the

           2       additional records, GGC26880001, we have a document here

           3       on which, again, we see the patient name

           4       "Moira McDougall".  The date is 11 April.  The comments

           5       boxes are not completed, but there are some nursing

           6       notes at the bottom; is that right?

           7   A.  Yes.

           8   Q.  If we go to your report then, on page 7, you tell us

           9       that in relation to temperature, pulse, respiration and

          10       vital signs records, these were taken, on all but one

          11       occasion, four times a day?

          12   A.  Yes.

          13   Q.  That is appropriate?

          14   A.  Yes, particularly as Mrs McDougall was receiving a blood

          15       transfusion.

          16   Q.  A few lines down you say that there was no assessment

          17       for activities of daily living assessment found in the

          18       records?

          19   A.  No, I couldn't find one.

          20   Q.  Although we have looked at the document -- perhaps we

          21       will put it back on the screen -- GGC26880003, did you

          22       have this document?

          23   A.  I did, but there is nothing to indicate that that

          24       applies to this particular admission.

          25   Q.  Is this the sort of document that you would be looking
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           1       for that would carry out an assessment of her activities

           2       of daily living?

           3   A.  Yes, that is the design that I have seen in other

           4       people's records as the assessment document.

           5   Q.  You say also in this part of the report that there were

           6       no care plans in the records?

           7   A.  I couldn't find any.

           8   Q.  What care plans do you envisage should have been in

           9       place here?

          10   A.  Well, I would have expected care plans in relation to

          11       her blood transfusions that she was having, to ensure

          12       that they were appropriately monitored, and then I would

          13       have expected, at the very least, a care plan in

          14       relation to encouraging her to become independent;

          15       a care plan for her catheter, continence management

          16       regarding her catheter; and a care plan in relation to

          17       her C. difficile.

          18   Q.  You also mention on page 7 stool charts.  Were there any

          19       stool charts in the records you looked at?

          20   A.  I didn't find any, no.

          21   Q.  Should there have been stool charts kept in this case?

          22   A.  Yes, there should.  I think there should have also been

          23       a chart to monitor her bowel activity generally.  The

          24       picture of Mrs McDougall's bowel activity was, I think,

          25       very muddled, suggesting at one point that she had
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           1       constipation and the very next day being diagnosed with

           2       C. difficile and having a stool sample taken on the day

           3       of admission, yet there is no reference that I could

           4       find in either medical or nursing notes that there were

           5       any difficulties in any shape or form with her bowel

           6       activity.

           7   Q.  Turning to page 9 of your report, under the heading,

           8       generally, of record keeping, what conclusions did you

           9       come to, having looked at the records?

          10   A.  Well, the records I felt were kept up to date, but they

          11       were scanty.  It was not possible to obtain a story

          12       line, as I have just illustrated, discussing

          13       Mrs McDougall's bowels.  The sample stool was sent off,

          14       but no one seemed to notice that it had been sent off.

          15       Someone obviously did it.  And no one noticed that it

          16       hadn't come back for four days.

          17           So the record keeping I felt was poor because you

          18       couldn't pick up a picture of what was happening with

          19       this lady.

          20   Q.  Looking to pressure risk management, which is the

          21       section you deal with halfway down that page, you say

          22       there was no pressure risk assessment or management at

          23       all?

          24   A.  No.

          25   Q.  Should there have been in this case?
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           1   A.  Yes, I think that there should be in every case.  When

           2       someone is admitted to hospital, a first assessment

           3       within six hours should be undertaken to identify

           4       whether there is any risk at all, and it should have

           5       been undertaken, at the very least, on admission.

           6   Q.  Similarly, in relation to nutrition, you say there was

           7       no nutritional assessment at all.  Should there have

           8       been in this case?

           9   A.  Yes, there should have been, again on admission.

          10   Q.  Does it matter that the patient is only in hospital for

          11       a week?

          12   A.  Well, when someone is admitted, unless it is very, very

          13       clear, which is unusual, you don't know how long she is

          14       going to be in, so -- and someone's condition can change

          15       dramatically within hours, let alone within days or

          16       weeks.  So it is very important that it is done on day

          17       of admission.

          18   Q.  Fluid balance you also address on page 9 of the report.

          19       Perhaps we can look at some of the charts.  If you turn

          20       to page 62, first of all, here we have a fluid balance

          21       chart possibly for the 11th.  It is not clear.  Do you

          22       have any comments on this?

          23   A.  Well, this fluid chart had been filled out relatively

          24       well, but hadn't been calculated at the end, so we

          25       don't -- they didn't identify what her total amount was.
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           1       It also indicates that her oral intake was extremely

           2       poor, which either suggests that the form wasn't filled

           3       out consistently or suggests that there is difficulty

           4       for Mrs McDougall in taking fluids orally.

           5   Q.  If you go to page 63, which covers, I think, the

           6       previous day, possibly, 10 April, which was the date of

           7       admission, can we see that someone has drawn a line to

           8       separate the period up to 2100 hours from the rest of

           9       it, it would appear, and then we do have a number of

          10       different entries for intake and output with some totals

          11       at the bottom?

          12   A.  Yes, we do.  So, again, this particular chart suggests

          13       to me that either Mrs McDougall's oral fluid intake was

          14       very poor and cause for concern or that the chart wasn't

          15       completed correctly.

          16   Q.  Page 61, where we have a chart for the 12th to the 13th,

          17       and now I think Mrs McDougall is in ward 6.  Do you have

          18       any comments to make on this?

          19   A.  Again, this chart suggests that Mrs McDougall had

          20       nothing to drink until 9 o'clock in the morning and had

          21       nothing for the previous 22 hours, or the chart wasn't

          22       completed correctly.

          23   Q.  Perhaps we can look finally at page 58 of the records,

          24       where we have a chart covering, I think, the period just

          25       shortly before she was discharged, 15 to 16 April.
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           1       Again, we see there is a number of entries on the chart,

           2       and the total would appear to have been totalled,

           3       although it is not balanced.  Do you have any comments

           4       on this chart?

           5   A.  Well, again, you see, we have a picture here that

           6       Mrs McDougall was being given intravenous fluids, so in

           7       the top line one you can see she had a litre and a half

           8       of fluids intravenously to ensure that she stayed

           9       hydrated.  They were looking towards discharging

          10       Mrs McDougall and she was still only drinking 450ml

          11       orally.  It begs the question of her fluid intake was

          12       dependent -- adequate fluid intake was dependent on

          13       intravenous fluids and so, therefore, a concern that she

          14       was going to be discharged when she wasn't drinking

          15       enough or that she was actually drinking enough and so

          16       the IV fluids could be discontinued, but the chart

          17       wasn't filled out completely.

          18   Q.  Moving on to page 10 of your report, you also say that

          19       you found no moving and handling assessments in the

          20       records.  Again, can I ask you, should there have been

          21       such an assessment carried out with this patient?

          22   A.  Yes, there should, when she was admitted.  She was

          23       admitted into coronary care and she was clearly poorly,

          24       and so a moving and handling assessment should have been

          25       undertaken to see what assistance she required.
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           1   Q.  Turning then to page 10 again and looking at your

           2       comments in relation to the nursing management of

           3       C. difficile, what conclusions did you arrive at here,

           4       having looked at the records?

           5   A.  Well, the nursing management of her C. difficile I think

           6       I could describe as somewhat a bit of a mystery.  She

           7       was admitted and a sample was taken.  We know that from

           8       microbiology.  But we don't know by whom, we don't know

           9       why.  Some four days later, the result came back after

          10       she'd been transferred through a number of wards.  She

          11       was placed in a side room, but the records indicate that

          12       she was encouraged to mobilise.

          13           Side rooms are generally small places, so mobilising

          14       in a side room would have been not easy.  There was no

          15       assessment or care plan to monitor the C. difficile,

          16       either the medical care of that condition or the nursing

          17       care required to prevent any consequences and manage the

          18       potential and real debilitating nature of the condition.

          19           So apart from being placed in isolation, I couldn't

          20       find any evidence to suggest that Mrs McDougall received

          21       any specific care or that she was told about her

          22       diagnosis or that family and friends were informed of

          23       action that they should take either.

          24   Q.  One document I didn't ask you to look at, and, again, it

          25       was produced as part of an additional bundle of medical
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           1       records, and I will perhaps just take you to that, that

           2       is GGC26880001, and I want you to look at page 4.  This

           3       is also headed to the left "Activities of living", and

           4       we have got a number of boxes to be filled in.  There is

           5       no name, no date, and it may be part of another

           6       document, but it would appear there is some reference

           7       here to loose stools at times due to chemo.  Do you see

           8       that under the heading "Elimination"?

           9   A.  Yes.

          10   Q.  If we go back to the previous page, page 3 -- this is

          11       a document we looked at earlier -- the document we just

          12       looked at before -- perhaps we can put the two documents

          13       together on the screen, pages 3 and 4.  They come

          14       sequentially in the medical records that were produced

          15       more recently.  Can you tell us if they relate to each

          16       other or not?

          17   A.  In my opinion, they are the same information --

          18       a collection system of the same information, just in

          19       a different format.  It is a way of collecting the same

          20       information, but just in a different format.  We can see

          21       that some of the headings appear on both of them.

          22       Number 4, the landscape document, I imagine would have

          23       another page attached to it.  I would guess that there

          24       probably might have been more columns, but I don't know.

          25   Q.  The information doesn't look the same.  If you look at
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           1       mobility on page 3, it says:

           2           "Mobility poor.  Furniture walk."

           3           Then, on page 4:

           4           "Fully mobile and independent."

           5           That is the information provided there.

           6   A.  Yes.

           7   Q.  Without a date, then really it is difficult to take this

           8       very far?

           9   A.  Yes.  My guess is that they apply to different admission

          10       times.

          11   Q.  Can we then just look at your summary in this case?  It

          12       is a short case.  If we look at the summary that you

          13       prepared, that is on page 8 of the report.  Perhaps you

          14       could take a moment and look at that and tell us what

          15       your final conclusions were.

          16   A.  Mrs McDougall was only in hospital for a short time.

          17       She was admitted on 10 April with an infection and

          18       neutropenia secondary to chemotherapy for her lung

          19       cancer.

          20           The treatment that she had focused on her blood

          21       transfusion and then she got Clostridium difficile

          22       whilst on the ward.  That was diagnosed on 14/4.

          23           During the whole of her admission, there were no

          24       care plans, no stool charts, no risk assessments for

          25       pressure risk, falls, nutrition, and she was not
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           1       weighed.  Her fluid balance charts were filled out in

           2       respect of intravenous fluids, but, as I have

           3       illustrated, the documents for oral fluid intake were

           4       filled out inconsistently.

           5           The management of her C. difficile appeared to be

           6       non-existent apart from her being placed in an isolation

           7       room.  It is difficult to understand how a stool sample

           8       was collected on 10/4, yet the ward only received

           9       confirmation of the sample on the 14th, and I could find

          10       no reference to anything to do with her bowel activity

          11       or that a stool sample had been taken.

          12           There was no care plan to manage her C. difficile or

          13       manage the potential complications.  I think it is also

          14       important to place this in the context of this lady who

          15       was already receiving chemotherapy for lung cancer and

          16       she had neutropenia, so she would have been at high risk

          17       of infection anyway.

          18           So although her time in hospital was short and

          19       thankfully she responded extremely well to the

          20       antibiotics, the potential consequences and

          21       complications for this lady did not appear to me to have

          22       been anticipated when the diagnosis was first made, and

          23       the care that she received to anticipate the potential

          24       seriousness of her getting C. difficile was not managed

          25       appropriately.
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           1   Q.  So overall then, your opinion is what?

           2   A.  My opinion overall is that her care was poor and it fell

           3       below an acceptable standard of nursing practice.

           4   Q.  We can leave that case aside.

           5   LORD MACLEAN:  Just before you move on to another case,

           6       being an entire layman myself, could I ask you this --

           7   A.  Nothing complicated, I hope.

           8   LORD MACLEAN:  No, it is not a complicated question, but it

           9       is interesting that C. diff should have been diagnosed

          10       on the sample that she gave on admission, and by four

          11       days later, there it was.

          12           Are we to assume from the fact that she was

          13       discharged only a matter of three days after that that

          14       the C. diff had been controlled by the drugs?

          15   A.  The picture of the bowel activity that was recorded was

          16       suggesting that the C. diff was responding to the

          17       medication.  It stated that her stool was settling.

          18           What wasn't in the records was any information

          19       that -- that is not to say it wasn't given to her

          20       verbally, but there was nothing in the records to advise

          21       her what she should do if she was to have more loose

          22       stools.  So the suggestion from the records is that she

          23       was responding to the antibiotics.

          24   LORD MACLEAN:  That can happen, I suppose.

          25   A.  It can happen, yes.
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           1   LORD MACLEAN:  Thank you very much.

           2   MR MACAULAY:  The next case I want you to look at,

           3       Mrs Phair, is that of Jacqueline Patrick.  To focus on

           4       your report, that is at EXP00120001.  The Vale of Leven

           5       medical records are GGC20970001.

           6           If we could turn to page 3 of the report and if you

           7       could sketch in for us Mrs Patrick's medical history,

           8       having regard to what you say on that page.

           9   A.  Yes, Mrs Patrick was a 74-year-old lady when she was

          10       admitted to the Vale of Leven.  She had previously been

          11       in the Golden Jubilee Hospital on 12 March 2008 for

          12       a hip replacement.  She had a past medical history of

          13       some continence difficulties, a basal cell carcinoma

          14       diagnosed in 2006 and a duodenal ulcer some years

          15       earlier.

          16           She had also been diagnosed with a suspected

          17       pulmonary embolism and a suspected lesion in her lung

          18       whilst in the Golden Jubilee Hospital and she was also

          19       found to have had severe aortic stenosis, which is

          20       a heart condition, which was to require treatment.

          21           Post operatively she developed a chest infection,

          22       which is when they suspected a pulmonary embolism, and

          23       she was given warfarin, which is a drug to thin the

          24       bloods, and antibiotics, and she was referred to the

          25       Vale of Leven Hospital to undergo a CT scan and lung
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           1       biopsy.

           2           She was transferred to ward 6 on 14 April and, due

           3       to some confusion around the referral, she didn't

           4       receive the lung biopsy and was further transferred to

           5       ward 14 for rehabilitation and was transferred home and

           6       discharged on 29 April.

           7   Q.  If you move on to page 4, just to follow through the

           8       history.

           9   A.  She was then readmitted as an emergency on 6 May to the

          10       medical assessment unit where a stool sample was taken

          11       on that day.  Then she went to ward 5.  The sample

          12       confirmed a diagnosis of C. difficile and she remained

          13       an inpatient and was treated with Metronidazole,

          14       vancomycin and a trial of immunoglobulins and she also

          15       had a diagnosis of MRSA in her throat and had a urinary

          16       tract infection.

          17           She had an MRSA eradication programme, which is

          18       a system of using a washing system to eradicate the

          19       MRSA, but she wasn't prescribed any antibiotics for the

          20       urinary tract infection because of the impact this might

          21       have and the risk of that causing the C. difficile to

          22       reoccur.

          23           After a stay of 17 days, she went home because she

          24       was desperate to go home, I recall, because she'd

          25       recently purchased a new home and she was keen to move
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           1       in there as she hadn't previously been able to.

           2   Q.  You mentioned there, and it may not be ultimately

           3       a matter for you, a reference to a trial of

           4       immunoglobulins.  What does that mean?

           5   A.  It is far too technical for me, I'm afraid.  You'd have

           6       to speak to the doctors about it.

           7   Q.  You can't help us on that?

           8   A.  I can't help you on that one.

           9   Q.  You pick up her nursing management in the Vale of Leven

          10       from 6 May onwards, and that, of course, is when she was

          11       diagnosed with C. difficile; is that correct?

          12   A.  Yes.

          13   Q.  As you have told us in your introductory remarks, she

          14       had previously been in the Vale of Leven, having been

          15       transferred there from the Golden Jubilee Hospital?

          16   A.  Yes, she had.

          17   Q.  If we just focus briefly on that admission by way of

          18       background, if you can turn to page 203 of the medical

          19       records, we are looking at the nursing records for

          20       Mrs Patrick.  Can we see that, on 14 April, in the

          21       evening, there is:

          22           "Emergency admission this afternoon from ward 2W

          23       Golden Jubilee Hospital."

          24           There is reference to the total hip replacement that

          25       she'd had in March?
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           1   A.  Yes.

           2   Q.  If we move on to the next page in the records -- well,

           3       perhaps stay where we are, first of all.  Can we see

           4       that on the 15th, at 1300 hours, Mrs Patrick is

           5       transferred to ward 14?

           6   A.  Yes.

           7   Q.  If we go on to page 4, it seems that the evaluation

           8       sheets we are looking at appear to relate to ward 6,

           9       page 204 of the records.  Can we see that?

          10   A.  Yes.

          11   Q.  We see "Ward 6 - evaluation sheet".  So it appears that

          12       Mrs Patrick was transferred to ward 6 when she was

          13       transferred from the Golden Jubilee on 14 April, but

          14       a day later was transferred to ward 14.  Her purpose in

          15       being transferred to ward 14, was that to be prepared

          16       for the biopsy?

          17   A.  I would assume so, but I don't know the intimate details

          18       of what ward does what.

          19   Q.  No.  Well, I think if we look at the entry for 16 April,

          20       she fasted and then she was prepared for biopsy.  "On

          21       return not done as deemed unsafe"?

          22   A.  Yes.

          23   Q.  So there was a hiccup and the biopsy wasn't carried out?

          24   A.  Yes.

          25   Q.  Insofar as her transfer to the Vale of Leven was

                                            70

           1       concerned, if you look at the entry at 11.30 for the

           2       15th, it seems to have envisaged she was being

           3       transferred for further rehabilitation.  Can we see

           4       that?

           5   A.  Yes.

           6   Q.  If we turn to page 205 of the medical records, the date,

           7       in fact, is 15 April.  For a moment I thought it was

           8       1 May, but it is 15 April 2008, and we see it is

           9       a ward 14 evaluation sheet, "Transferred from ward 6".

          10       Can you read that?

          11   A.  Yes.

          12   Q.  If we follow that through for a number of pages -- for

          13       example, if you turn to page 207 of the ward 14

          14       evaluation sheets.  We have a number of entries, and if

          15       we look in particular at the entry for 26 April at

          16       1500 hours, can we see that Mrs Patrick is complaining

          17       of constipation and suppositories were given?

          18   A.  Yes.

          19   Q.  Then turning on to page 208, there is a reference to

          20       a discharge prescription being asked for; is that

          21       correct?

          22   A.  Yes.

          23   Q.  Page 209, can we see that there is a discharge plan and

          24       that the discharge date is 24 April 2008?

          25   A.  Yes.
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           1   Q.  It would seem, then, that Mrs Patrick had spent a period

           2       of about two weeks in the Vale of Leven in the latter

           3       part of April, initially in ward 6 but then, in the

           4       main, in ward 14?

           5   A.  Yes.

           6   Q.  If we go to the admission that you focused upon in

           7       particular, and that is the admission in May, could you

           8       turn to page 47 of the medical records and also to

           9       page 11 of your report?

          10           If we look at the medical assessment unit record

          11       first of all, we have it on the screen, we will see that

          12       this admission is timed at 6 May in the evening,

          13       1900 hours?

          14   A.  Yes.

          15   Q.  Do you understand from your looking at records of

          16       different patients that the practice generally in the

          17       Vale of Leven seemed to be that patients would be

          18       admitted, first of all, to the medical assessment unit

          19       and then moved on to other wards?

          20   A.  Yes.

          21   Q.  Can you see that the presenting complaint is diarrhoea?

          22   A.  Yes.

          23   Q.  Then there is an initial assessment carried out, and if

          24       you turn to page 48 of the document, I think it is still

          25       part of the medical assessment unit document, the date
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           1       again is given as 6 May.  Can we read:

           2           "GP referral with diarrhoea over past week.  Patient

           3       feels drained."

           4           Do you see that?

           5   A.  Yes.

           6   Q.  I think you have noted, if we go to what you have got in

           7       your report and turn to page 187 of the records, this is

           8       the top left for the 7th, it has been noted:

           9           "Emergency admission to ward 5 via MAU with 1-week

          10       history of diarrhoea."

          11           That is correct?

          12   A.  Yes.

          13   Q.  So Mrs Patrick then had been discharged from the

          14       Vale of Leven on 29 April and she is back in the

          15       Vale of Leven on the 6th reporting a one-week history of

          16       diarrhoea?

          17   A.  Yes.

          18   Q.  Can we then look at the position under reference to the

          19       extracts that you have set out in your report, and if we

          20       could turn to page 11 first of all.  We have already

          21       noted the entry for the 7th.  Can we see that the

          22       extract goes on to report:

          23           "Diarrhoea x2 1450.  Results: patient is C. diff

          24       positive."

          25           So would it appear a specimen was obtained and
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           1       a response had been obtained by 1450 that Mrs Patrick

           2       was C. diff positive?

           3   A.  Yes.

           4   Q.  Perhaps we can look at the microbiology, which you will

           5       find at page 164 of the records.  If we look at the

           6       boxes towards the bottom right, there is no collection

           7       date, but the specimen was received by the lab on the

           8       7th and it proved to be a positive result and it has

           9       been reported to ward 5, where Mrs Patrick is by this

          10       stage?

          11   A.  Yes.

          12   Q.  So it does appear then, that the same day the specimen

          13       was obtained from the patient, that a positive result

          14       was reported to the ward?

          15   A.  Yes.

          16   Q.  That looks like a fairly speedy response.

          17   A.  Yes, it does.

          18   Q.  If we look at the infection control card, SPF01270001,

          19       if we can perhaps just expand that a bit, do we see

          20       here -- again, it is ward 5 that is being referred to.

          21       "Date symptomatic" suggests it is 1 May.  The specimen

          22       obtained on 7 May.  Then on 8 May:

          23           "Informed by ward staff.  Patient nursed in

          24       isolation and commenced on oral Metronidazole.  Was on

          25       oral antibiotics when in ward 14."
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           1           That final remark presumably relates to her previous

           2       admission?

           3   A.  I presume so, yes.

           4   Q.  But it seems then that, certainly by 8 May, Mrs Patrick

           5       is being nursed in isolation.

           6   A.  Yes.

           7   Q.  So far as the nursing notes themselves go to show, if

           8       you go back, perhaps, to page 187 of the records, was

           9       there an indication in the nursing notes that

          10       Mrs Patrick had been isolated?

          11   A.  No, I didn't find any reference to it in the evaluation

          12       sheets or progress charts.

          13   Q.  Is the first indication, then, of isolation the note in

          14       the infection control card for 8 May?

          15   A.  Yes.

          16   Q.  If we go back, then, to your extracts from the nursing

          17       records, Mrs Phair, in that first entry you focus

          18       upon -- you have taken from the records a reference to

          19       "Both heels red.  Pressure-relieving pad applied to

          20       bed".  Is that correct?

          21   A.  Yes.

          22   Q.  What is the position here, then?  Is this evidence of

          23       pressure damage?

          24   A.  Yes, it is, particularly if the heels are red and the

          25       redness doesn't go away immediately, that is evidence
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           1       that there is already pressure damage occurring.

           2   Q.  When you say "already", does it appear that this damage

           3       is present on admission or not, or can you say?

           4   A.  I can't say.  This was the first reference I found to

           5       anything to do with Mrs Patrick's pressure.

           6   Q.  We know that she was admitted on the 6th.  We are now

           7       into the 7th.

           8   A.  Yes.

           9   Q.  You say this is the first reference then to this?

          10   A.  Yes.

          11   Q.  Was there any reference to such damage on her previous

          12       admission that you can remember?

          13   A.  I can't remember without referring to the records.

          14   Q.  If we then follow through your extracts, there is

          15       further evidence of loose stools on the 8th; is that

          16       correct?

          17   A.  Yes.

          18   Q.  That same day there is an entry in the nursing records

          19       to say that Mrs Patrick has been seen by a dietician?

          20   A.  Yes.

          21   Q.  Indeed, there is evidence of what her weight was --

          22   A.  Yes.

          23   Q.  -- and what she was to be given.

          24   A.  Yes.  Fortijuice is a food supplement.  It is like

          25       a very sweet drink that has got nutrients and calories
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           1       in it.

           2   Q.  Turning on to page 12 of your report, you have noted for

           3       the 9th that Mrs Patrick is "drinking well but diet

           4       poor".

           5   A.  Yes.

           6   Q.  Then you have a note that you have not dated.  Perhaps

           7       we can look at the records, page 184 of the records.

           8       I think, if we look to the right-hand side, we see a few

           9       lines from the bottom the date 12 May.  Do you see that?

          10   A.  Yes.

          11   Q.  The entry above that, at 2030, that you have noted in

          12       your report:

          13           "... spoke to microbiologist re poor progress", and

          14       so on.

          15           It would appear, if this is a chronological record,

          16       that is probably 11 May, unless there are dates missed

          17       out.

          18   A.  Yes, it was undated.  I assumed it was 11 May but there

          19       wasn't a date so I didn't put one in.

          20   Q.  Moving on to page 13 of your report, you have an extract

          21       for 12 May.  You have written:

          22           "Frequently passing small amounts (query faeces)."

          23           So it wasn't clear what that was --

          24   A.  No.

          25   Q.  -- but mobility has been noted as very poor?
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           1   A.  Yes.

           2   Q.  "Abdomen remains distended and soft, tender to touch.

           3       Skin intact on sacrum, Cavilon applied."

           4   A.  Yes.

           5   Q.  Why would you apply Cavilon to the skin, if it is

           6       intact?

           7   A.  Because Cavilon is what we call a barrier cream.  You

           8       put it on to prevent urine and faeces burning the skin.

           9   Q.  So that is good practice?

          10   A.  That is good practice, yes.

          11   Q.  Towards the bottom of the page, you have noted on the

          12       12th that Mrs Patrick still has loose mucous stools?

          13   A.  Yes.

          14   Q.  Moving on, then, to page 14, have you a number of

          15       references there, in the period from the 13th through to

          16       17 May, that Mrs Patrick continued to have loose stools?

          17   A.  Yes.

          18   Q.  Going on to --

          19   A.  Also, if I could just say, we have increasing evidence

          20       of abdominal cramps and abdominal pain through those

          21       days as well.

          22   Q.  Is that the entry of the 15th at 7.10?

          23   A.  That is one example, yes, where it says abdominal

          24       cramps.  There were other examples on the previous page

          25       of her expressing discomfort, abdominal discomfort.
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           1   Q.  The point about that is what, then?

           2   A.  That abdominal cramps are one of the symptoms that you

           3       can get with Clostridium difficile.

           4   Q.  So it is good practice then to record that, is it?

           5   A.  It is good practice to record it, and it is also good

           6       practice to respond to it.

           7   Q.  In what way?

           8   A.  I would expect to be referring the matter to the doctors

           9       if medication hadn't already been prescribed, such as

          10       a Buscopan, which is a type of medication to help

          11       relieve those stomach cramps, I would be expecting the

          12       nurses to refer the matter to the doctors and seek some

          13       medication to relieve her symptoms.

          14   Q.  Moving on to page 15 of the report, for 18 May you have

          15       recorded still that Mrs Patrick is passing urine and

          16       small amounts of soft stools?

          17   A.  Yes.

          18   Q.  Would this be indicative of her still being symptomatic

          19       for C. diff?

          20   A.  That would depend on what the nurse is meaning by "soft

          21       stools" and, also, it would depend on the colour and

          22       depend on the odour.  So it is difficult to say whether

          23       it is indicative that she's responding or not.  It might

          24       be.

          25   Q.  If we look at the infection control card for about this
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           1       time, it is at SPF01270001, we have entries for the 15th

           2       and the second entry for the 15th is, "Slight

           3       improvement", and then the next entry is for the 22nd:

           4           "Soft formed stool for 2 days."

           5           That is a bit later than the entry we have been

           6       looking at.

           7   A.  Yes.

           8   Q.  But that, the soft formed stool for two days, would that

           9       be indicative of improvement then?

          10   A.  Yes, it would, particularly as it says "soft formed

          11       stool".

          12   Q.  If we go back to page 15 of your report, the 18th, the

          13       second entry for the 18th makes mention of an immersion

          14       bath being given and enjoyed and then moisturising cream

          15       is applied to both legs:

          16           "Walked with Moby and supervision length of ward."

          17           It is not clear what that means, but if it is her

          18       room where she is in isolation, I suppose that is

          19       acceptable.  Would it be acceptable to walk the length

          20       of the ward --

          21   A.  No.

          22   Q.  -- if there is any risk of you having C. difficile?

          23   A.  No, it wouldn't and, at this stage, there was not

          24       48 hours of clear formed stools.  A Moby is a type of

          25       walking aid and where it says "supervision length of
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           1       ward" I think suggests they meant the ward and not the

           2       room.

           3   Q.  They have noted here, leaving aside the reference to the

           4       bed, and I will come back to that in a moment, that

           5       "C. diff diagnosed and MRSA is in throat swab".  So they

           6       seem to have recognised that there had been a diagnosis

           7       at least of C. difficile and MRSA?

           8   A.  Yes, and I'm not quite sure -- my memory is failing me

           9       here -- whether that was the second diagnosis.  I'm not

          10       quite sure why this suddenly appeared in the daily

          11       records -- in the records at this particular point.

          12   Q.  I may be wrong, but I don't think there was a specific

          13       diagnosis.

          14   A.  No, I don't think there was a second one, so I'm not

          15       quite sure why --

          16   Q.  It may just be that they're reminding themselves of

          17       the diagnosis?

          18   A.  Could have been.

          19   Q.  But if a patient has been diagnosed with C. difficile

          20       and continues to have symptoms such as you mentioned,

          21       the sore abdomen and soft stools, would it be

          22       appropriate for such a patient to be walking about the

          23       ward?

          24   A.  No, it wouldn't.

          25   Q.  Now, the reference to the "electric bed and monkey
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           1       pole", can you just help us with that?

           2   A.  Well, a monkey pole is a pole that fits at the end of

           3       the bed.  It is like an arch that has a triangular

           4       handle on it that helps people so they can pull

           5       themselves up, and "electric bed" would mean -- my

           6       interpretation of this is they're sometimes called

           7       profiling beds, and they are beds that are all-singing,

           8       all-dancing: you press a button and it can go up one end

           9       or up another end and you can sit yourself up and lay

          10       yourself down.

          11           An electric bed is not in itself a reference to

          12       a pressure-relieving mattress.  It is a type of bed that

          13       means that the person can manage themselves a lot better

          14       because you can press the buttons yourself to sit up and

          15       lay down.  They are great fun, as long as you don't

          16       press both buttons at the same time.

          17   LORD MACLEAN:  Especially when visitors come to visit.

          18   A.  That's right.

          19   MR MACAULAY:  But are there electric beds that are used to

          20       manage pressure damage -- or pressure management,

          21       rather.

          22   A.  They can be, it can be part of the total package, but in

          23       some hospitals they are now routine equipment and in

          24       other hospitals they are still going through the process

          25       of putting in electric beds.
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           1   Q.  If we look to the next entry, for 19 May, have you

           2       extracted from the records reference to being "Up for

           3       commode several times with soft stools" and then

           4       "Remains in isolation"?  That's in the records.

           5   A.  Yes.

           6   Q.  Then, at 9.30, you have noted:

           7           "Patient walked ward with Zimmer."

           8   A.  Yes.

           9   Q.  Moving on to page 16 of your report --

          10   LORD MACLEAN:  Can I just ask you about that, was she

          11       isolated within the ward itself?

          12   A.  Well, it says she's in isolation.  It didn't say that

          13       she was cohorted in a bay.

          14   LORD MACLEAN:  No.

          15   A.  It said she was in isolation.  So I have taken it that

          16       she was in a side room.

          17   LORD MACLEAN:  If she was in a side room, which we don't

          18       know yet --

          19   A.  No.

          20   LORD MACLEAN:  -- do you have any comment on her walking the

          21       ward with a Zimmer?

          22   A.  Well, I think it was extremely unwise, because, if she

          23       is isolated, because she's still apparently very active

          24       with her C. difficile, that she's now effectively

          25       escaping from her isolation room and walking up and
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           1       down.

           2   LORD MACLEAN:  On the other hand, if she was cohorted with

           3       others within the ward and isolated in that sense, it

           4       would be appropriate.

           5   A.  It would be, if she was just within the area that is

           6       defined as the C. difficile area, but the suggestion is

           7       that she was isolated in a side room, but that is only

           8       my interpretation of the information available.

           9   MR MACAULAY:  There is no information in the records that,

          10       when she was mobilising in the ward, she was with

          11       anybody?

          12   A.  No, I didn't get the impression that this was part of

          13       a physiotherapy or a nurse actually encouraging

          14       Mrs Patrick to do her daily exercises or something.

          15   Q.  We have seen the reference to stools -- we are at

          16       page 15 of the report, the entry for 19 May, "several

          17       times with soft stools" and then the reference to

          18       "Remains in isolation.  Patient walked ward with

          19       Zimmer".

          20           Could it be that the nursing staff were able to

          21       conclude that the patient was now essentially clear of

          22       C. difficile?

          23   A.  Well, it could have been.  It could have been that they

          24       had actually had a discussion with the doctors and had

          25       decided that she was asymptomatic for the previous
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           1       48 hours, and so she was able to leave her side room,

           2       but I have not seen any evidence of that, and

           3       I didn't -- certainly didn't pick up that there had been

           4       a conscious decision by the team that Mrs Patrick was

           5       now able to start conducting other aspects of her care.

           6   Q.  Would there be a desire, though, to try and mobilise

           7       a patient, if possible, rather than have the patient

           8       confined to bed or a chair?

           9   A.  Yes, I think that it is a balance and certainly if you

          10       have got somebody who is very easily -- becomes

          11       dependent very easily because of their other

          12       conditions -- we can note, on 18 May, they commented

          13       that she's got very oedematous legs, so walking would

          14       probably have been a difficulty for her.  The less you

          15       use them, the more likely you are to lose the ability to

          16       keep walking.  So there would have been a desire to try

          17       to encourage her to walk.

          18   Q.  This is a case where we do have some detailed recording

          19       of stools, and if we can maybe look at that for a moment

          20       or two.  It is page 221 of the records.  That is where

          21       I think the stool chart begins.  I will look at this

          22       later, but if we move on to page 223, we are looking at

          23       the description of the stools for 18 May, and moving on

          24       to 224 and into the 19th, we see the description.

          25           Does this help at all in relation to at what stage
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           1       in relation to the infection this patient is?

           2   A.  I think it is indicating that -- it is still soft, it

           3       doesn't say that it is liquid.  It is possibly

           4       indicating that she is responding to the treatment, but

           5       I would say that the decision to remove the isolation

           6       precautions should be one that is made having had

           7       a discussion with the doctors and decided whether or not

           8       the presentation of her stools satisfied everyone in the

           9       team that she was responding well enough to come out of

          10       isolation.

          11   Q.  Does it impact upon her condition that -- if you look at

          12       the 19th, for example -- she's had soft stools on quite

          13       a number of occasions over a 24-hour period?

          14   A.  Well, yes, but -- so this could be because of

          15       the diarrhoea, it could be also that she's -- I mean, it

          16       is almost every hour, every two hours.  The interesting

          17       fact here that I would suggest required further scrutiny

          18       is that the stool is black, which could be indicating

          19       a different issue other than the C. difficile, or it

          20       could be that another condition, perhaps a bleed or

          21       perhaps she's on iron which is causing her stool to be

          22       black, is actually masking the colour of the stool that

          23       it would be if it was just a pure C. diff stool.  So it

          24       is not a simple picture and, again, I would say one that

          25       requires the team to review.
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           1   Q.  Certainly, if we look at the medical records for this

           2       period, page 62, first of all, and moving -- we have

           3       entries for the 19th which don't help, but moving on to

           4       page 63, for the 21st, which is -- well, for the 20th,

           5       there is a note I think "Stools becoming formed".  Do

           6       you see that?

           7   A.  Yes.

           8   Q.  Then for the 21st:

           9           "Continuing to improve generally.  Diarrhoea less.

          10       Stop vancomycin after day 10."

          11           So is the suggestion there that she's still being

          12       actively treated for her diarrhoea?

          13   A.  She was still on the vancomycin, yes.

          14   Q.  The earlier entry for the 21st:

          15           "Continued to have abdominal pain and stools not yet

          16       fully formed."

          17           Does that help in relation to placing her on her

          18       recovery path, or not?

          19   A.  Well, my interpretation of all this information is that

          20       she is responding, but she is not there yet and that she

          21       is still -- they still need to treat her with caution in

          22       respect to whether she would, you know, be passing the

          23       C. difficile on to other people.  So in relation to the

          24       isolation -- I think it is a sign that she is improving,

          25       but she wasn't there yet.
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           1   Q.  In any event, I think your position is that to have the

           2       patient walking in the ward, that is the open ward, with

           3       a Zimmer at about 19 April would not be appropriate?

           4   A.  In my view it is not, no.

           5   MR MACAULAY:  My Lord, that might be an appropriate point to

           6       stop for lunch.

           7   (1.00 pm)

           8                     (The short adjournment)

           9   (2.00 pm)

          10   MR MACAULAY:  Good afternoon, Mrs Phair.  If we go back to

          11       your report, please, and turn to page 16, and if we can

          12       just finish off looking at the extracts you have taken

          13       from the nursing notes, come 22 May, have you noted

          14       that, as of now, Mrs Patrick has passed a small, soft,

          15       formed bowel motion?

          16   A.  Yes.

          17   Q.  Does that indicate that she's on the road to recovery?

          18   A.  Yes.

          19   Q.  If we turn on to page 17, I think we see that, come

          20       28 May, transport is being requested for her discharge.

          21   A.  Yes.

          22   Q.  I think she was, in fact, discharged the following day,

          23       29 May?

          24   A.  Yes.

          25   Q.  Can we look briefly, please, at your references that you
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           1       have taken from the medical notes?  If you turn to

           2       page 4 of your report.  The first entry that you have

           3       made reference to is for 6 May, and this really reflects

           4       what we have seen in the nursing notes, except it gives

           5       a bit more information:

           6           "Has been having diarrhoea for the past one week,

           7       five to ten times per day, foul smelling."

           8   A.  Yes.

           9   Q.  If we turn to page 5, I think we see some references to

          10       the fact that C. diff was diagnosed.  On 8 May, the

          11       second entry for 8 May, do we see that there appears to

          12       be a note by the dietician?

          13   A.  Yes.

          14   Q.  Would it be helpful to look at it, just to confirm?  If

          15       you look at page 62 of the records, it is an entry for

          16       the 15th, which is the first entry dated on the top of

          17       the page.  We see it is a dietician review; is that

          18       correct?

          19   A.  Yes.  The entry in my report refers to 8 May.

          20   Q.  Ah, yes.  That is earlier, then.

          21   A.  Yes, that was the first time.

          22   Q.  Page 52.  We have it just above halfway.  This is by the

          23       student dietician?

          24   A.  Yes.

          25   Q.  Clearly, Mrs Patrick has been referred and has been
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           1       assessed?

           2   A.  Yes.

           3   Q.  The instruction is that she's asked the staff to check

           4       weight, as appetite and intake is poor.  Is that

           5       correct?

           6   A.  That's correct, yes.

           7   Q.  Indeed, as we saw a moment ago, there was a further

           8       assessment on 15 May as well?

           9   A.  Yes.

          10   Q.  As we go through the clinical notes, do we see there are

          11       a number of references to her distended abdomen over

          12       this period?

          13   A.  Yes, there are.

          14   Q.  If you turn to page 9, is there an instruction given on

          15       15 May, the second entry:

          16           "Monitor oral fluid intake.  If not satisfactory,

          17       patient will need to go back on IV fluids."

          18   A.  Yes, there is.

          19   Q.  If we turn to page 18 of the report, you deal there with

          20       the observation charts.  What did you ascertain from the

          21       records here?

          22   A.  I established that observations of blood pressure,

          23       pulse, respiration and temperature were taken daily and

          24       the scores were completed.  It was also recorded on most

          25       days that she'd had her bowels opened, but also
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           1       a separate bowel chart was completed, but there is no

           2       record of her weight on these charts.

           3           But there is evidence that, on 12 May, the intensity

           4       of the observations increased following her raised

           5       temperature, which was when she was having the

           6       immunoglobulin treatment, and then the subsequent

           7       cessation of this treatment and the request for the

           8       temperature to be closely monitored.  So, in essence,

           9       the instruction from the medical team was carried out by

          10       the nurses.

          11   Q.  Then, if we turn to page 21 of the report, where you

          12       have the heading "Assessing and reviewing the patient's

          13       needs", where you give, I think, an overview of

          14       the position.  What were your conclusions here?

          15   A.  My conclusions were that the nursing assessment of

          16       Mrs Patrick's needs were extremely limited.  The only

          17       assessment to be found was in relation to identifying

          18       her needs immediately prior to developing the

          19       C. difficile, and I felt that that form obtained

          20       inaccurate information when I compared that information

          21       to other information available within the records.

          22           But I did also note that there was no meaningful

          23       assessment or planning of the delivery of care that she

          24       needed, but that the daily progress charts of the nurses

          25       did correlate with the information that was in the
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           1       doctors' records, and so it demonstrated to me that

           2       there had been a close working relationship between the

           3       two disciplines and that they had communicated well with

           4       each other.

           5   Q.  But in relation to the quality of assessment generally,

           6       then, what was your opinion?

           7   A.  For nursing assessment, the quality of nursing

           8       assessment, I thought was poor and fell below an

           9       accepted standard.

          10   Q.  If we look at some of the documentation, if you could

          11       turn to page 194 of the records, we are looking at an

          12       "Activity of daily living assessment prior to presenting

          13       complaint" document, and we have seen this before.  This

          14       bears to relate to the admission of 14 April -- we see

          15       the date.

          16   A.  Yes.

          17   Q.  So this is the previous admission to when she was

          18       diagnosed with C. diff?

          19   A.  Yes.

          20   Q.  This document, insofar as it goes, appears to be

          21       reasonably well-completed; is that right?

          22   A.  Yes, it does.

          23   Q.  In fact, I think every section of the document has some

          24       entry indicating that it has been considered?

          25   A.  Yes, it does.
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           1   Q.  So this is acceptable?

           2   A.  Yes.

           3   Q.  If you could turn to page 189, this is a nursing

           4       admission assessment form relating to the admission

           5       in May.  You will see the admission date is given as

           6       7 May.  Do you see that?

           7   A.  Yes.

           8   Q.  We can see that certain information has been obtained.

           9       The observations section has been almost completed, but

          10       the section to the right, apart from the box

          11       "Ex-smoker", that has been left blank virtually.

          12   A.  That's right, and also, under "Observations", the BM,

          13       which relates to blood sugars, hadn't been completed.

          14   Q.  The box "Ex-smoker" has been ticked, and that is an

          15       appropriate action?

          16   A.  If she was an ex-smoker.  I am not aware that that

          17       information is contained anywhere else in the form, so

          18       I take it as acceptable.

          19   Q.  Did you find an activities of daily living documentation

          20       for this admission?

          21   A.  No, I didn't.

          22   Q.  Should there have been, or would it be feasible to rely

          23       on what was there before in the records?

          24   A.  It would have been acceptable to rely on previous

          25       information if the form had been -- clearly indicated
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           1       that it had been redated and altered and shown that it

           2       had been reviewed as being still relevant to this

           3       admission.  So as there was no information that that was

           4       done, a new assessment should have been completed.

           5   Q.  In fact, I think I misled you.  I think there is

           6       a document -- perhaps look at this, page 188.  It is not

           7       very clear, but this does bear to be another activity of

           8       daily living assessment prior to presenting complaint.

           9       This one is dated 7 May.  That is the second admission

          10       we have been focusing upon.

          11   A.  Yes.

          12   Q.  So it would appear that, although I don't think you

          13       mention this in your report -- I'm told you do -- that

          14       this has also been completed in part.  Is that correct?

          15   A.  Yes, it's been completed in part, but I need to just

          16       draw your attention again that this is prior to

          17       presenting complaint.  So this is an indication of -- an

          18       assessment form which is designed specifically to assess

          19       the person's needs before they become unwell, whereas

          20       assessment -- so there are two parts, really.  You also

          21       need to assess what difficulty someone is having as well

          22       so that you can put in the appropriate care.

          23   Q.  Let me just understand that.  The document is seeking to

          24       assess the needs prior to the complaint?

          25   A.  That's what the heading says, yes.
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           1   Q.  What else did you say it should do?

           2   A.  When you are doing a nursing assessment, this document,

           3       knowing someone's condition before they become unwell,

           4       is useful because you know what you might be trying to

           5       achieve.

           6   Q.  Indeed.

           7   A.  But you also need to assess the presenting position so

           8       that you can identify what nursing care needs to be

           9       prescribed based on the current situation of a person.

          10   Q.  You do mention this document in your report, but are you

          11       looking then for some other material that would assess

          12       the patient's needs on admission?

          13   A.  Yes.

          14   Q.  Was there such material there?

          15   A.  Not that I found.

          16   Q.  Just to focus on some of the other documentation that

          17       there might be there, if you turn to page 197, this

          18       again is a patient nursing summary.  We have seen this

          19       sort of document before.  It appears to relate to the

          20       previous admission.  Do you see that, the admission on

          21       14 April?

          22   A.  Yes.

          23   Q.  It bears to suggest transferred from ward 6, and the

          24       date on the next page, page 198, is 15 April.  Do you

          25       see that?
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           1   A.  Yes.

           2   Q.  In relation to the material contained in this document,

           3       and we see, if we go back to page 197, there is

           4       a heading "Activities of daily living".  Is this then

           5       designed to detail the position as at the time of

           6       presentation?

           7   A.  Yes, as at that time.  So this particular form,

           8       I surmise that the purpose is to inform the ward that's

           9       receiving Mrs Patrick of the immediate needs that she

          10       has in relation to activities of daily living.

          11   Q.  In relation to a document giving that sort of

          12       information or recording that sort of information, did

          13       you see anything of that kind for the second admission?

          14   A.  Not that I can recall, no.

          15   Q.  Going back to your report at page 21, and your general

          16       discussion in record keeping, what conclusions did you

          17       arrive at here?

          18   A.  Well, I felt that the -- generally, the daily evaluation

          19       records were satisfactory, in that you could follow the

          20       care that Mrs Patrick received and that her bowel

          21       activity could be followed on the record chart.

          22           However, it was not possible to establish from other

          23       records whether her overall wider nursing issues were

          24       being met, such things as care planning, assessment of

          25       pressure risk, nutrition, et cetera.  So if we take
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           1       record keeping in the broadest sense, the record

           2       keeping, in my view, was inadequate.  The daily record

           3       evaluation I felt was adequate.

           4   Q.  You mentioned care plans.

           5   A.  Yes.

           6   Q.  If you turn to page 22 of your report, I think that is

           7       the first item that you consider.  Were there any

           8       nursing care plans for Mrs Patrick for this episode of

           9       care that you focused upon?

          10   A.  I didn't find any, no.

          11   Q.  In particular, was there a care plan for the diagnosis

          12       C. difficile?

          13   A.  No, I didn't find any.

          14   Q.  In looking to the previous admission, if you could turn

          15       to page 199, does this bear to be a multiproblem care

          16       plan, and we see the date is 14 April 2008?

          17   A.  Yes.

          18   Q.  There is a reference to a recent left hip replacement as

          19       being the problem.

          20   A.  Yes.

          21   Q.  Also, a reference to what looks like a chest infection,

          22       I think.  Then you see in the third section some

          23       interventions, 13 in all.  Looking to this as a care

          24       plan for the problems identified, have you any comments

          25       to make?
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           1   A.  With regard to the interventions -- as a multiproblem

           2       care plan, I suppose, as a multidisciplinary care plan,

           3       it lists the tests that are required.  As a nursing care

           4       plan, it doesn't actually inform the nurses and the

           5       nursing team of the care that is to be given in relation

           6       to the problem identified.

           7   Q.  If you move on then to page 201, where we have another

           8       care plan, again it bears to be for the admission in

           9       mid-April, the problem is the reference to the elective

          10       total hip replacement, and one assumes 13 March is the

          11       date of the operation.  It says "07", but that is

          12       probably not right, it is probably "08".

          13           Leaving that aside, the goal is to return to optimum

          14       mobility.  Then we see a list of actions/interventions,

          15       in handwriting I think we have seen before and

          16       associated with Staff Nurse Ross.  What do you say about

          17       this as a care plan for this problem?

          18   A.  Well, this particular care plan I think is rather poor

          19       because we don't know what stage Mrs Patrick is at in

          20       relation to the hip replacement.  There are different

          21       actions and different levels of ambulation that are

          22       undertaken following hip surgery, so we don't know --

          23       there is no indication as to whether or not this is

          24       recent, very post-operative or whether it is further

          25       down the line.  It says "Refer to physio 15 April".
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           1       Does that mean that that date is coming up or that that

           2       has just been done?

           3           So generally, I think this is -- although there are

           4       quite a few things on it which, generally speaking, are

           5       appropriate information, it doesn't give us the

           6       information required to know what level of mobility we

           7       should be encouraging her to have at what stage of her

           8       recovery.

           9   Q.  I think you told us in the history that Mrs Patrick had

          10       been admitted to the Golden Jubilee Hospital on

          11       12 March 2008 and had undergone a hip replacement?

          12   A.  Yes.

          13   Q.  I think we can take it that the date --

          14   A.  That was the date --

          15   Q.  -- should be 13/3/08, not '07?

          16   A.  Yes.

          17   Q.  We are now in the Vale of Leven -- I think the admission

          18       was on 14 April.  If one assumes this was completed on

          19       the day of admission, would an intervention like

          20       "referring to physio" be appropriate?

          21   A.  She should be referred to physio, yes.  That would be

          22       appropriate.

          23           "Using aids as recommended on physio charts", yes,

          24       that is a good intervention, but it seems a little bit

          25       of a long way around things to be sending nurses to now
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           1       look at yet another piece of paper to tell them what

           2       they should be encouraging Mrs Patrick to do.

           3           The logical thing -- as I say, care plans are there

           4       to help staff.  The logical thing would be for it to

           5       say, "Encourage Mrs Patrick to use her Zimmer", or

           6       whatever it was that the physio said she should be

           7       using.

           8   Q.  If we leave that document and move on to page 202 then,

           9       again we have a care plan -- it looks like

          10       Staff Nurse Ross's handwriting, it certainly looks like

          11       her signature.

          12           Again, if we assume this is the admission in

          13       mid-April, because the reference is to wards 14 and 15,

          14       the problem identified is deep vein thrombosis and the

          15       goal is to prevent further clots.  What about this as

          16       a care plan for that problem?

          17   A.  The things on it are, I would suggest, satisfactory.

          18       However, I would also be expecting to have some sort of

          19       regular monitoring of the leg.  We don't know which leg

          20       it was that she had the deep vein thrombosis in, so we

          21       don't know which leg we should be monitoring -- I don't

          22       think I can see that there -- and certainly, perhaps

          23       a little old-fashioned these days, but I think actually

          24       monitoring whether the leg is swelling by measurement.

          25       It is a very simple thing, but it should be recorded so
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           1       that you can see whether or not the treatment is

           2       actually working.

           3   Q.  Would it be helpful to have a date of when the care plan

           4       was put --

           5   A.  And the date, that would be helpful too, yes.

           6   Q.  It would appear that on the previous admission the

           7       nurses had made some effort to put care plans in place

           8       for particular problems; is that fair to say?

           9   A.  Yes.

          10   Q.  In relation to the admission we have been looking at, so

          11       far as I think you say from the records you have looked

          12       at, you weren't able to find any care plans?

          13   A.  I couldn't find any, no.

          14   Q.  You next in your report, on page 22, deal with pressure

          15       management, and you say there was a Waterlow assessment

          16       undertaken but not dated.  Can we look at page 190 of

          17       the records?  We see the form we have become familiar

          18       with.  Can we note that the ward that this appears to

          19       relate to is ward 14?

          20   A.  Yes.

          21   Q.  That, I think, was the ward that Mrs Patrick was in in

          22       the April admission?

          23   A.  Yes.

          24   Q.  So that may suggest that this was something that was

          25       assessed in April, the first admission, rather than the
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           1       next admission?

           2   A.  Yes.

           3   Q.  If you turn to the next page, page 191, as you point out

           4       in your report, we don't have a date for when the

           5       assessment was carried out?

           6   A.  No.

           7   Q.  Looking to the score, though, of 7 -- and that is at low

           8       risk and the frequency of reassessment would only be if

           9       the patient's general condition changes -- do you take

          10       from that that, really -- would there be anything more

          11       that would be done?

          12   A.  Firstly, I think that it is important to note that

          13       records should be dated, because trying to establish

          14       when an assessment was completed by doing detective work

          15       of looking at wards and when someone was in a ward is

          16       not, in my view, the most appropriate way of

          17       establishing when a form was completed.

          18           But notwithstanding that, we know that, when she was

          19       readmitted, she was readmitted with C. difficile, so she

          20       was readmitted with a different set of problems.  So,

          21       therefore, the Waterlow should have been done on

          22       admission and the chances are the score would have been

          23       different.

          24   Q.  I think that is the next point I want to raise with you.

          25       First of all, did you find evidence of the Waterlow
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           1       being done for the May admission?

           2   A.  I couldn't find one, no.

           3   Q.  If it were to have been done, you have mentioned the

           4       diagnosis of C. difficile, but do we also note, if we go

           5       back to page 11 of your report, that in the course of

           6       this admission, as you explained before, it was noted

           7       that Mrs Patrick did have pressure damage?

           8   A.  Yes, she did.

           9   Q.  There is a particular entry there for 7 May.  So if we

          10       input that information into the tool, we look at the

          11       second box, "Skin type", for example, whereas in April

          12       the description "Healthy" had been applied to skin,

          13       would that remain relevant in May or not?

          14   A.  No, we would now have -- you can score more than on one

          15       of the headings, so we'd now have discoloured skin and

          16       possibly -- it says that both heels were red, so at the

          17       very least we'd have discoloured skin, which would have

          18       been 2, and -- I can't recall if she had oedematous

          19       legs.

          20   Q.  Sorry?

          21   A.  I'm trying to remember whether Mrs Patrick had

          22       oedematous legs or not.

          23   Q.  She did.

          24   A.  She did, yes, so that would be another 1, so we'd be

          25       scoring another 3 on there.  Now we have -- somewhere in
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           1       the records I have read she had a BMI of 30 on the

           2       dietician's record, so in fact, that would put her into

           3       "obese", so that would be a 2 rather than a 1, and so,

           4       already, we can see that her picture, her score, is

           5       building up.

           6           But notwithstanding that, the score is an aid to

           7       deciding the care that's needed.  It's not the be-all

           8       and end-all of deciding what care needs to be given.

           9           The visual assessment of Mrs Patrick on 7 May showed

          10       that she already had red pressure areas on her heels, so

          11       that information should be superseded and overlaid over

          12       whatever her score was to come out at.

          13   Q.  In light of what you have said, would it be your

          14       expectation that, when these matters are fed into the

          15       tool, Mrs Patrick would certainly be at risk of

          16       pressure --

          17   A.  Oh, I think so, yes.  If you're working out, just doing

          18       it here by picking pieces of information and not

          19       actually writing it down, I think she would most

          20       definitely be at risk, and was at risk, as indicated by

          21       her heels.

          22   Q.  You do mention in the paragraph dealing with pressure

          23       management the point that we noted from the records,

          24       that, towards the end of her stay, Mrs Patrick was

          25       issued with an electric bed --
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           1   A.  Yes.

           2   Q.  -- but it wasn't indicated whether this had

           3       a pressure-relieving mattress on it or not.

           4   A.  That's right.  We just don't know.

           5   Q.  Was this a case, then, in which there ought to have been

           6       a Waterlow score calculated?

           7   A.  Yes, most definitely.

           8   Q.  And steps taken to manage any risk of pressure?

           9   A.  Yes, and because her heels were already red, regardless

          10       whether she was scoring in the at risk or even at the

          11       high risk, her heels should have been inspected daily to

          12       ensure that whatever prevention processes were put in

          13       place were actually working.

          14   Q.  You then look at the matter of nutrition, and you say

          15       that there was no nutritional assessment undertaken.

          16       I think there you are focusing upon the admission you

          17       were concerned with?

          18   A.  Yes.

          19   Q.  If we look at page 192, do we see that in the April

          20       admission there was a nutritional assessment carried

          21       out?

          22   A.  Yes.

          23   Q.  We see the date 15 April.  We see Mrs Patrick's weight

          24       has been recorded.  The assessment was that she was

          25       assessed to be at low nutritional risk?
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           1   A.  Yes.

           2   Q.  There is a reassessment date for 20 April, where the

           3       weight has, I think, gone down slightly, if that is to

           4       be accepted.  Are you saying that a similar assessment

           5       should have been made on her admission in May?

           6   A.  Yes, it should.

           7   Q.  We did see, I think, some input from the dietician?

           8   A.  The dietician was -- the nutritional screening tool

           9       should have been completed on admission.

          10   Q.  In May?

          11   A.  In May, yes, as part of the standard risk assessments

          12       that are undertaken on admission.  But we know that

          13       Mrs Patrick was off her food, had a poor appetite, and

          14       we also know that, because she was prescribed

          15       probiotics, the dietician became involved.

          16           Clearly, the dietician also was concerned about her

          17       eating and her poor nutrition because she prescribed her

          18       Fortisips, which is a nutritional supplement.  So the

          19       dietician was involved, but because of the prescription

          20       and for other reasons, not because of concerns -- that

          21       should follow on from having a nutritional assessment

          22       undertaken.

          23   Q.  Although the assessment, on the face of it, wasn't done,

          24       assuming we have got all the records, does it appear

          25       from what you have seen in the records that
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           1       Mrs Patrick's nutritional needs were being met through

           2       the input from the dietician?

           3   A.  Well, the nutritional needs of Mrs Patrick that the

           4       dietician met is only one part of her total nutritional

           5       intake and requirements.  The nurses have a role to play

           6       as well, and that is to make sure that she has the

           7       Fortisip, to make sure that she has food that she wants

           8       to eat, and encouraged to eat it, and that her fluid is

           9       encouraged and monitored.

          10           So the dietician made a request that she should be

          11       weighed and that her nutritional intake should be

          12       monitored, which included monitoring her fluids.  So the

          13       nurses had a role to play in that, and I couldn't find

          14       in the records that the nurses had actually carried out

          15       the care that the dietician had requested that they do.

          16   Q.  If you move on to page 23 of your report then, you look

          17       at fluid balance.  If we can look at the documentation,

          18       or some of it, I think, first of all, there were fluid

          19       balance charts for this admission that you are focusing

          20       upon?

          21   A.  There were, yes, and there was a clear record of

          22       the intravenous fluids that she had received.

          23   Q.  If we just look at these to see what we have, if you

          24       turn to page 225, we are looking at a fluid balance

          25       chart for 8 to 9 May.  We don't see any evidence of oral
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           1       intake, but we see there is intravenous intake and

           2       output and, indeed, there has been some totalling

           3       carried out.  What about this as an assessment of fluid

           4       balance?

           5   A.  Well, as I say, this is a clear record of her

           6       intravenous fluids.  However, we have a very poor record

           7       of her urine output and, according to this chart, if it

           8       is accurate, she had no oral fluids whatsoever over

           9       24 hours.  That either indicates that she has extremely

          10       poor oral intake or the chart wasn't completed properly,

          11       and both the doctors and the dietician had requested

          12       that this should be closely monitored.

          13           If Mrs Patrick was declining fluids, that should

          14       have been recorded.

          15   Q.  Moving on to the next page, 9 to 10 May, we have a fluid

          16       balance chart that has been totalled and, indeed, it

          17       looks as if the oral intake has also been recorded, and

          18       there is also reference to loose stools, I think.

          19   A.  Loose stools, yes.  Yes, this chart is indicating that

          20       she was given more fluids and she was offered juice on

          21       four occasions, but only 800ml orally, so, again, a very

          22       low amount, considering that they're wanting to monitor

          23       her oral intake, and certainly, if we're wanting to

          24       ensure that Mrs Patrick can come off of the intravenous

          25       fluids, the oral fluids should have been greater than
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           1       this.  So, again, either she wasn't offered the fluids,

           2       she refused it and it wasn't registered or the chart

           3       wasn't kept properly.

           4   Q.  Looking to the options, first of all, this may reflect

           5       the true position that this was all she took, but do you

           6       take it, if that is the case, that there must have been

           7       occasions when she was offered and refused?

           8   A.  Well, if she was offered and refused, it should have

           9       been written down.

          10   Q.  The other option was that she was offered and she took

          11       it but it hasn't been recorded?

          12   A.  Yes, and the other option is that she wasn't offered it

          13       and this was all that she was offered.

          14   Q.  If you move on to page 227, we are at the period from

          15       10 to 11 May.  Here we have a form that has been

          16       totalled and, indeed, we have a balance.  Do you have

          17       any observations to make on this?

          18   A.  Yes.  Again, it has been totalled, it has been balanced,

          19       but according to the chart, Mrs Patrick was only offered

          20       250ml.  50ml of that -- "meds", I think it says, which

          21       is medicines, so 200ml of fluid in 24 hours.  So the

          22       position remains the same as to the options as to what

          23       that chart is telling us.

          24   Q.  Perhaps finally look at page 228, the period from

          25       11 to 12 May.  We have a chart with a number of
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           1       different entries on it with totals and a balance.

           2           In many respects, in contrast to many of these

           3       charts that we have seen over the last little while,

           4       Mrs Phair, an effort is being made to keep a record of

           5       intake and output and, indeed, balance the chart out?

           6   A.  Yes, the chart has certainly got lots of different

           7       columns completed and it has been totalled.  The concern

           8       I have with this chart is not the fact that columns

           9       haven't been completed, it is actually the amount of

          10       oral fluid that Mrs Patrick apparently was being

          11       offered.

          12   Q.  What would you expect if "normal" is the right word to

          13       use for oral intake in a 24-hour period, what quantity

          14       you would look for?

          15   A.  We would be looking at something in the region of

          16       a litre and a half to two litres of fluid a day orally,

          17       but at the very least, at the very least, a litre or

          18       a litre and a half of fluid a day.

          19   Q.  Someone has written above "Output", "+ 1185".  Does that

          20       have any significance or not?

          21   A.  I don't know what that is referring to.

          22   Q.  We see "Recommended" and "Oral intake"?

          23   A.  That might be -- what that is referring to is we had

          24       1185ml more went in than went out.

          25   Q.  We can only but speculate, if you can't work it out.
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           1   LORD MACLEAN:  When you say you are concerned about the

           2       amounts of oral fluid she was being offered, what is

           3       your concern?

           4   A.  Well, the concern is that, if someone is going to be

           5       coming off -- she was on intravenous fluids, so she was

           6       having enough intravenous fluid, but if someone is -- if

           7       someone is being offered -- someone should be offered

           8       fluids regularly.  If someone is not taking enough

           9       fluid, it is also an indication of how ill they are.  It

          10       is an indication of whether or not they can come off the

          11       intravenous fluids or not and how regularly she is

          12       taking them.

          13           So if you are offering somebody fluids during the

          14       day and they are refusing, it is another indicator of

          15       how well somebody is feeling.  If you are reaching

          16       a stage where someone is getting well enough to be going

          17       home or coming off intravenous fluids, you can't stop

          18       the intravenous fluids if you don't know they are taking

          19       in enough orally, because then you will be back to

          20       square one again.

          21   LORD MACLEAN:  But you are proceeding on the basis of these

          22       charts, aren't you?

          23   A.  I am.  So the charts are either checked and it is

          24       a worry or they haven't been filled out correctly.

          25   LORD MACLEAN:  If the charts are correct and it is a worry,
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           1       what is the worry?

           2   A.  The worry for me is that she was not offered fluids

           3       throughout the day.  It is not recorded that she was

           4       offered fluids throughout the day.  We went long periods

           5       of time in the day --

           6   LORD MACLEAN:  I see what you mean, yes.

           7   A.  So that is the worry for me.

           8   MR MACAULAY:  We do see that on this particular chart the

           9       total in has been recorded and it has been calculated as

          10       2630ml.

          11   A.  Yes.

          12   Q.  Now, as an intake, would that be a reasonable --

          13   A.  Oh, yes, as a total intake, yes.

          14   Q.  But, of course, as you point out, the bulk of that is

          15       made up through intravenous fluids?

          16   A.  Yes.

          17   Q.  You are saying you would like to see more by way of oral

          18       intake?

          19   A.  Particularly as requested by the dietician.

          20   Q.  Your conclusion then on fluid balance, if you go back to

          21       the fluid balance charting, if you go back to page 23.

          22   A.  Yes, I concluded that there were fluid balance charts

          23       for the majority of time that Mrs Patrick was in

          24       hospital, and that there was a clear record of

          25       the intravenous fluids, but the oral fluids, despite the
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           1       doctors and dieticians requesting that it should be

           2       closely monitored, appears somewhat erratic.

           3           My concern is around not just the drinks that were

           4       recorded, but whether she was offered drinks and

           5       refused, and when the amounts were registered, on some

           6       charts they were registered as full glasses rather than

           7       the amount, so I felt that, on the whole, my opinion is

           8       that the fluid balance charts in relation to the oral

           9       fluids recording was inadequate, but the fluid

          10       monitoring as a whole, with the intravenous fluids, was

          11       adequate.

          12   Q.  We looked earlier at the stool charts in this case, and

          13       can we just go quickly back to this again?  You deal

          14       with that next in your report.  Turn to page 221 of

          15       the records.

          16           We can see that the stool chart that we are looking

          17       at here begins on 9 May, and if we go on to page 224,

          18       can we see it is continued on a regular basis up to

          19       20 May?

          20   A.  Yes.

          21   Q.  Have you any comments to make on this presentation?

          22   A.  Well, I think that certainly gauging by previous cases

          23       that have been examined this stool chart was very good.

          24       It did give a very clear picture of the frequency that

          25       Mrs Patrick was experiencing diarrhoea, the volume, as
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           1       best as can be estimated, and the consistency was

           2       written down and the colour.  So I felt that this was

           3       a good record.

           4           Obviously, good practice would be that there was the

           5       descriptor, as we have already described, the Bristol

           6       stool chart, but I think that this -- you could build

           7       a picture from this, so I felt it was a fairly good

           8       record.

           9   Q.  Can you contrast this approach, this detailed approach,

          10       at a time when Mrs Patrick was having loose stools, with

          11       the position in other cases that you have looked at?

          12   A.  This particular chart I think was by far the best one

          13       I had seen in the records that I looked at.

          14   Q.  If we proceed on the assumption that the Bristol stool

          15       chart tool was not in use at the Vale of Leven, and we

          16       can clarify that in due course, then could you really do

          17       any better than this?

          18   A.  No, I think that, given -- if this was the chart that

          19       was available and the information that was expected,

          20       I think that this was a good record.

          21   Q.  But if the Bristol stool tool was available, would that

          22       allow you to gain greater objectivity then in relation

          23       to the type of stool?

          24   A.  Yes, it would, and it would certainly assist the people

          25       filling out the form to know what was meant by different
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           1       terms.  It makes it easier for everybody.

           2   Q.  You then look at falls risk assessment.  Did you find

           3       any evidence of a falls risk assessment being carried

           4       out during this admission in May that you focused upon?

           5   A.  No, I couldn't find one.

           6   Q.  If you look to page 210, do we have here a falls risk

           7       assessment chart dated 15 April, which was the previous

           8       admission?

           9   A.  Yes, we do.

          10   Q.  It has been completed, and the risk category, I think,

          11       is high risk; is that right?

          12   A.  Yes.

          13   Q.  Although, if we turn over to page 211, it would appear

          14       that that particular part of the assessment chart has

          15       not been completed?

          16   A.  Yes.

          17   Q.  Be that as it may, in relation to the May admission, do

          18       you consider that a falls risk assessment should have

          19       been done?

          20   A.  Yes, it should.  Mrs Patrick was at high risk of falls,

          21       given her recent hip replacement.  She was walking with

          22       a Zimmer and then she would have also been unsteady

          23       because of the impact of C. difficile on her overall --

          24       because of the debilitating nature of the condition.

          25   Q.  Moving and handling.  I think you say you saw no
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           1       evidence in the records of a moving and handling

           2       assessment being carried out?

           3   A.  No, I didn't.

           4   Q.  Do you think there should have been a moving and

           5       handling assessment done in this case?

           6   A.  Yes, I do.

           7   Q.  Why?

           8   A.  For exactly the same reasons: she'd recently had a hip

           9       replacement, she was using a walking frame and the

          10       impact of the C. difficile on her mobility.

          11   Q.  The final section that I want to take you through is

          12       that of the nursing management of C. difficile, which

          13       you address on page 24 of your report.  What conclusions

          14       do you arrive at in relation to this particular aspect

          15       of management?

          16   A.  Well, unlike other cases that I have examined,

          17       Mrs Patrick was admitted and the focus of her treatment

          18       and management was the C. difficile.  The diagnosis was

          19       made on admission and the doctors and nurses did

          20       regularly review and record on progress charts the

          21       changing treatment plan.  She was isolated in a side

          22       room, but it did appear that she was able to go

          23       walk-about on the ward to do exercises in the later

          24       stages of her treatment.

          25   Q.  Although I have to say, to qualify that, we may need
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           1       clarification as to exactly where she was walking and,

           2       indeed, what the position was?

           3   A.  Yes.  In the infection control card, it does -- at the

           4       very end of her stay, I believe the infection control

           5       card does make reference to her being able to go out of

           6       her room to walk because she was two days symptom-free,

           7       but I think from the records I recall that she actually

           8       had been out walking before that date as well.

           9   Q.  If we look at the infection control card, SPF01270001,

          10       we have the entries we looked at earlier for 15 May and

          11       then 22 May:

          12           "Soft formed stool for two days.  Vancomycin

          13       completed today."

          14           Then, on the 26th:

          15           "Settled again.  No loose stool.  Remains in single

          16       room although out for physio."

          17   A.  Yes.

          18   Q.  Was that the reference you had in mind?

          19   A.  Yes.  So that, again, would suggest that she was able to

          20       go out of the room to walk.

          21   Q.  Although by then it appears to be the case that she was

          22       regarded as being asymptomatic?

          23   A.  That's right.  But our first entry in the nursing

          24       records regarding coming out of the room, walking on the

          25       ward, was on 19 May.
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           1   Q.  Indeed.  Then, if you carry on, I think you do note that

           2       Mrs Patrick was given a leaflet and information for her

           3       family; is that right?

           4   A.  Yes, but she wasn't given this until 18 May, some

           5       12 days after she'd been diagnosed, which I feel is

           6       unacceptable, because 12 days of her family and herself

           7       not knowing what they were supposed to be doing or what

           8       was wrong was a long time.

           9           There is no information to demonstrate the infection

          10       control procedures were in place, notwithstanding the

          11       fact we know that she was in a room of her own, or what

          12       instruction the family were given regarding management

          13       of clothes and soiled linen.

          14           There was no care plan about managing her

          15       C. difficile, either from a medical perspective or from

          16       the wider complications that could occur.  When she

          17       developed oral thrush, she was given nystatin promptly,

          18       but there is no evidence to show that they were offering

          19       other mouth-care support.

          20           I think that the monitoring of diarrhoea was carried

          21       out appropriately, although, as we have discussed, the

          22       objectivity of the stool chart could be improved by

          23       using a recognised stool chart such as the Bristol stool

          24       chart.

          25           The infection control nurse was involved in the care
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           1       according to her record, although it appears it was by

           2       telephone, and there is no evidence that I could find

           3       that she visited the ward, monitored the practice of

           4       the staff or offered advice and guidance to the staff,

           5       the patient or her family.

           6   Q.  So looking at that summary, leaving aside the

           7       clarification of what it meant when she was mobilising

           8       in the ward, it seems that you have seen some positive

           9       signs in the manner in which Mrs Patrick's C. difficile

          10       was being managed by the hospital at this point in time,

          11       which, if we can remind ourselves, was the middle

          12       of May 2008?

          13   A.  Yes.  I think, putting to one side for the moment that

          14       there were no nursing assessments, there were no care

          15       plans and whether or not she did come out of the side

          16       room, in terms of the communication between the doctors

          17       and the nurses and the monitoring of her bowel activity

          18       and the prescription of the medication and certainly the

          19       fact that she went -- as the condition continued, she

          20       moved from one antibiotic to another and then on to

          21       immunoglobulins, it is outside my area of expertise to

          22       say whether that was done at the correct time, but it

          23       was clear that her condition was being closely monitored

          24       and managed.

          25           So from a medical perspective and recording of her
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           1       bowel activity, it was a very different set of records

           2       to review.

           3   Q.  Then, if you go to your summary, your overall summary,

           4       on page 20 of your report, perhaps you can just briefly

           5       summarise for us then what your overall conclusion is in

           6       this particular case?

           7   A.  Yes.  In summary, she was clearly very unwell when she

           8       was admitted with the diarrhoea, and I just said she

           9       didn't respond to the first set of treatments and other

          10       treatments were tried.  The evidence was that the

          11       medical team worked closely with microbiology to work

          12       out the best way to treat her condition.

          13           The nursing care focused on what I tend to call the

          14       medical needs of the condition.  The nursing aspects of

          15       the condition were less well-documented.  There was no

          16       nursing assessments, but the stools -- the record of

          17       stools was good and intravenous fluids was good.

          18           I am constantly concerned with the impact of

          19       C. difficile on the wider aspects of someone's quality

          20       of life and the debilitating effects of C. difficile

          21       when either assessed or prescribed for nursing care.

          22       Although some of the complications were recorded, like,

          23       for example, the severe abdominal pain, I couldn't find

          24       a systematic approach to managing either that or other

          25       complications that might occur.  There was no pressure
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           1       risk assessment, nutrition, the fluid -- oral fluid

           2       balance and falls risk assessment or the moving and

           3       handling assessment.

           4           We have discussed the isolation, and she was in

           5       isolation, although did come out to walk up and down the

           6       ward whilst it appeared she was still having loose

           7       stools, and the infection control team didn't give any

           8       indication that they visited the ward or monitored her

           9       situation directly, but just took response from

          10       telephone calls.

          11   Q.  I think the last case we looked at -- you can correct me

          12       if I am wrong -- Dr Gray's case, we had evidence there

          13       of the infection control nurse visiting the ward?

          14   A.  Visiting the ward, yes.

          15   Q.  Looking at the cases we have looked at so far, was there

          16       much evidence of that in the other cases, from the

          17       records?

          18   A.  From the records, it was very rare.  I think Dr Gray's

          19       case was the only one where I actually saw evidence of

          20       the infection control nurse visiting the ward.

          21   Q.  We will look at your overview report in due course.

          22       Thank you for that in relation to that particular case,

          23       Mrs Phair.

          24           My Lord, I have finished with Mrs Patrick's case.

          25       I am loath to move on to a new case, because we wouldn't
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           1       finish that, and I think, as your Lordship is aware,

           2       Mrs Phair is not available for the rest of this week.

           3       I would be inclined to suggest that we perhaps break off

           4       the evidence at this point.

           5           I think, as your Lordship is aware, Mr Dickson has

           6       a submission to make, in any event, that might usefully

           7       take up the time we have available today?

           8   LORD MACLEAN:  Yes.  Thank you very much indeed.  Obviously

           9       we will see you anon.

          10   A.  Yes, indeed.  Thank you.

          11                      (The witness withdrew)

          12   LORD MACLEAN:  I think it would be appropriate to cease the

          13       evidence at this point, not least because Mr Dickson is

          14       in attendance today and has been throughout.  I am not

          15       sure, Mr Dickson, if you have got a submission or if you

          16       want to answer my questions.  Now, there's a choice.

          17   MR DICKSON:  I do have a submission to make, but I'm

          18       obviously happy to answer your Lordship's questions as

          19       well.

          20                  Discussion re nurses' evidence

          21   THE CHAIRMAN:  I tell you, we have got a copy of your email

          22       to Mr Orr dated 6 June -- I have it in my hand at this

          23       moment.  We have also got, which we got at lunchtime,

          24       copies of three letters that you sent: one dated 18 May

          25       this year; one dated 8 June this year, which was sent to
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           1       members of the Royal College of Nursing -- is that

           2       right?

           3   MR DICKSON:  Yes.

           4   LORD MACLEAN:  Except for two.  The last letter you sent to

           5       two persons, two nurses, who have not responded, or are

           6       they not members of the RCN?

           7   MR DICKSON:  They are the non-RCN members, but I would

           8       propose to deal with these letters during the submission

           9       that I have.

          10   LORD MACLEAN:  That is fine.  In making the submission that

          11       you are going to make, you should appreciate the current

          12       position of the board, which is they have withdrawn

          13       behind the ramparts.

          14   MR KINROY:  My Lord, I hardly think that is the position of

          15       the board.

          16   LORD MACLEAN:  Well, I think it is.  That is what I am

          17       saying and I am sticking to it.  Do you understand that?

          18   MR KINROY:  I do, my Lord.

          19   LORD MACLEAN:  So that both Mr Kinroy and Mr Gill and their

          20       instructing agent represent the body, the legal body

          21       only, which is known as the board.  They do not

          22       represent here the employees of the board.  I don't even

          23       think they represent members of the board because my

          24       understanding is that the chief executive,

          25       Mr Calderwood, is a member of the board and yet,
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           1       yesterday, we were told that he was not represented by

           2       those counsel to your right.  Do you know that?  Do you

           3       appreciate that?

           4   MR DICKSON:  I have read the transcript, my Lord.

           5   LORD MACLEAN:  Right.  Well, you will know the situation.

           6       You read the transcript of yesterday, did you?

           7   MR DICKSON:  I read the transcript.

           8   LORD MACLEAN:  Well, you understand that?

           9   MR DICKSON:  Yes, my Lord.

          10   LORD MACLEAN:  What I have said I deduce from what was said

          11       yesterday.  Do make your submission.

          12                    Submissions by MR DICKSON

          13   MR DICKSON:  My Lord, the submission is in two parts.

          14       Firstly, to clarify the RCN's role and, secondly, to

          15       update your Lordship on the progress being made with the

          16       assistance the RCN are offering to their members.

          17           Firstly, dealing with the clarification of the RCN's

          18       role, the RCN sought core participant status --

          19   MR MACAULAY:  I wonder, my Lord, from the transcriber's

          20       perspective --

          21   LORD MACLEAN:  Yes.  Would you put the microphone closer to

          22       your mouth and can you enunciate more clearly, please?

          23   MR DICKSON:  Firstly, dealing with the clarification of

          24       the RCN's role, my Lord, the RCN sought core participant

          25       status when they became aware of two important matters:
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           1       firstly, that a number of nursing experts instructed by

           2       the Inquiry had prepared reports based on the records

           3       only that contained critical comments about the standard

           4       of nursing care at the Vale of Leven Hospital; and,

           5       secondly, that the nurses due to give evidence had not

           6       been given any assistance in their preparation to give

           7       evidence and, in particular, had not been given access

           8       to any of the Inquiry documents.

           9           They, therefore, had not had sight of the critical

          10       nursing expert reports, the nursing records in relation

          11       to the patients that they cared for and any other

          12       document that they would want to consider as part of

          13       their preparation.

          14           The RCN therefore sought access and were granted

          15       core participant status in order to access the Inquiry

          16       documents to enable the relevant documents, including

          17       the expert nursing reports, to be provided to the nurses

          18       in advance of giving evidence so they could have a fair

          19       opportunity to reflect on these documents and respond to

          20       any criticisms that may be made regarding the nursing

          21       care in their area of practice.

          22           I should make absolutely clear, my Lord, that the

          23       RCN are not acting for any individual nurse or group of

          24       nurses.  The reason for that is that there appears to be

          25       a number of conflicts between different nursing groups
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           1       and, indeed, there may also be possible conflicts

           2       between nurses within the same nursing group.  When

           3       I refer to "nursing group", I mean, for example, senior

           4       managers, ward managers, infection control nurses and

           5       staff nurses on the wards.

           6           The RCN cannot favour one member or group of members

           7       over another, and, therefore, they do not consider that

           8       it would be possible to singularly represent all the

           9       members due to give evidence.

          10           So the RCN see their role as being restricted to

          11       providing assistance to all their members to enable them

          12       to access the relevant Inquiry documents in order that

          13       they can have sufficient time to consider these

          14       documents, to reflect upon them and then consider their

          15       response to any comments made about their area of

          16       nursing practice and their care of any individual

          17       patients and, by approaching matters in this way,

          18       my Lord, the RCN considers that they avoid any conflicts

          19       but can still assist their members to prepare.

          20           My Lord, turning now specifically to the progress

          21       with preparation, since attaining core participant

          22       status, the RCN has attended to the following matters to

          23       assist their members to prepare: firstly, they have had

          24       helpful discussions with Greater Glasgow Health Board,

          25       who have agreed to provide each RCN member -- and
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           1       I understand this also applies to non-RCN members --

           2       sufficient time during their working hours to properly

           3       prepare their evidence.

           4           On 18 May 2011, the RCN wrote to all their

           5       members -- and your Lordship has been provided with

           6       a copy of that letter -- highlighting that nursing

           7       expert reports were in part critical of the nursing care

           8       provided.  The letter emphasised that it was crucial for

           9       the nurses to properly prepare to give evidence; that in

          10       order to prepare, they were required to consider the

          11       nursing expert reports and the nursing records for the

          12       patients that they cared for; that they should pay

          13       particular attention to assessment and review, record

          14       keeping, nursing care plans, pressure risks, nutrition,

          15       fluid balance, stool charts, falls risks, moving and

          16       handling, end of life pathway, nursing of C. difficile,

          17       and the NMC code of conduct.

          18   LORD MACLEAN:  You would have got a feel for that today by

          19       listening to the evidence, wouldn't you?

          20   MR DICKSON:  Yes, sir.

          21   LORD MACLEAN:  Which must have been quite useful.

          22   MR DICKSON:  That was anticipated by the 18 May letter, that

          23       was already anticipated, my Lord.

          24   LORD MACLEAN:  Sure.

          25   MR DICKSON:  Each member was also, in that letter, invited
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           1       to attend an information session at the Vale of Leven

           2       Hospital.

           3           Finally, in that letter, my Lord, the RCN made their

           4       role clear, and in particular they emphasised that they

           5       were not providing legal representation to any

           6       individual member or group of members.

           7           My Lord, on 24 May 2011 and 1 June 2011, the RCN

           8       held information sessions at the Vale of Leven Hospital

           9       for their members.  In total, 19 nurses have attended

          10       these sessions.  Each of the sessions lasted about an

          11       hour and three-quarters and covered, amongst other

          12       things, the following matters: firstly, the terms of

          13       reference; secondly, the nature of the Inquiry,

          14       emphasising that the Inquiry is inquisitorial in nature,

          15       with the focus being on what happened, why it happened

          16       and, importantly, how to make a difference in the

          17       future; thirdly, it covered the parties who were

          18       involved in the Inquiry; fourthly, the main criticisms

          19       in the nursing expert reports, and the nurses were taken

          20       through a summary of the findings in the nursing expert

          21       reports; and, fifthly, general suggestions were made as

          22       to how the nurses may wish to approach their

          23       preparation, including reviewing their own statement,

          24       reviewing the nursing expert reports and the transcripts

          25       of the evidence of the nursing experts, reviewing the

                                           128

           1       nursing records of the patients that they cared for,

           2       reviewing the NMC code of conduct, reviewing relevant

           3       policies in place at the time, that they should be in

           4       a position to explain to the Inquiry what it was like

           5       nursing at that time, including the qualified

           6       nursing-to-assistant ratio, ward layouts and how that

           7       affected infection control procedures, the cleaning

           8       regime at the hospital, communication within the

           9       hospital, including information they received about

          10       C. difficile, the supervision regime and how that worked

          11       in practice; sixthly, they were familiarised with the

          12       procedure for giving evidence at the Inquiry.

          13           The key message that the RCN conveyed to their

          14       members during these information sessions was that they

          15       should ensure they were properly prepared to give

          16       evidence.  At the outset of each of these sessions, all

          17       of the nurses signed the confidentiality agreement that

          18       the Inquiry required them to sign before they could be

          19       allowed access to any documents.  It was explained to

          20       the nurses that the RCN did not know which patients they

          21       would be asked about, but that what the RCN would do, if

          22       they could not ascertain from the Inquiry which patients

          23       they would be asked about, is to prepare a list of each

          24       patient in respect of whom an individual expert nursing

          25       report had been prepared and provide each nurse with
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           1       a list in order that they could identify which patient

           2       they cared for.

           3   LORD MACLEAN:  Were they able to do that, as a matter of

           4       fact?

           5   MR DICKSON:  Yes, that has been done, my Lord.

           6   LORD MACLEAN:  Good.  Were they able to identify their

           7       patients?

           8   MR DICKSON:  The nurses can give -- they can't give any

           9       guarantee, but the overwhelming response was that they

          10       would be highly likely to remember which patient they

          11       cared for, but they could not give a 100 per cent

          12       guarantee.

          13           My Lord, on 30 May 2011, the RCN prepared a full

          14       list of each expert nursing report prepared in respect

          15       of each individual patient.  The RCN identified 64 such

          16       reports.  On the same day, the RCN wrote to the Inquiry

          17       seeking the Inquiry team's approval to disclose to the

          18       nurses, who had signed confidentiality agreements, their

          19       statements, the nursing expert reports and relevant

          20       medical records.

          21           The RCN also requested that certain of their

          22       officials be trained as soon as possible on the

          23       Lextranet system, in order that they could begin the

          24       significant and time-consuming task of providing each

          25       nurse with a bundle of documents that they require to
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           1       prepare to give evidence.

           2           Finally in that letter, in order to assist

           3       individual nurses to prepare, the RCN sought from the

           4       Inquiry team the lines of questioning to be pursued with

           5       each nurse and, in particular, the identity of

           6       the patients that they would be asked about.

           7           My Lord, by letter of 1 June 2011, the Inquiry team

           8       confirmed that they were content for the RCN to supply

           9       the Inquiry documents to nurses who had signed the

          10       confidentiality agreement and that they would progress

          11       the Lextranet training as soon as possible.  The letter

          12       also noted that the Inquiry team would revert separately

          13       on the lines of questioning to be pursued with each

          14       nurse.

          15           By email of 2 June, the Inquiry provided the RCN

          16       with a document summarising the findings of the nursing

          17       experts and noted that the likely lines of questioning

          18       would be to include assessments, care planning, moving

          19       and handling, nutrition, pressure management, pain

          20       management, fluid balance and stool charts, and that the

          21       nurses were likely to be referred to their statement,

          22       the NMC code of conduct and the infection control

          23       manual, as well as nursing records.  These were, of

          24       course, matters that had been anticipated already and

          25       the nurses had been advised that they were issues that

                                           131

           1       they were likely to be asked about.

           2           By email of 6 June, the RCN provided the Inquiry

           3       team with an update, and your Lordship has referred to

           4       that email.

           5           In the course of that email, the RCN did note that,

           6       given each individual nurse would require to consider

           7       a vast amount of documentation, it would be of great

           8       assistance if each individual nurse could be given

           9       advance notice of the lines of questioning that would be

          10       pursued with them, the documents that they would be

          11       referred to and the patients or patient that they would

          12       be asked about.  In that email it was also explained

          13       that the only other way the nurses could identify the

          14       patients which they may be asked about was to work

          15       through the list of 64 nursing expert reports.

          16           On 6 June, my Lord, I was contacted by the Inquiry

          17       team in relation to whether or not the RCN would be in

          18       a position to assist the non-RCN members with assistance

          19       to prepare to give evidence.  By email of 7 June,

          20       I confirmed that the RCN would be happy to assist the

          21       non-RCN members, provided that they joined the RCN.  The

          22       RCN confirmed that, out of all the nurses due to give

          23       evidence in the next tract of evidence, only two were

          24       non-RCN members.

          25           By email of 7 June, the Inquiry team provided some
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           1       further detail in bullet-point form of the issues that

           2       would be raised with the nurses.  In addition to the

           3       issues that had already been identified, these included

           4       communication with medical staff, communication with

           5       relatives, communication between wards and between Royal

           6       Alexandra Hospital and the Vale of Leven Hospital and

           7       completion of DNAR forms.

           8           On 7 and 8 June 2011, the RCN officials who had been

           9       tasked with collating document bundles for the

          10       individual nurses were trained on the Lextranet system.

          11       On 8 June 2011, the RCN prepared a further letter to

          12       each of their members and, again, your Lordship has been

          13       provided with a copy of that.  This letter encloses

          14       a vast amount of documentation and has been sent out in

          15       stages with the nurses due to give evidence the soonest

          16       being prioritised.

          17           So that letter encloses the nurse's individual

          18       witness statement, the infection control manual, the

          19       document summarising the findings of the nursing

          20       experts, the overview and context reports prepared by

          21       the nursing experts -- Colgan, Jeanes, Phair, Stower and

          22       Connolly -- and the NMC code of conduct.  It also

          23       provides a further copy of the list of 64 nursing expert

          24       reports.

          25           The letter reminds the nurses to identify from the
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           1       list of nursing expert reports, as soon as possible, the

           2       patients they cared for.  The letter also identifies the

           3       documents and issues identified by the Inquiry team in

           4       their email of 7 June 2011, which the nurses should

           5       expect to be asked about.

           6           The letter again emphasises the need for each

           7       individual nurse to prepare and, finally, the letter

           8       advises that the RCN will hold a further information

           9       session or sessions with at least one in advance of

          10       4 July to provide further general assistance once the

          11       nurses are a good way into their preparation.

          12           To date, this letter has been sent to the first five

          13       nurses due to give evidence, and that is Misses Fox,

          14       Searle, McDonald, Mooney and Casey, and it will be sent

          15       to the remainder of the nurses who have signed

          16       confidentiality agreements during the course of this

          17       week.

          18           The RCN have also now written to both non-RCN

          19       members and are awaiting a response from them.

          20           A number of --

          21   LORD MACLEAN:  Can I ask you, how many are there?

          22   MR DICKSON:  Two.

          23   LORD MACLEAN:  Yes, I thought that.

          24   MR DICKSON:  A number of RCN members have already identified

          25       which patients they cared for, and they have been sent
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           1       the individual nursing reports and the nursing records

           2       in respect of these patients.

           3           A difficulty has arisen, my Lord, in that some

           4       nurses have, perhaps understandably, because they are

           5       erring on the side of caution, requested all 64 nursing

           6       expert reports and nursing records on the basis that

           7       they may have had some slight involvement with the care

           8       of these patients.  Clearly, this is a huge amount of

           9       information for the nurse to absorb and also for the RCN

          10       to put together, and that is why it would be of great

          11       assistance for the nurses to know which patients they

          12       will be asked about.

          13           In summary, my Lord, all the nurses due to give

          14       evidence in the next tract of evidence have attended an

          15       information session at the Vale of Leven Hospital, with

          16       the exception of Lorna Dannenberg.  She is one of

          17       the two non-RCN members.  Secondly, Matilda McCrimmon,

          18       who is again a non-RCN member.  And, thirdly,

          19       Katrina Black, who is an RCN member, but the RCN

          20       understands she is on sick leave at the moment.

          21           All nurses due to give evidence, except

          22       Ms Dannenberg and Ms McCrimmon, were sent the initial

          23       RCN letter dated 18 May 2011.  All nurses, including

          24       Ms McCrimmon and Ms Dannenberg, provided they respond

          25       and sign a confidentiality agreement, will be sent
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           1       the letter that was prepared on 8 June 2011 with the

           2       enclosures, and that letter, of course, includes the

           3       full lines of questioning and documents that the Inquiry

           4       has identified that the individual nurses will be asked

           5       about.

           6           All nurses, including Ms McCrimmon and

           7       Ms Dannenberg, providing they respond, will be sent

           8       whatever patient's nursing expert report and patient

           9       nursing records they wish to see.  All nurses will be

          10       invited to attend a further information session once

          11       their preparation is well underway, and a further

          12       initial information session will be offered to

          13       Ms McCrimmon, Ms Black and Ms Dannenberg, again if they

          14       respond.

          15           My Lord, the RCN would welcome the nurses being

          16       given further information about the lines of questioning

          17       that will be pursued with them.  This would enable them

          18       to focus their preparation, and it may be that further

          19       information can be provided in due course.

          20           However, if it is not, the RCN position is that the

          21       nurses will simply have to prepare as best and as

          22       diligently as they can.  If an issue does arise that

          23       they have not properly had time to consider, they will

          24       simply need to say so during their evidence and do their

          25       best to provide the most helpful answer they can in the
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           1       circumstances without resorting to guesswork or

           2       speculation.

           3           I should add, my Lord, that the RCN welcome the

           4       Inquiry team also assisting the nurses by taking them

           5       through the large chart and providing them with a copy

           6       of that.

           7           Finally, my Lord, given the fact that the RCN are

           8       not representing any individual or group of nurses, they

           9       consider that they are doing all they can to assist the

          10       nurses to prepare.  However, if any party has any

          11       further suggestions as to any further steps that could

          12       be taken on their behalf, the RCN would be happy to

          13       listen to any suggestion.

          14           My Lord, unless I can assist any further, that is

          15       the submission I would make.

          16   LORD MACLEAN:  Did I understand you to say that it would be

          17       helpful if the patients about which your members are

          18       going to be questioned could be identified?

          19   MR DICKSON:  Yes, my Lord.

          20   LORD MACLEAN:  That is one of the things you raise?

          21   MR DICKSON:  That would be very helpful.

          22   LORD MACLEAN:  As for the lines of questioning, because you

          23       can't write down every question -- you will appreciate

          24       that -- are you still deficient in that regard?

          25   MR DICKSON:  There is a vast amount of information.  The
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           1       nurses can only anticipate from the bullet points that

           2       have been provided what they are going to be asked

           3       about.  They may look at the records, but they may not

           4       focus in on the specific chart or care plan.

           5           Perhaps even if sections of nursing records could be

           6       identified that they would be asked about, that would be

           7       of assistance; anything to narrow down and focus their

           8       preparation would be of assistance, but, as I have said,

           9       my Lord, the RCN's position is, if the Inquiry is not in

          10       a position to provide that information, the nurses will

          11       just have to do their best.

          12   LORD MACLEAN:  They have all given statements.  In the case

          13       of some of them, they have given two statements.  There

          14       has been a second one.

          15   MR DICKSON:  Indeed, and they will be provided with that.

          16       Your Lordship will see the amount of work the RCN has

          17       done to provide the nurses with the information that

          18       they hopefully need to sit down and properly prepare to

          19       give evidence.

          20   LORD MACLEAN:  When do you think you will be in a position

          21       to satisfy the Inquiry that the three conditions that

          22       you set out on page 2 of your first letter -- do you

          23       have it there?

          24   MR DICKSON:  I have, my Lord.

          25   LORD MACLEAN:  Page 2:
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           1           "1.  Fully understand the process for giving

           2       evidence to the Inquiry."

           3           That is the first:

           4           "2.  Are given a fair opportunity, prior to giving

           5       evidence, to respond to any information or expert report

           6       that comments upon [their] professional practice; and

           7           "3.  Are fully prepared to give evidence."

           8           When do you think you will be in a position to

           9       assure the Inquiry that these three conditions are

          10       fulfilled?

          11   MR DICKSON:  I don't think the RCN will be able to give an

          12       assurance because they are not acting on behalf of any

          13       individual or group of nurses.  All the RCN can do, in

          14       my submission, is to provide the nurses with the

          15       information that they require to prepare.

          16   LORD MACLEAN:  No doubt, when they do come to give evidence,

          17       they can be asked questions relating to these

          18       conditions.  They will have to be, I think.

          19   MR DICKSON:  Sorry, my Lord, what the RCN is trying to do is

          20       facilitate the members' preparation.  That is the role

          21       that the RCN see that they have.

          22   LORD MACLEAN:  I see that.  But, you see, in your letter you

          23       said:

          24           "Rather, the RCN have taken the above steps to

          25       ensure, insofar as possible, that all members ..."
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           1           And then you set out the three conditions.  So you

           2       must at some point be in a position to "ensure, insofar

           3       as possible" that these conditions are fulfilled, in the

           4       case of your members, surely?

           5   MR DICKSON:  I think as far as the RCN can go is to say they

           6       have provided their members with all the information

           7       that they can, insofar as possible, to allow them to

           8       fully understand the process.

           9   LORD MACLEAN:  I understand that, but you do say that you

          10       will "take the ... steps to ensure, insofar as possible,

          11       that ..."

          12           So you will reach a point where you have to satisfy

          13       yourself you have done enough.  That must come at some

          14       point.

          15   MR DICKSON:  The RCN's position, my Lord, is that what they

          16       have done is all they can do.

          17   LORD MACLEAN:  But there is more to be done, isn't there?

          18   MR DICKSON:  There is more to be done, in that all the

          19       nurses -- only five of the nurses -- the first five due

          20       to give evidence have received the letter of 8 June.

          21       All nurses will get that letter.  Then they all need to

          22       respond to the RCN with the patients that they cared for

          23       and they need to be provided with the individual nursing

          24       expert reports and the nursing records.

          25           Then the RCN will hold a further information session
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           1       to deal with anything arising --

           2   LORD MACLEAN:  From that.

           3   MR DICKSON:  -- once the nurses are into their preparation.

           4       Once that is complete, the RCN's position is that they

           5       have done all they can, because they are not

           6       representing any individual or group of nurses; all they

           7       can to assist the nurses to prepare to give evidence.

           8   LORD MACLEAN:  So it is an ongoing process.

           9   MR DICKSON:  It is an ongoing process, my Lord.

          10   LORD MACLEAN:  It is obviously going to be of assistance for

          11       you to know the order in which the nurses are going to

          12       be led.

          13   MR DICKSON:  We do have that order.

          14   LORD MACLEAN:  That is what you are proceeding with?

          15   MR DICKSON:  Yes, my Lord.

          16   LORD MACLEAN:  I want to ask you something completely

          17       different.  I understand your position as expressed

          18       today, at least, but do I understand that you will not

          19       be in attendance when your members are giving evidence,

          20       or any of them?

          21   MR DICKSON:  That's correct, my Lord.

          22   LORD MACLEAN:  What happens if a nurse has a problem, one of

          23       your members, when she is giving her evidence?  Do you

          24       feel you can't give advice on that?

          25   MR DICKSON:  No, my Lord, because we are not acting for the
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           1       nurses individually.  The RCN is a core participant as

           2       a body.  They are not acting on behalf of any individual

           3       nurse.  If a nurse felt she was in difficulty, then it

           4       would be a matter for the nurse whether she sought

           5       separate legal advice, and there would perhaps be an

           6       application to your Lordship.

           7   LORD MACLEAN:  You are actually, aren't you, as a college,

           8       a union?  Aren't you?

           9   MR DICKSON:  Part union, yes.

          10   LORD MACLEAN:  It is really exceptional for a union not to

          11       be able to give advice separately to individuals.

          12   MR DICKSON:  My Lord, the position the RCN is adopting is

          13       that there is conflict between their own members, and

          14       they cannot favour one member or group of members

          15       over --

          16   LORD MACLEAN:  The position I put to you, though, Mr Dickson

          17       is not favouring one over another.  It is giving advice

          18       to an individual, which is different.  In other words,

          19       core participant though you may be, you are not going to

          20       be here during the hearings so far as the nurses are

          21       concerned.  Is that right?

          22   MR DICKSON:  That's right, my Lord.

          23   LORD MACLEAN:  That is the position of the Royal College?

          24   MR DICKSON:  It is, my Lord.

          25   LORD MACLEAN:  Mr MacAulay?
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           1   MR MACAULAY:  Just on that point, my Lord, as to where the

           2       nurses can get legal advice, standing the fact that the

           3       Royal College do not appear to be stepping into the

           4       breach to do that, the health board solicitor wrote to

           5       the Solicitor to the Inquiry in May 2010, so over a year

           6       ago, first of all expressing his view that there was no

           7       conflict between the health board and the nurses, but

           8       also saying that, if he considered that a witness

           9       required separate representation, he would not hesitate

          10       to tell them that.

          11           I think, my Lord, the health board should clarify

          12       what their position is, because now they have come to

          13       a position where they say there is a conflict, and

          14       whether or not they are taking on board the proposal

          15       they made in that correspondence, that they would not

          16       hesitate to tell a witness if that witness required

          17       separate representation.

          18   LORD MACLEAN:  I think on that matter we have moved on.

          19   MR MACAULAY:  We have.

          20   LORD MACLEAN:  We obviously have.  That situation no longer

          21       obtains, I think, if I understood Mr Kinroy correctly.

          22   MR KINROY:  Yes, my Lord.  I think the letter was in an

          23       entirely different context, in any event.

          24   LORD MACLEAN:  It is in a different historical context, as

          25       far as I'm concerned, but it is different.  I think
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           1       events have moved on.

           2           So that, if there is a problem, it won't be for the

           3       health board to identify for the individual nurse,

           4       although they are still an employee.

           5   MR MACAULAY:  That seems to be the position, my Lord.

           6   LORD MACLEAN:  That is the position, I think.

           7   MR MACAULAY:  In relation to the submissions made by my

           8       learned friend, first of all, it is to be welcomed that

           9       the nurses are now, at this hour, being prepared to give

          10       evidence.  A lot of the material has been available for

          11       the preparation of the nurses for some considerable time

          12       and, as your Lordship is aware, it is only very recently

          13       that the health board have indicated that they cannot

          14       act for the nurses.  But it would also appear that, up

          15       until now, the nurses have not been prepared at all,

          16       over the time that this Inquiry has been sitting, to

          17       give evidence.

          18   LORD MACLEAN:  Well, that is a welcome development.

          19   MR MACAULAY:  It is a welcome development.

          20   LORD MACLEAN:  We are grateful to the College for at least

          21       achieving that.

          22   MR MACAULAY:  My Lord, I am quite happy to liaise with my

          23       learned friend on a number of aspects that I consider

          24       might be relevant to the preparation of the nurses.  For

          25       example, I didn't note him to make reference to family
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           1       evidence in his submissions, and that certainly should

           2       form part of the nurses' preparation, both in the form

           3       of transcript and statements that have been taken from

           4       family members.

           5           Furthermore, my Lord, although I consider that

           6       proper notice has been given of the issues that we wish

           7       to raise with the nurses, I am quite happy to focus on

           8       patients and wards so as to provide further assistance,

           9       and that is of particular relevance to the supervisors.

          10       It is not difficult to draw the supervisors' attentions

          11       to which patients and which wards the Inquiry is in.

          12       I am quite happy to do that, if it would assist.

          13   LORD MACLEAN:  I'm sure it would assist, wouldn't it,

          14       Mr Dickson?  It would be very helpful?

          15   MR DICKSON:  It would be very helpful indeed and cut down on

          16       a vast amount of work to be undertaken.

          17   MR MACAULAY:  The critical question, my Lord, I think is the

          18       point my Lord is pressing Mr Dickson on, and that is

          19       whether or not the nurses will be ready to give evidence

          20       come 4 July.  For my part, I have difficulty in

          21       understanding why my learned friend cannot ascertain

          22       from the nurses, in the course of the preparations,

          23       whether or not they will be ready to start on 4 July.

          24   LORD MACLEAN:  Mr Dickson?

          25   MR DICKSON:  That enquiry can certainly be made with each
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           1       individual nurse once they have had the information and

           2       time to go through it.

           3   LORD MACLEAN:  They have got that now, haven't they?

           4   MR DICKSON:  The letter of 8 June has gone to the first five

           5       nurses, and they are in the process of being -- at the

           6       moment, the nurses have no idea which patients they are

           7       going to be asked about and they are in the process of

           8       identifying which patients they recall caring for.  Some

           9       of them have done that, some of them haven't.  The

          10       RCN -- with regard to the ones that have responded with

          11       the patients they cared for, the RCN is now collating

          12       those individual nursing expert reports and the nursing

          13       records and that is an ongoing process.

          14   LORD MACLEAN:  When these five respond to you, as they will,

          15       I'm sure, could you ascertain whether they feel ready to

          16       give evidence after 4 July, on and after, actually,

          17       4 July?

          18   MR DICKSON:  Yes, my Lord.

          19   LORD MACLEAN:  In order to enable the smooth running of this

          20       Inquiry.  All right?

          21   MR DICKSON:  Yes, my Lord.

          22   LORD MACLEAN:  Is there anything else you want to ask

          23       Mr MacAulay -- in public, at least?  You could ask him

          24       privately.

          25   MR DICKSON:  I think anything can be dealt with privately,
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           1       my Lord.

           2   LORD MACLEAN:  Very well.  Is there anything else?

           3   MR MACAULAY:  I can perhaps remind my learned friend that

           4       a number of the senior nurses in particular do address

           5       patients in statements and supplementary statements, so

           6       that might assist them, if they were to remind

           7       themselves of what is in their statements.

           8   LORD MACLEAN:  Each of them will have their statements, and

           9       in some cases there are two statements they have given.

          10       So that should help identify who the individuals are.

          11   MR DICKSON:  That is the primary starting point for their

          12       preparation.

          13   LORD MACLEAN:  Very well.

          14   MR KINROY:  My Lord, I wonder if we might make some

          15       observations on all of this from the perspective of

          16       the board?

          17   LORD MACLEAN:  Must you?

          18   MR KINROY:  I think I must, my Lord, yes.

          19   LORD MACLEAN:  Well, I will listen, and if I feel it is not

          20       germane, I will stop you.  Do you understand?

          21   MR KINROY:  I'm obliged my Lord, yes.  I understand that in

          22       the letter of 8 June a vast number of documents were

          23       sent to the nurses, and that would consist of the letter

          24       sent to the board by the Inquiry on 8 June suggesting

          25       that for notice of what they will be asked about we
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           1       should look at the transcripts, the medical records and

           2       the expert reports.

           3   LORD MACLEAN:  This is of no concern to you.

           4   MR KINROY:  I'm sorry, my Lord?

           5   LORD MACLEAN:  That is not of any concern to you.

           6   MR KINROY:  The question of fairness to the nurses?

           7   LORD MACLEAN:  No, no.  That is a matter for the Inquiry.

           8   MR KINROY:  Indeed, but --

           9   LORD MACLEAN:  You don't represent the nurses.

          10   MR KINROY:  No, my Lord, but the board has a third party

          11       interest in all of this, as the employer, which is, if

          12       these nurses are induced to give mistaken or incomplete

          13       evidence --

          14   LORD MACLEAN:  Do you have an interest or not insofar as the

          15       individual nurses are concerned?

          16   MR KINROY:  My Lord, we have a third party interest, but

          17       a conflict of interest.  We cannot represent the nurses.

          18   LORD MACLEAN:  I know that.  I know you can't -- you have

          19       told me that at some length, and I have had to accept

          20       it --

          21   MR KINROY:  Yes.

          22   LORD MACLEAN:  -- actually, not because the Dean said it was

          23       right, but because you have said it and that is the

          24       board's position.

          25   MR KINROY:  Yes.
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           1   LORD MACLEAN:  Now, I don't understand your position as

           2       a third party interest.  You are entitled to ask the

           3       questions from the board's point of view which you have

           4       been putting, of course, through counsel, and that is

           5       fine, I understand that, because the board has that

           6       interest.

           7   MR KINROY:  I accept that, my Lord.  But quite apart from

           8       the unfortunate repercussions for the nurses themselves

           9       of being induced to give mistaken or incomplete

          10       evidence --

          11   LORD MACLEAN:  You don't know that.  You haven't even taken

          12       statements from them.

          13   MR KINROY:  My Lord, that is the fear, if they are not

          14       properly prepared, and the question is: can they be

          15       prepared in the circumstances?

          16   LORD MACLEAN:  Mr Kinroy, the whole point about this is to

          17       ensure through the Royal College's preparations that

          18       they are in a position to give evidence.  That is what

          19       we have been concerned about.  With the deepest of

          20       respect, it is of little concern to you because you

          21       don't represent them.  You don't.  That is it.

          22   MR KINROY:  My Lord, I think --

          23   LORD MACLEAN:  Have you another point to make?

          24   MR KINROY:  Yes, my Lord.  It is this: that in the interests

          25       of fairness, should the nurses not be told it is
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           1       possible for them to apply for separate representation?

           2   LORD MACLEAN:  It may well be that they should.  The College

           3       can tell them that in the individual case.  Of course,

           4       if they do, that application will be considered by me.

           5   MR KINROY:  I'm obliged.

           6   LORD MACLEAN:  There is no question about that.

           7   MR MACAULAY:  My Lord, just on that point, that is the very

           8       point that the solicitor to the board indicated that he

           9       would take on board if and when there was a conflict.

          10   LORD MACLEAN:  If and when it arises.

          11   MR MACAULAY:  It would appear now the conflict has arisen.

          12       If he was true to his word, then that would be something

          13       he would take on board, if he thought it was necessary.

          14   MR KINROY:  My Lord, we don't want to revisit all of this

          15       because the board has a very different position than my

          16       learned friend on that particular point.

          17   LORD MACLEAN:  I beg your pardon?

          18   MR KINROY:  The board has a very different position than my

          19       learned friend on the letter to which he refers, and the

          20       whole history of the question of the --

          21   LORD MACLEAN:  I don't want to go into that.

          22   MR KINROY:  Exactly so, my Lord.

          23   LORD MACLEAN:  I have accepted that events have moved on

          24       because the board has taken a rather different approach.

          25       There is no doubt about that, in my opinion.
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           1   MR KINROY:  My learned friend appears to want to revisit all

           2       of that.  That is my concern.

           3   LORD MACLEAN:  If you had noticed, when he did, I rather

           4       warned him off it.

           5   MR KINROY:  I'm obliged to your Lordship for that.

           6   LORD MACLEAN:  I appreciate your current position, which is

           7       as I described it at the start, and that is fine, but

           8       I don't want battles fought over this on this occasion.

           9       Do you understand?

          10   MR KINROY:  I do very much understand, my Lord.  I am

          11       obliged.

          12   LORD MACLEAN:  Very well.  Until 4 July, Independence Day

          13       elsewhere.

          14   (3.40 pm)

          15                 (The Inquiry was adjourned until

          16                Monday, 4 July 2011 at 10.00 am)
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