           1                                         Wednesday, 6 July 2011

           2   (10.00 am)

           3           PROFESSOR ANTHONY MICHAEL PALMER (continued)

           4              Examination by MR MACAULAY (continued)

           5   MR MACAULAY:  Good morning, Professor Palmer.

           6   A.  Good morning.

           7   Q.  We were looking yesterday at your report in connection

           8       with Margaret Stevenson, and I think we have the report

           9       back on the screen and the relevant medical records.  We

          10       had been looking, I think, at pressure sore management

          11       before we adjourned.

          12           Just one point in relation to that: if you are using

          13       a special mattress, is that something that normally

          14       would be recorded in the notes?

          15   A.  Usually, a pressure sore mattress would be documented in

          16       two ways.  Firstly, it would be documented in the

          17       specific nursing care plan aimed at either preventing

          18       pressure sores developing or, in the event that

          19       a pressure sore develops, a subsequent care plan is

          20       developed.  So that would be documented.  It would say,

          21       for example, "Maintain the patient whilst in bed on

          22       a Nimbus 3 pressure-relieving mattress.  Whilst he's in

          23       the chair, pressure will be relieved by a particular

          24       pressure-relieving chair cushion".  So it will be

          25       documented in the care plan primarily.
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           1           Of course, in some of the cases we have reviewed,

           2       there has been an absence of a care plan.  In those

           3       cases I have occasionally identified in the evaluation

           4       documentation records which seem to demonstrate that

           5       a pressure-relieving mattress was introduced.

           6       Primarily, the provision of a pressure-relieving

           7       mattress would be detailed in a nursing care plan.

           8   Q.  So you would expect to see reference to it somewhere in

           9       the records?

          10   A.  Quite right, yes.

          11   Q.  If we can move on to page 28 of your report and look at

          12       the question of nutrition, which is the next issue that

          13       you address, in relation to this, I think your

          14       conclusion on page 29 is that the nursing staff did

          15       provide a reasonable standard of care in connection with

          16       Mrs Stevenson's nutritional intake?

          17   A.  That is correct.

          18   Q.  Then fluid balance on page 29 of your report.  What

          19       conclusions did you arrive at, having looked at the

          20       records here?

          21   A.  In relation to fluid balance, I have identified

          22       a not-so-good picture.  As I describe in my report, in

          23       many cases the fluid balance charts were not completed

          24       to the required standard, but I would emphasise that my

          25       report also makes reference to examples where
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           1       Margaret Stevenson appears not to have received

           2       sufficient fluids, so the example I have given there is

           3       1 June and 8 July as two examples where, if we accept

           4       the fluid balance charts as an accurate record of fluid

           5       intake, then these examples would appear to demonstrate

           6       that on these specific days the intake amounted to less

           7       than 350ml in a 24-hour period.  Clearly, that is wholly

           8       inadequate.

           9   Q.  If we look at the first example you give on page 357, is

          10       this one of the examples you have mentioned, where it

          11       looks like 150 -- or is it 250?

          12   A.  Correct.  This example is even worse, it is 250ml.

          13   Q.  But if you look at the fluid balance sheet we have at

          14       page 345, do we have here an example of a fluid balance

          15       chart that certainly contains quite a lot of

          16       information?

          17   A.  I think everybody who is looking at this screen can see

          18       that that is a much more professionally-completed fluid

          19       balance chart, which appears to demonstrate regular

          20       fluids being provided, output being recorded accurately.

          21       In addition, the patient is on intravenous fluids, which

          22       is being clearly documented, as well as the antibiotics

          23       are also documented on this form and, unusually for the

          24       fluid balance charts that I have reviewed, this one

          25       appears to demonstrate that the intake and output has

                                             3

           1       been totalled and a balance has been recorded.

           2   Q.  So this is an example as to how it should be done?

           3   A.  This is one of the best examples that I think we

           4       could -- that I have seen so far.

           5   Q.  You say that in the records there were numerous examples

           6       where the fluid balance charts really were inadequately

           7       filled out?

           8   A.  Correct.  The quality of this fluid balance chart was

           9       not reflected throughout Margaret Stevenson's stay in

          10       hospital.

          11   Q.  Then you look at the matter of stool charts on page 30

          12       of your report.  I think you say that there was a stool

          13       chart completed for -- I think on two occasions; is that

          14       correct?

          15   A.  Yes, during significant periods of her three episodes of

          16       hospitalisation, including the two periods where she was

          17       C. difficile positive.

          18           However, as I have stated previously, the nursing

          19       staff have not always used the Bristol standard

          20       descriptor approach, but we have clearly noted that on

          21       previous cases.  However, they do provide some evidence

          22       of their observations of diarrhoea, which is obviously

          23       commendable, but there was, at that time, a quite

          24       well-recognised approach, which would be the Bristol

          25       stool descriptor.
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           1   Q.  If we look at the stool chart for May and into June on

           2       pages 316 and 317, I think this is one of the stool

           3       charts that you refer to; is that correct?

           4   A.  Correct.

           5   Q.  We see it has been completed on a regular basis with

           6       a description of the stool being given?

           7   A.  Yes.  The point I would make is that there was

           8       a particular way of describing stools, and I have seen

           9       many examples of where some of the descriptions were

          10       extremely vague.

          11           However, in this case, as one can see, there is

          12       fairly significant information in relation to the nature

          13       of the stools passed, so one could be a little more

          14       reassured and confident that that was a better example.

          15   Q.  Looking at falls risk assessment, you deal with that

          16       next in your report.  If we could look at the relevant

          17       documentation on page 313 of the records, would it

          18       appear that a falls risk assessment was carried out on

          19       12 May and also on 3 June?

          20   A.  Correct.

          21   Q.  The scores, I think, of 8 and 9 put the patient, on

          22       3 June, at high risk and, before that, at moderate risk;

          23       is that right?

          24   A.  That's correct.

          25   Q.  What conclusions, then, did you come to in relation to
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           1       this aspect of care?

           2   A.  I think in this case what we have clearly identified --

           3       well, indeed, the nursing staff have identified --

           4       initially, a moderate risk of falls; on the second

           5       occasion, a high risk of falls.

           6           However, my observation of the documentation would

           7       appear to suggest that the nursing staff subsequently

           8       failed to formally review the relevant precautions that

           9       were required to be implemented to minimise the risk of

          10       falls involving Mrs Stevenson, either within the

          11       documentation, which is provided for this specific

          12       purpose, and I think that can be found at page 313, or

          13       indeed within the nursing care plan.

          14   Q.  Do you envisage there should have been a care plan

          15       for --

          16   A.  Indeed so.

          17   Q.  We see the first date is 12 May.  Mrs Stevenson was

          18       admitted on 25 April.  It is some three weeks or so

          19       later that this assessment was carried out.  Should it

          20       have been carried out sooner?

          21   A.  I mean, the policy of the hospital and accepted practice

          22       in this case, and in line with NMC requirements, would

          23       dictate that assessment should be undertaken on all

          24       three occasions on admission to hospital, because

          25       clearly they are presenting with different conditions
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           1       and they require a revised assessment.

           2   Q.  Moving and handling, which is the next topic you look at

           3       on page 31 of your report, I think you say there was no

           4       moving and handling assessment to be found within the

           5       medical records?

           6   A.  That's correct.

           7   Q.  Should that have been an assessment that should have

           8       been carried out for this patient?

           9   A.  Well, there's little doubt in my mind that Mrs Stevenson

          10       required significant assistance with many of her

          11       activities of daily living, and the nursing staff were

          12       central to that assistance.

          13           Consequently, moving and handling, in terms of

          14       assessment and implementation of care plans, is required

          15       in these cases and, sadly, in this case, there was no

          16       such assessment or nursing care plan in place.

          17   Q.  I think we have seen a pro forma care plan for moving

          18       and handling.  Would that have been the sort of

          19       documentation you would have expected to find in

          20       Mrs Stevenson's records?

          21   A.  Clearly, that was the documentation that was routinely

          22       in use at the Vale of Leven Hospital at around the time

          23       of this Inquiry, so, yes, and it did provide fairly

          24       significant information for which nursing staff

          25       approaching the patient, for instance, for the first
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           1       time, would understand how to move and handle a quite --

           2       an individual who had significant nursing needs.  It is

           3       really important in terms of the nursing staff and

           4       continuity of care that such assessments and plans are

           5       in place.

           6   Q.  Next then, the nursing management of C. difficile that

           7       you discuss in the final section of your report.  What

           8       conclusions do you arrive at under this particular head

           9       of management?

          10   A.  In relation to C. difficile, my assessment is that there

          11       is, without doubt, some evidence that the nursing staff

          12       considered some of the broader consequences and possible

          13       complications with C. difficile in this case, which was

          14       commendable, such as dehydration and skin damage caused

          15       by diarrhoea.  In this case, we had an example of where

          16       the nursing staff introduced a specific isolation care

          17       plan and they were closely involved with the infection

          18       control team.

          19   Q.  If we can just look at that then, if you could turn to

          20       page 463 of the medical records, we have what appears to

          21       be an isolation care plan pro forma here; is that right?

          22   A.  That's correct.

          23   Q.  This has not been completed, has it?

          24   A.  It hasn't.  There clearly is not any dates involved.

          25       However, when we compare this with previous cases that
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           1       we have reviewed, that would give the nursing staff some

           2       direction in relation to the infection control elements

           3       of C. difficile management.  But you are quite correct

           4       to point out that some of the dates have not been

           5       completed.

           6   Q.  Is this the only case -- there may be another, but this

           7       is the first case we have looked at, I think, where we

           8       have seen a pro forma type isolation care plan for

           9       patients with C. difficile?

          10   A.  I think, from my recollection, I think I observed two

          11       out of the --

          12   Q.  That may be one of the next cases we look at.  This is

          13       a case, of course, that -- well, we don't know, there is

          14       no date, but this may have postdated June 2008?

          15   A.  Correct.

          16   Q.  If you go to page 462, we can see here it looks like

          17       a pro forma form of advice as to how to deal with

          18       a patient with loose stool and positive for C. diff

          19       toxin, and we are given the various directions as to

          20       where to go, depending on the circumstances. do you see

          21       that?

          22   A.  I do see that.

          23   Q.  This sort of tool, is this something that would be

          24       helpful to nursing staff?

          25   A.  Having reviewed this document, it appears more
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           1       appropriate for the medical staff, as it appears to give

           2       direction in relation to the antibiotic of choice, which

           3       I assume would reconcile with the policy that was in

           4       place at that time.

           5   Q.  If we go straight down to the second box directly down,

           6       going south, "Assess disease severity" and then we are

           7       directed to "mild, moderate or severe".  You say that

           8       that would be a matter for medical staff, to assess the

           9       severity of the disease and that would direct them on

          10       which path to take?

          11   A.  Based on various clinical observations or blood results

          12       that are identified in those boxes.  This flowchart is

          13       more directed to the medical team.

          14   Q.  Again, you don't know, but this may be something that

          15       was introduced post June 2008?

          16   A.  Correct.  I'm not aware of when it was introduced.

          17   Q.  If you go then to page 461, we have another flowchart.

          18       This is dealing with relapse loose stool and C. diff

          19       toxin positive.  Again, there is some guidance given:

          20           "First relapse.  Oral Metronidazole" and "Second

          21       relapse" and there is reference to vancomycin.  Again,

          22       would this be directed towards the medical staff rather

          23       than the nursing staff?

          24   A.  This is quite clearly a direction aimed at the medical

          25       staff, and it clearly relates to the antibiotic
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           1       prescribing policy in case of recurrent C. difficile

           2       infection.

           3   Q.  If we go back to your report, then, on page 32, in this

           4       particular case what you say is that, in your expert

           5       opinion, the specific nursing management of

           6       the infection-control-related issues relating to

           7       Margaret Stevenson's C. difficile infection was

           8       reasonable for the reasons you have outlined?

           9   A.  Yes, correct.

          10   Q.  This is in contrast, then, to the other cases I think we

          11       have looked at so far?

          12   A.  That is correct.  I would stress, however, that there is

          13       a caveat to my assessment of reasonableness in this

          14       case, and you can see that in the final sentence.

          15           On the one hand, there was a much more robust

          16       approach to the management of C. difficile, but if you

          17       take the additional observation of very poor fluid

          18       balance management in some cases, then we cannot

          19       conclude that the whole package of nursing interventions

          20       for Margaret Stevenson was reasonable for the whole

          21       period, because, clearly, I have provided evidence that

          22       that was not the case.  I would draw particular

          23       attention to the fluid balance charts and I would also

          24       draw attention to the fact that Mrs Stevenson had

          25       several episodes of diarrhoea prior to the diagnosis of
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           1       C. difficile during which time she was not isolated.

           2   Q.  Going back to page 26 of your report where you have

           3       a section dealing with record keeping, again, I think we

           4       have looked at the specific issues relating to record

           5       keeping.  Is there anything further that you can add to

           6       that under this section?

           7   A.  I would just conclude that, in my opinion, the overall

           8       record keeping fell below the standard expected under

           9       the NMC code of conduct.

          10   Q.  Finally, then, in relation to this particular case, your

          11       summary and overall opinion begins on page 24 and goes

          12       on to page 25.  Again, I think we have covered what has

          13       been summarised by you there, unless there is anything

          14       further you feel you can usefully add?

          15   A.  No, I think we have covered the matters.

          16   Q.  Can I then move on to the second-last case I want you to

          17       look at, and that is the case of Archibald McInally.

          18       Your report in this case can be found in the database at

          19       EXP00440001, and the medical records are GGC00450001.

          20       Just for the benefit of the transcribers, McInally is

          21       spelt M-C-I-N-A-L-L-Y.

          22           Looking to your report, Professor, turning to page 3

          23       and the section dealing with the medical history, can

          24       you just summarise for us what the medical background to

          25       Mr McInally's admission to the Vale of Leven was in this
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           1       particular case?

           2   A.  Yes, certainly.  Mr McInally was admitted as an

           3       emergency from Castleview Nursing Home to the

           4       Vale of Leven Hospital on 18 May 2008 following an

           5       unfortunate episode where it was alleged and observed

           6       that he appeared to have swallowed some of his liquid

           7       food which he required to have as a result of suffering

           8       previous cerebro-vascular accident, which is obviously

           9       a stroke, six years previously.

          10           On admission to hospital he was commenced on IV

          11       antibiotics and IV fluids whilst the clinical team

          12       reviewed his swallowing assessment.  The assumption on

          13       admission was that he may have suffered an aspiration,

          14       which could be a very serious condition, indeed,

          15       a life-threatening condition, as it can develop quite

          16       quickly into a condition known as aspiration pneumonia.

          17           Over the subsequent weeks, whilst he remained on

          18       ward 3 at the Vale of Leven Hospital, unfortunately

          19       Mr McInally failed to make the recovery that one

          20       envisaged, and during the period of time, which was

          21       approximately just short of one month, he was heavily

          22       reliant on the nursing staff in relation to all of his

          23       activities of daily living, which of course explains why

          24       he was being maintained on a permanent basis at

          25       Castleview Nursing Home.
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           1           Essentially, he remained on bed rest whilst he was

           2       in ward 3, and his dietary intake was consolidated to

           3       some degree by TPN, total parenteral nutrition, which is

           4       the specialist food that is provided and, in addition,

           5       he required oxygen therapy for several weeks and,

           6       unfortunately, he was doubly incontinent.

           7           On 12 June, Mr McInally developed significant

           8       diarrhoea and consequently a stool specimen was sent and

           9       that subsequently revealed that he'd developed

          10       C. difficile.  At that point, the infection control team

          11       advised he should be isolated.

          12           Unfortunately, that development of C. difficile

          13       coincided with a significant deterioration in

          14       Mr McInally's overall condition and when the medical

          15       review took place on or around that time, the medical

          16       team and the family concluded that further intervention

          17       was not appropriate and, in any case, he sadly passed

          18       away on 13 June 2008.

          19   Q.  In summary, he's admitted to ward 3 on 18 May; he

          20       develops diarrhoea on 12 June, and that proves to be

          21       positive; and he dies on 13 June?

          22   A.  That's correct.

          23   Q.  If we look at the death certificate, that you will find

          24       at SPF00270001, can we see, at section 4, that he was 80

          25       at the time of his death, on 13 June 2008, and on the
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           1       section dealing with cause of death, section 10,

           2       Clostridium difficile is mentioned at section II?

           3   A.  That's correct.

           4   Q.  So, really, it would appear from the history here that

           5       he was diagnosed with C. diff the day before he died?

           6   A.  Correct.

           7   Q.  If we can then turn to page 6 of your report and look

           8       briefly at some of the extracts you have taken from the

           9       nursing records, you have already told us why he was

          10       admitted with a possible aspiration.  I think we see at

          11       the second entry for 19 May that it would appear his

          12       pressure areas have been looked at and they are

          13       described as satisfactory; is that right?

          14   A.  Yes, and I would emphasise that is an important

          15       observation, because, clearly, shortly after admission

          16       to hospital, there does not appear to be any damage or

          17       problems with his pressure areas, and it is worth

          18       reflecting that he has significant nursing needs prior

          19       to admission to hospital which were being maintained at

          20       Castleview Nursing Home.

          21   Q.  Do I take it from that that the inference is that,

          22       insofar as protecting him against pressure damage, the

          23       nursing home must have been doing a good job?

          24   A.  That is the inference.  A heavily dependent individual

          25       of 80 years with a previous stroke who clearly is not
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           1       mobile in any way, shape or form, but whose pressure

           2       areas on admission to hospital are intact and described

           3       as satisfactory.

           4   Q.  Moving on then to page 7 of your report, the entry at

           5       the top of the page we can tell from the previous page

           6       relates to 23 May, so this is after about a week in

           7       hospital.  Can we see the entry now is that, at 12.50,

           8       "Pressure areas red but intact" and then "remains red".

           9       Is this a change then?

          10   A.  It is clearly a change and it would be one of the very

          11       first signs of the development of pressure sore damage,

          12       which contrasts significantly to 19 May when his

          13       pressure areas are satisfactory.

          14   Q.  Do we see, as we go through the records, that in the

          15       nursing evaluation sheets there are references to

          16       positional turns being made?

          17   A.  That is correct.  What I would add to that, however, is

          18       that it is not entirely clear how frequently the

          19       positional changes are made, and to what position

          20       Mr McInally is placed.  So, for example, if you want me

          21       to explore that further --

          22   Q.  Yes, please, if you could.

          23   A.  If, for example, you had a turning chart, what that

          24       would provide is a clear indication of what position

          25       Mr McInally was on the previous turn.  The inference is
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           1       here that a patient may well move himself to some degree

           2       and could return to an inappropriate position, and the

           3       nursing staff may not recognise what previous position

           4       he was in.  This is why turning charts are really quite

           5       important with patients who present with a very high

           6       risk of pressure sores, which Mr McInally certainly did.

           7   Q.  I think we saw in some of the records, and these may

           8       have been records from the Royal Alexandra Hospital, how

           9       detailed a turning chart can appear to be when properly

          10       completed.

          11   A.  That is correct.  I saw numerous examples from the Royal

          12       Alexandra Hospital.

          13   Q.  Then, if we are going to page 8 then, the entry at the

          14       top of the page which relates to 30 May, we can see from

          15       the previous page the sacrum is now described as red.

          16       Do you see that?

          17   A.  Correct.

          18   Q.  If we move down to 1 June, there is first of all

          19       a reference to "pressure areas satisfactory" and then at

          20       1440 "sacrum remains red and appears dry - 50/50

          21       paraffin applied."

          22   A.  Correct.  It is difficult to understand how the initial

          23       nurse assessed the pressure areas were satisfactory

          24       because they appear to have been red on the days

          25       previously and subsequently later that day, so it is
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           1       a little unclear.

           2   Q.  If we move to 5 June then, there is an entry at 0220

           3       saying that positional changes are carried out

           4       two-hourly, and then, if we move down to 2100, can we

           5       see now the sacrum is reddened and slightly broken?

           6   A.  So this would appear to suggest that the pressure damage

           7       has increased from a reddened area to now the skin being

           8       broken.

           9   Q.  If we turn to page 10, can we see, and this is an entry

          10       beginning at the bottom of the previous page for 6 June,

          11       that now it appears that the sacrum area is red but not

          12       broken.  Can you reconcile the two?

          13   A.  I can't.  I can't.

          14   Q.  Moving on then to page 11, on 9 June there is

          15       a reference to "red and inflamed area noted on right

          16       lower arm".  Were you able to ascertain how this has

          17       happened?

          18   A.  No, I didn't.

          19   Q.  Then we come to 12 June, which is the main entry on this

          20       particular page.  It is now we get, I think for the

          21       first time, a reference to loose stools; is that right?

          22   A.  That is correct.

          23   Q.  We see at 0700 hours and then at 1030 diarrhoea, the

          24       stool sample has already been sent for C. difficile, and

          25       then at 1130 there is a call from microbiology, "C. diff
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           1       positive"?

           2   A.  Correct.

           3   Q.  That would appear to be a prompt response to the

           4       submission of the specimen?

           5   A.  An extremely prompt response, and excellent

           6       communication back to the ward regarding the positive

           7       C. difficile result.

           8   Q.  My attention is drawn to the fact that, on 20 May, if

           9       you go back to page 6, there is a reference there to

          10       "incontinent of urine and faeces + +", but can you tell

          11       from that whether that relates to loose stools or not?

          12   A.  It wouldn't appear to suggest so, no.

          13   Q.  Sorry?

          14   A.  It would not appear to suggest so.

          15   Q.  Then coming back to page 11 where we had been, can you

          16       just confirm then what the rest of the entry says after

          17       the call from microbiology?  So C. diff is confirmed at

          18       1130?

          19   A.  Correct.

          20   Q.  Then what happens?

          21   A.  So in this instance, then, the medical staff have

          22       concluded and communicated to the nursing staff that

          23       Mr McInally is to commence on intravenous vancomycin,

          24       which is an antibiotic, and to continue on Fluconazole

          25       as well and to be nursed in isolation.  Equally, it
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           1       documents that Mr McInally is to be moved to a side

           2       room.

           3           What I was encouraged with in this particular

           4       example is the entry at the bottom of page 11, which

           5       describes some of the advice from the infection control

           6       team in this instance and, having reviewed ten cases,

           7       this is probably one of the few, if only, examples where

           8       there is some really quite clear advice from the

           9       infection control team documented in the records in

          10       relation to hand hygiene and how to manage the

          11       infection.  So that was quite positive.

          12   Q.  We are now into June, of course, and I think you may be

          13       aware that in June the matter of C. diff was being

          14       looked into in the Vale of Leven?

          15   A.  Correct.

          16   Q.  If we look at the medical records then themselves, and

          17       you turn to page 106 of the records, looking towards the

          18       bottom part of the page, this is still part of the entry

          19       for 12 June.  Is it that entry, I think at 1.30 pm,

          20       which appears to come from infection control --

          21   A.  That's correct.

          22   Q.  -- where clear advice is given in relation to:

          23           "Hand hygiene must be carried out with liquid soap

          24       and water.  Alcohol gel not effective for C. difficile.

          25       For further advice, please contact ICN."
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           1   A.  Yes, correct.

           2   Q.  We see in the signature part, "H O'Neill", who we know

           3       to be an infection control nurse, in the previous entry?

           4   A.  Correct.

           5   Q.  Had you come across any other entries indicative of

           6       direct involvement of the infection control team on the

           7       ward such as we see in this particular case?

           8   A.  Rarely.  There have been some examples.  I can't

           9       instantly recall which individual patient, but there

          10       have been one or two examples.  But certainly I have not

          11       seen examples of such clear advice being provided and

          12       documented in the nursing evaluation, as we have in this

          13       case.

          14   Q.  If we can finally turn to page 12 of your report, have

          15       you noted for 13 June, the day that Mr McInally died,

          16       that he had loose, foul-smelling stools also that

          17       particular day?

          18   A.  Correct.  Yes.

          19   Q.  I think you did say in your initial summary that

          20       a decision was taken at about this time that he was not

          21       for active resuscitation; is that correct?

          22   A.  That's correct.

          23   Q.  Or, indeed, for active treatment; is that right?

          24   A.  That's correct.

          25   Q.  That was a decision taken with the family?
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           1   A.  In fact, that is clearly documented in the medical

           2       section of the records.

           3   Q.  If we then turn to page 15 of the extracts you have

           4       taken from the medical notes, do you have there a note

           5       of the discussion with Mr McInally's wife?  She doesn't

           6       want the NG tube and any other antibiotics, she doesn't

           7       want any aggressive treatment, she thinks he's had

           8       enough so wants him to be left alone to die in peace, as

           9       the patient looks very unwell.

          10   A.  Correct.

          11   Q.  So that was the position?

          12   A.  That was the entry.

          13   Q.  That, of course, impacts on the nature of the treatment

          14       thereafter, because they do not treat Mr McInally for

          15       the C. diff infection; is that right?

          16   A.  That's correct.

          17   Q.  If we move on to page 16 of your report, the section

          18       dealing with temperature, pulse, respiration and vital

          19       signs records, you make some comments there.  What

          20       observations do you make in that section?

          21   A.  Okay.  My observations were that Mr McInally was an

          22       inpatient for 26 days and, during that time, there is

          23       a daily observations chart which has been recorded for

          24       each of the days on various pages.

          25   Q.  So that is appropriate observation?
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           1   A.  That is appropriate.

           2   Q.  If you turn to page 17 of the report where you look at

           3       the question of activities of daily living, you say that

           4       the documentation appears to suggest that the nursing

           5       staff have failed to undertake to complete a formal

           6       nursing assessment, unless this documentation has not

           7       been provided or located?

           8   A.  Correct.

           9   Q.  I think you say you didn't find such a document in the

          10       medical records?

          11   A.  I didn't.

          12   Q.  If I can ask you to look at what there is on page 20 and

          13       page 21, and perhaps page 20 could be put to the left

          14       and page 21 to the right, this is different to the

          15       activities of daily living type documents we have seen

          16       in the past.  Is this something you looked at first of

          17       all when you were preparing your report?

          18   A.  I did; correct.

          19   Q.  Were you able to come to a view as to what the source of

          20       this document was?  By that, I mean, was it something

          21       completed in the Vale of Leven or in the nursing home in

          22       preparation for his transfer?

          23   A.  This appears to be a document from the nursing home,

          24       from my assessment of the documentation.  Clearly, on

          25       the right-hand side of the document you can see it
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           1       states "Castleview".

           2   Q.  Before that, it says "Southern Cross healthcare".

           3   A.  Correct.

           4   Q.  Then "Castleview" and then the form title is "Service

           5       user transfer/discharge record"?

           6   A.  Correct.  The fact that the form title is using the term

           7       "service user", that is not a title that is used

           8       routinely in acute hospital care.  It is more routinely

           9       used in the nursing home/residential home section.

          10   Q.  If it is correct that this is a document that is passing

          11       on information to the hospital in connection with

          12       Mr McInally's condition, does it give a reasonable

          13       amount of information in that connection?

          14   A.  On the one hand, yes, it does.  It provides some

          15       assessment of his normal activities as he's been

          16       a longstanding patient in Castleview Nursing Home.

          17       However, in the development of an acute aspiration, then

          18       clearly that assessment may alter and, therefore,

          19       I would want to emphasise that it is highly appropriate

          20       to have -- for Castleview to have enclosed such an

          21       assessment transfer document to the acute hospital on

          22       transfer of Mr McInally, but it did not in any way

          23       prevent or suggest that the nursing staff at the

          24       hospital should not revisit that and complete their very

          25       own activities of daily living assessment, because his
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           1       condition was fairly significantly compromised as

           2       a result of an aspiration.

           3   Q.  If we look at the information being provided, if you

           4       look at page 20, do we see that in section 13, which

           5       deals with mobilising, he is said to require

           6       a wheelchair, hoist to transfer, and then under

           7       "Pressure relieving aids required", "Airflow mattress"?

           8   A.  Correct.

           9   Q.  So that was clearly seen as necessary by the nursing

          10       home?

          11   A.  So what we can conclude from that and what a registered

          12       nurse would conclude from that is that, in reading that

          13       assessment, he is clearly an extremely dependent

          14       gentleman who is significantly at risk of pressure

          15       sores, who is routinely maintained, ie, his pressure

          16       sores are managed or prevented by the provision of an

          17       airflow mattress, pressure-relieving specialist

          18       mattress.

          19   Q.  Did you see any evidence in the notes that you looked at

          20       for the Vale of Leven in his time there that he was

          21       provided with that sort of mattress?

          22   A.  No, I didn't.

          23   Q.  If it is to be assumed, standing the absence of any

          24       documentation, that there was no activities of daily

          25       living allowance assessment carried out in the
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           1       Vale of Leven, what conclusion would you draw from that?

           2   A.  I can only conclude that the nursing staff failed to

           3       undertake an activities of daily living, which is the

           4       most basic assessment.

           5           Possibly, in time, when you interview individual

           6       nurses, they may describe that they utilised that

           7       document as the main document, but I would repeat what

           8       I said previously: on admission to hospital, a formal

           9       activities of daily living assessment would be required.

          10   Q.  Well, would the failure, if that be the case, and we are

          11       still to hear, but if the failure to carry out such an

          12       assessment did, in fact, occur, then would that be

          13       a failure under the NMC code?

          14   A.  That would be a failure under the NMC, because we have

          15       an assessment of a patient prior to a sudden and

          16       unexpected deterioration in his condition caused as

          17       a result of aspirating food.  So his condition was

          18       very -- could have been significantly different and

          19       required an assessment.

          20   Q.  Let's move on from there to look at the matter of

          21       nursing care plans.  You make some comments on that on

          22       page 17 and also on page 21 of your report.

          23           What conclusions did you arrive at here?

          24   A.  In relation to the nursing care plan, I was able to

          25       identify that there was only one nursing problem or care
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           1       plan prepared which was documented on the acute medical

           2       unit, the multiproblem care plan that we have observed

           3       on numerous occasions, and that identified the problem

           4       of aspiration, which was clearly his presenting

           5       condition on admission to the Vale of Leven Hospital.

           6   Q.  I will come to that in a moment, but if I could ask you

           7       also to look at page 22 of the records, I don't know if

           8       you looked at this document or not, but it bears to be

           9       a care plan for swallowing, if you look at the top,

          10       dated 19 May 2008, and I think that was the day after

          11       Mr McInally's admission, and there is some information

          12       given in relation to fluids and how that is to be given,

          13       and so on.

          14           Did you actually focus on this document when you

          15       were looking at the question of care planning or not?

          16   A.  Not entirely.  My assessment of this document relates to

          17       an initial assessment that was undertaken on admission

          18       of Mr McInally in relation to speech and language

          19       therapy in assessing his swallowing and making

          20       recommendations of what he could manage safely so as to

          21       prevent any further aspiration.

          22   Q.  It is described as a care plan for swallowing.

          23   A.  From the speech and language therapist.

          24   Q.  So you don't see that as a care plan that would deal

          25       with the aspiration problem?
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           1   A.  No.  What this is suggesting, it is giving the nursing

           2       staff a formula on which to put in place a care plan

           3       around the concept of nutrition.

           4   Q.  I see.

           5   A.  So what it is doing, just so I am making myself

           6       absolutely clear, it provides a safe method by which

           7       nutrition can be administered, but what it doesn't do is

           8       necessarily provide a full nutritional care plan.

           9   Q.  You mentioned the speech and language nurse.  We see

          10       that that bears to be signed by the SLT nurse at the

          11       bottom?

          12   A.  Speech and language therapist, yes.

          13   Q.  If we look at the care plan that was put in place, and

          14       you will find that at page 86 of the records, we see

          15       that this is dated 18 January.

          16           The problem is "Aspiration", and then we see the

          17       goal and then the interventions.  Looking to that, is

          18       that an acceptable care plan for the problem identified?

          19   A.  It is not entirely comprehensive, but it does represent

          20       a care plan.  What we have in this case is the real

          21       concern from a nursing perspective is the level of

          22       observations that we have to ensure that there is no

          23       significant deterioration.

          24           We know from reviewing this case so far that he did

          25       require oxygen at times, so consequently, the real
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           1       emphasis on this care plan would be around the adequate

           2       monitoring of any potential deterioration in his

           3       breathing.  So, clearly, in that sense we have some

           4       close observation of the patient in this -- as part of

           5       interventions.

           6           But on the other hand, we have MRSA screens, which

           7       is clearly not relevant to aspiration.  So, once again,

           8       the nursing staff have utilised the multiproblem care

           9       plan within the acute medical unit to document some of

          10       the routine medical interventions associated with

          11       Mr McInally.

          12   LORD MACLEAN:  Could I just intervene?  I notice the date --

          13       you mentioned it, actually, it is in the record --

          14       18 January 2008.

          15   MR MACAULAY:  I may have mentioned that.  I suspect that is

          16       supposed to be a "5", is it?

          17   LORD MACLEAN:  I would think so.

          18   MR MACAULAY:  He wasn't there on 18 January.  He was

          19       admitted on the 18th, my Lord.

          20   LORD MACLEAN:  That must be a "5", I think.

          21   A.  It is a "5".  I had to look at that over and over again,

          22       but, as I had reviewed the records, it clearly coincides

          23       with his admission for aspiration.

          24   MR MACAULAY:  I think I misled you.  I think I said

          25       18 January.  It is, of course, 18 May.
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           1   LORD MACLEAN:  Thank you.

           2   MR MACAULAY:  I'm obliged, my Lord.

           3           Leaving aside the additional references to MRSA that

           4       we see have been added to the care plan for whatever

           5       reason, insofar as it goes as an initial plan of care to

           6       deal with the aspiration problem --

           7   A.  It is reasonable.

           8   Q.  It is reasonable.  But in relation to the other aspects

           9       of Mr McInally's care, would you envisage that there

          10       would have been other care plans put into place at the

          11       outset?

          12   A.  Quite clearly, Mr McInally would have had, I suspect,

          13       a significant nursing care plan in place at Castleview

          14       Nursing Home.  He was an extremely dependent 80-year-old

          15       gentleman who required assistance with almost all of his

          16       activities of daily living, and yet, despite this, the

          17       nursing staff had no planned basis for addressing his

          18       significant needs.  So in that sense, the nursing staff

          19       have failed to introduce a care plan for Mr McInally to

          20       address his numerous and significant nursing needs.

          21   Q.  If you turn to page 21 of your report, and I think that

          22       is what you say towards the end of the first paragraph:

          23           "... the nursing care plans failed to identify

          24       a clear plan of care aimed at addressing the numerous

          25       nursing problems he presented with on admission and
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           1       throughout his stay in hospital ..."

           2   A.  That is correct.

           3   Q.  What sort of problems do you have in mind that should

           4       have been addressed in the care planning process?

           5   A.  There are numerous.

           6   Q.  Just give me one or two examples.

           7   A.  Some examples: clearly, he was doubly incontinent and,

           8       consequently, he would require a care plan surrounding

           9       the management of his incontinence; he required a care

          10       plan in relation to his nutrition; he required a care

          11       plan in relation to his mobility; he required a care

          12       plan in relation to his breathing problems; he required

          13       a care plan in relation to his moving and handling.

          14           He was an extremely dependent gentleman whom the

          15       nursing staff would have well recognised required

          16       long-term nursing home care, not residential home care,

          17       nursing home care, because the level of care was so

          18       significant.  This is not reflected in any documentation

          19       in terms of care planning within this admission.

          20   Q.  If we move on to look at an aspect of care we have

          21       already touched upon, that is pressure sore management

          22       that you discuss on page 21 of your report, you say that

          23       there was a Waterlow assessment in this particular case;

          24       is that correct?

          25   A.  There was a pressure sore -- sorry, a Waterlow
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           1       assessment, although I believe that was not dated, and

           2       neither were these assessments repeated on discovering

           3       that Mr McInally had developed some early signs of

           4       pressure damage.

           5   Q.  If we turn to pages 138 and 139, and put them side by

           6       side, on the left we have the Waterlow tool, and the

           7       score that has been calculated is 20, which puts him at

           8       very high risk; is that correct?

           9   A.  That's correct.

          10   Q.  As you indicated, there is no date on that document, and

          11       if we turn to page 139, that document is blank?

          12   A.  Correct.

          13   Q.  So it would appear an assessment was carried out, but it

          14       doesn't appear to be carried through in any further form

          15       of assessment?

          16   A.  That's correct.  I would again emphasise this is

          17       a gentleman who presented from a nursing home, who was

          18       regularly maintained on an advanced pressure-relieving

          19       mattress, whose subsequent assessment and absence of

          20       a pressure-relieving care plan represents wholly

          21       inadequate nursing care.

          22   Q.  Looking to the history, would you have expected the

          23       pressure-relieving mattress to be there on admission?

          24   A.  On the day of his admission.  It was incumbent on the

          25       nursing staff to continue with what appears to have been
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           1       a successful regime of pressure sore prevention which

           2       had taken place and had been maintained in Castleview

           3       Nursing Home.

           4   Q.  I think a moment ago you said there should have been

           5       a care plan put in place to deal with this aspect of

           6       care?

           7   A.  Correct.  And subsequently, the care plan should have

           8       been modified and adapted as evidence emerged of

           9       pressure sore damage.

          10   Q.  Then your conclusion, assuming the inferences you draw

          11       from the records are correct in relation to this aspect

          12       of nursing management?

          13   A.  The pressure area care, both in prevention and

          14       management of some initial damage, fell significantly

          15       below the standard expected of a competent nurse or

          16       under the principles of the NMC.

          17   Q.  On page 22 then, moving on, you look at the question of

          18       nutrition.  What conclusions do you arrive at there?

          19   A.  What we understand is they were successful insofar as,

          20       immediately on admission, there was a swallowing

          21       assessment undertaken by the speech and language

          22       therapist.  That was entirely appropriate.

          23   Q.  We have seen the documentation for that.

          24   A.  We have referred to that document earlier.  However,

          25       there was not subsequently a full nutritional
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           1       assessment, neither is there evidence to suggest that

           2       Mr McInally was weighed whilst he was in hospital.

           3           On the other hand, on a more positive note, there is

           4       evidence that he received TPN, which is that total

           5       parenteral nutrition, which is liquid food for times

           6       whilst he was in hospital.  So clearly, there was some

           7       attempt to provide some nutrition for him whilst he was

           8       in hospital, but my conclusion has to be that, in the

           9       absence of a nutritional assessment, in the absence of

          10       a nutritional dietary intake chart, combined with

          11       failing to weigh him, represents a standard of nursing

          12       which is not in accordance with the NMC.

          13   Q.  If you look at page 14 of your report, where you are

          14       looking at the extracts you have taken from the medical

          15       notes, the notes made by the doctors, it does appear

          16       that, on 29 May, he was reviewed by the dietician for

          17       enteral feeding regime, and the comment was:

          18           "Not been weighed.  However, wife reports weight at

          19       70kg two weeks ago."

          20           There would appear to have been at least some sort

          21       of broad estimate of weight.  Would that suffice?

          22   A.  Well, that dietician review occurred 11 days after his

          23       admission to hospital, so I would suggest that was

          24       inadequate.

          25   Q.  Should there have been a care plan put in place to
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           1       address his nutritional problems?

           2   A.  There should have been a care plan, which also reflected

           3       the decisions made on 29 May 2008 when the dietician

           4       became involved.

           5   Q.  Looking at fluid balance, which you look at on page 23

           6       of your report, what conclusions did you arrive at

           7       there, having regard to what you saw in the records?

           8   A.  Once again, we saw examples of where the fluid balance

           9       charts were not completed accurately or correctly or to

          10       the required standard.  But there is evidence to suggest

          11       that they were monitoring his fluid intake.  But

          12       overall, it is my opinion that the quality of fluid

          13       balance recording again was unacceptable.

          14   Q.  Is this a general picture that you found in the cases

          15       that you looked at?

          16   A.  In all cases I have looked at -- and I am sure we will

          17       review that subsequently -- the fluid balance monitoring

          18       was pretty poor.

          19   Q.  You look next at the stool charting, and you say that

          20       there was a stool chart commenced, and that was the day,

          21       I think, before Mr McInally died; is that right?

          22   A.  That's correct.

          23   Q.  Of course, that is the day that really he developed

          24       loose stools?

          25   A.  Correct.
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           1   Q.  If we look at the charts, this is page 182, we can see

           2       the date is 12 June, 0950, and we are given some

           3       description of the stool.  I think you say that

           4       a standard Bristol stool chart wasn't used, but standing

           5       the fact that this was really the day before he died,

           6       the decision was made not to treat in an active way the

           7       patient, can you be too critical of the fact that there

           8       weren't any further entries in the stool chart?

           9   A.  I can understand, you know, on reflection, that could be

          10       a reasonable conclusion to draw.  However, it was very

          11       early on 12 June 2008 when he had several episodes of

          12       very loose stools, so that was the -- so in my

          13       documentation, I have noted at 0700 hours "incontinent

          14       of loose stools", at 10.30, "diarrhoea, loose stools"

          15       again.  Clearly, those examples had not been -- not all

          16       of them had been entered into the chart.  On that basis,

          17       I'm saying it was inadequate.

          18   Q.  Or, indeed, there were some loose stools on the 13th as

          19       well.

          20   A.  Quite.

          21   Q.  Unlike some of the other cases where you have an ongoing

          22       period, at least we are dealing with a very small window

          23       of opportunity here in this particular case?

          24   A.  I would accept that another position would be that, if

          25       the staff working closely with the patient had clearly
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           1       concluded he was deteriorating very rapidly and they

           2       failed to document in a robust way the stool output,

           3       then one may accept that that was entirely reasonable in

           4       those circumstances.

           5   Q.  My attention is drawn to, again, in this particular

           6       case, a note from the infection control team.  If you

           7       turn to page 18 of the notes, we are looking at the

           8       medical notes, there is an entry towards the bottom for

           9       12 June:

          10           "Infection control: C. difficile isolated from stool

          11       sample.  Now isolated in single side room.  Please

          12       ensure all staff follow infection control precautions

          13       for control of enteric infection."

          14           So I suppose it could be said that completing

          15       a stool chart would be one of the infection control

          16       precautions?

          17   A.  Correct.  Correct.

          18   Q.  Looking then to the question of falls risk, you deal

          19       with that on page 24 of your report, there was a falls

          20       risk assessment carried out in this case; is that

          21       correct?

          22   A.  That is correct.

          23   Q.  If you look at page 136 of the records, do we see here

          24       that the assessment puts Mr McInally into the moderate

          25       risk category?
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           1   A.  Correct.

           2   Q.  The assessment seems to have been done on the day of

           3       admission, 18 May.

           4   A.  That's correct.

           5   Q.  I think we see the date at the top.

           6   A.  Yes.

           7   Q.  Your conclusions in relation to how this was managed?

           8   A.  My conclusion is that the nursing staff clearly

           9       undertook an initial patient falls risk assessment, as

          10       we have seen, on 18 May.  There is no evidence of any

          11       repeat assessments being undertaken whilst he was in

          12       hospital, particularly when his condition changed, of

          13       course, and I would draw your attention to the fact

          14       that, on 21 May, he developed confusion and

          15       hallucinations, and consequently his falls risk at that

          16       stage would have, I suspect, altered.

          17           Importantly, however, in this case the nursing staff

          18       do not appear to have formally documented the

          19       precautions that were required to prevent him falling.

          20       Now, clearly, he presented for the most part as somebody

          21       who remained in bed, although he was hoisted into the

          22       chair from time to time.  So in the event that he became

          23       confused, would he still be hoisted into the chair or

          24       would he be retained in bed?  If he was confused and he

          25       retained in bed, would they require an assessment in
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           1       relation to cot sides in that situation?  Would he be

           2       likely to roll out of bed?

           3           So these are examples of where falls risk assessment

           4       is something where we do an assessment on admission, but

           5       it is a dynamic situation, where, as the condition

           6       changes, then that needs to be taken into account.

           7           So on the one hand, we have an assessment, but it is

           8       not repeated in light of changes; but, more

           9       significantly, I cannot see any evidence of how the

          10       nursing staff caring for Mr McInally would understand

          11       what specific precautions were in place to prevent him

          12       falling, either from his bed or, indeed, from his chair.

          13   Q.  Is that why you conclude then that the nursing staff's

          14       approach to this, on the basis of what you have seen in

          15       the documentation, fell below the acceptable standard?

          16   A.  Quite right.  And I refer, again, to the NMC code of

          17       conduct, where nursing staff are required to act to

          18       identify and minimise the risks to patients.

          19   Q.  Moving and handling then is the next thing you look at

          20       on page 24 of your report.  Your conclusions there?

          21   A.  Again, we can envisage the clear link between falls

          22       assessment and manual handling, as we have on previous

          23       cases: a gentleman with a CVA, managed in a nursing

          24       home, heavily dependent with significant moving and

          25       handling needs, I would suggest.  I found no evidence of
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           1       a moving and handling assessment, nor, indeed, whether

           2       there was any specific plan put in place.  In my

           3       opinion, such a plan -- such an assessment was

           4       absolutely required in this case.

           5   Q.  Finally, then, looking to your comments in relation to

           6       the nursing management of C. difficile, you begin by

           7       saying there was no clear nursing plan.  Again, we

           8       should remind ourselves, I suppose, that the diagnosis

           9       was made just the day before he died?

          10   A.  This is maybe one example where perhaps, in light of

          11       that timescale, I may be slightly overly critical.

          12   Q.  What we do see also, I think, is that there was some

          13       infection control input in the advice we have seen in

          14       the clinical notes?

          15   A.  Correct.

          16   Q.  Standing the short window of opportunity then, may this

          17       be a case where you perhaps have overstated the

          18       criticism you have set out on page 25?

          19   A.  I think, on reflection, I would agree that that has

          20       probably been overstated.

          21   Q.  Then going back to the matter of record keeping that you

          22       address on page 20, subject to the concession you have

          23       made in relation to the nursing management of

          24       C. difficile, do you have any particular additional

          25       observations to make in relation to record keeping?
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           1   A.  I would just re-emphasise the fact that we have

           2       a heavily dependent patient maintained in a nursing home

           3       who presents with a further challenge in the form of an

           4       aspiration who, on the basis of the evidence I have

           5       seen, the nursing staff failed to introduce reasonable

           6       care plans in relation to his incontinence, which also

           7       involved some diarrhoea, his dry mouth associated with

           8       oxygen therapy, his potential for pressure damage as

           9       well as the actual pressure damage, confusion and

          10       hallucinations, cellulitis, and of course he had an

          11       occasional pyrexia.  None of these issues were ever

          12       addressed in a nursing care plan.

          13   Q.  Finally, looking to your summary and overall opinion

          14       that begins on page 18 and goes through to page 19, and

          15       I think we have covered all of that, and you do,

          16       I think, say in the final paragraph that, in relation to

          17       the management of C. difficile, the documentation would

          18       appear to suggest that the infection control team were

          19       actively engaged in ensuring that appropriate infection

          20       precautions were put in place?

          21   A.  Correct.  Can I also add under that particular section

          22       that we clearly saw earlier in the discussion that the

          23       nursing staff had been provided with an assessment in

          24       relation to Mr McInally from the Castleview Nursing

          25       Home.
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           1   Q.  Yes.

           2   A.  It is my opinion that the nursing staff -- it was

           3       incumbent on them to almost follow up with the

           4       Castleview Nursing Home and to establish what his

           5       nursing care requirements were in the nursing home.  It

           6       is my understanding that Castleview Nursing Home will

           7       have implemented a very detailed nursing care plan.  I

           8       believe the nursing staff at the Vale of Leven Hospital

           9       should have requested a copy of that care plan, even so

          10       far as to continue with the programme of care for some

          11       elements of his activities of daily living.

          12           For example, the management of his continence is an

          13       example whereby Castleview Nursing Home were highly

          14       experienced in managing that for Mr McInally, and in

          15       this case I didn't find any evidence that they

          16       consulted.

          17           In my view, the NMC is very clear about the

          18       requirement for nursing staff to work with others in

          19       relation to maintaining continuity of care.  Indeed,

          20       they clearly state that you work with others to protect

          21       and promote the health and well-being of those in your

          22       care.

          23           In my opinion, this was a clear example of a very

          24       heavily nursing-dependent patient who would have

          25       benefited from that degree of working with others:
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           1       namely, the Castleview Nursing Home.

           2   Q.  There isn't an infection control card in this particular

           3       case, and the reason might be obvious, because of

           4       the tight timescales that we are looking at.

           5   A.  Correct.

           6   Q.  But we have seen in the medical records advice being

           7       given by the infection control nurse.

           8   A.  Correct.

           9   Q.  Indeed, in the previous case, in Mrs Stevenson's case,

          10       we saw advice being given by the infection control nurse

          11       that ended up in the nursing notes.

          12           From the point of view of practice, is it good

          13       practice for the infection control nurse to actually

          14       write down, in either the nursing notes or the medical

          15       notes, the advice that's been given in relation to

          16       infection control procedures?

          17   A.  In my opinion, it is both critical and routine.  There

          18       is absolutely no point in an infection control nurse

          19       maintaining her own private records of advice and

          20       treatment separate from the main nursing documentation.

          21           What is critical in this case is that communication

          22       is robust between members of the team caring for each

          23       individual patient who is potentially at risk or

          24       develops an infection, and, consequently, those entries

          25       should have been placed into the -- preferably the
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           1       nursing records.  It is the nurses that would take the

           2       critical role in ensuring that the appropriate

           3       isolation, barrier nursing and other precautions are put

           4       in place.

           5           So on this occasion, the evidence would suggest that

           6       the entry was placed in the medical notes, which may not

           7       have been seen by the nursing staff.

           8   Q.  But in the last case I think we saw the entry was in the

           9       nursing notes?

          10   A.  We did.  Correct.

          11   Q.  You would approve of that practice?

          12   A.  I would approve of that entirely.

          13   MR MACAULAY:  Thank you for that.  My Lord, I now propose to

          14       move on to the last case.  This might be an appropriate

          15       point to adjourn.

          16   LORD MACLEAN:  We will start again at 11.30 am.

          17   (11.10 am)

          18                         (A short break)

          19   (11.35 am)

          20   MR MACAULAY:  Can we now look at the report that you

          21       completed for David Somerville, and we find that in the

          22       database at EXP00670001.  The Vale of Leven records are

          23       at GGC00520001.

          24           Looking to your report, Professor, and turning to

          25       page 4 and the section dealing with Mr Somerville's
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           1       medical history, again, if you can just introduce us to

           2       the medical background and the reasons why he was

           3       admitted to the Vale of Leven on this occasion?

           4   A.  Certainly.  Yes, so David Somerville was admitted as an

           5       emergency admission to the Vale of Leven Hospital on

           6       6 February 2008 with a right deep vein thrombosis, DVT,

           7       and back pain.  Initially, he went through the medical

           8       assessment unit and then ward 6, but was subsequently

           9       transferred to ward 14 for further assessment and

          10       rehabilitation.

          11           Significantly, Mr Somerville had a history of falls

          12       prior to his admission to hospital.  Moreover, five days

          13       after admission to hospital, he developed a C. difficile

          14       infection and was commenced on antibiotics.

          15           Now, in this case, Mr Somerville, who was, I think,

          16       83 years old, remained in hospital for almost 12 months,

          17       excluding a brief period of three days where he was

          18       discharged, but unfortunately required readmission.

          19       During that protracted admission to hospital, he

          20       suffered with numerous C. difficile infections, which

          21       were subsequently treated with vancomycin.

          22           Whilst he was in hospital, he developed examples of

          23       excoriated areas to his sacrum and scrotum, and he

          24       required extensive support from the nursing team for the

          25       vast majority, indeed, of his activities of daily
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           1       living, including eating and drinking, mobilising,

           2       eliminating, cleansing and dressing and maintaining

           3       a safe environment.

           4           It is highly significant that, during this long

           5       period of time in hospital, his weight drastically

           6       reduced from 70kg, on admission, to 50kg.

           7           At the end of January 2009, unfortunately

           8       Mr Somerville suddenly and unexpectedly deteriorated

           9       following an episode of vomiting and pyrexia, on

          10       25 January 2009.  He was reviewed by the medical team,

          11       who concluded that he'd developed a significant

          12       aspiration pneumonia.  As a result of that assessment,

          13       the medical staff reviewed the prognosis with the

          14       nursing staff and concluded that, overall, it was

          15       appropriate to ensure that Mr Somerville remained

          16       comfortable and to administer appropriate pain relief in

          17       the form of diamorphine as and when required.

          18           Subsequently, he died on 25 January 2009.

          19   Q.  Looking at the death certificate at SPF00330001, we see

          20       in section 4 that he was 83 at the date of death, he

          21       died on 25 January 2009 and that C. difficile enteritis

          22       did appear on the death certificate.

          23   A.  Correct.

          24   Q.  You, I think, begin your analysis of the records

          25       in February 2008.  He had been admitted to hospital
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           1       previously, I think, although I don't think you had

           2       particular regard to his previous admissions.

           3   A.  No, I didn't.

           4   Q.  I just want to pick up one point in relation to an

           5       admission in October 2007, if you turn to page 86 of

           6       the records.  We are looking at the medical records, and

           7       the date I want to look at is 22 October 2007.  This

           8       relates to an admission which I think ended at the end

           9       of October, but can you just note there that he appears

          10       to have been C. diff positive also at about this time in

          11       2007?

          12   A.  It appears so, according to the records, yes.

          13   Q.  You have said in your summary that he had numerous

          14       positive results during the period that you looked at?

          15   A.  That's correct.

          16   Q.  If we then look at the nursing extracts that you have

          17       had regard to, beginning on page 6 of your report,

          18       I think the first thing you observe is that there were

          19       plainly nursing records missing from the records you

          20       looked at --

          21   A.  Yes.

          22   Q.  -- and I don't think these have been found.  Can I just

          23       begin by looking at the extracts you have taken from the

          24       medical records, notes made by the doctors to fill in

          25       this initial gap?  If you could turn to page 13 of
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           1       the report, you set out there some extracts from the

           2       medical records and, indeed, the reasons why he was

           3       being admitted.

           4   A.  Correct.

           5   Q.  There is some reference to his previous medical history.

           6       Can we see that on the entry on 11 February, it is noted

           7       that a stool culture positive for C. diff?

           8   A.  Correct.

           9   Q.  Perhaps we can turn to page 34 of the records.  It is

          10       the entry at the bottom of the page, and you have

          11       question marked the 11th, but if we turn on to the next

          12       page, we see the entry is the 12th, so you are assuming

          13       it is the 11th, but the note is "Stool culture.

          14       Positive for C. diff.  Symptomatic.  Diarrhoea and

          15       faecal incontinence".  Do you see that?

          16   A.  Yes, I do.

          17   Q.  If we move on to the next page, page 35, this is for the

          18       12th.  Can we see that in the ward round there is

          19       reference to C. diff positive and then the plan is:

          20           "Isolation when available."

          21   A.  Correct.

          22   Q.  So the suggestion is that he wasn't isolated at that

          23       time?

          24   A.  At that point.

          25   Q.  Then, if you go back to page 13 of your report, can we
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           1       see that on 13 February you have taken from the medical

           2       records that there was another sample which proved to be

           3       C. diff negative?

           4   A.  Yes, correct.

           5   Q.  Moving on now, I think we can probably go back to the

           6       nursing extracts, you begin at 19 February.  The first

           7       entry you have is the patient has been transferred from

           8       ward 6, and he was transferred from 6 to 14; is that

           9       right?

          10   A.  I'm not entirely clear.

          11   Q.  We can look at the entry.  It is page 294.  It appears

          12       to be a ward 14 evaluation sheet.

          13   A.  It is.  That's correct.

          14   Q.  So he had been in 6 and then transferred to 14?

          15   A.  Correct.

          16   Q.  If we look at page 271 of the records, you will see this

          17       is a negative result, in fact, from 11 February 2008 for

          18       C. diff.  It is addressed to ward 3?

          19   A.  Yes, correct.

          20   Q.  Does it seem, if that is right, that at some point

          21       in February Mr Somerville had been in ward 3, if this is

          22       correct?

          23   A.  Correct.  Clearly that microbiology result would seem to

          24       suggest that.

          25   Q.  I appreciate this is a period not covered by the nursing
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           1       entries.

           2   A.  That's correct.

           3   Q.  But at some point, he had been moved to ward 6, and

           4       then, on 19 February, he was moved to ward 14?

           5   A.  That's correct.

           6   Q.  The entry for the 19th, there is a reference again to

           7       "Developed diarrhoea and was diagnosed C. diff

           8       positive"; is that correct?  Is this another diagnosis

           9       in addition to the earlier diagnosis that we noted

          10       in February?

          11   A.  I believe so, but we may need to check.

          12   Q.  Sorry, I think I have misled you.  It says:

          13           "Developed diarrhoea and was diagnosed C. diff

          14       positive on the 11th."

          15           So that simply echoes what we have seen before.

          16   A.  Yes.

          17   Q.  If you move on then to page 7 of your report, on

          18       20 February, you have taken from the nursing records

          19       that there was an episode of loose stools; is that

          20       right?

          21   A.  Correct.

          22   Q.  On the 23rd, there is a reference to, at 2200 hours,

          23       "heels at risk"?

          24   A.  Correct.

          25   Q.  Again, on the 25th, the sacral area remains excoriated
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           1       and reference to a scuffed area on right buttock.  So is

           2       evidence of some pressure?

           3   A.  Yes, we have numerous examples of where pressure areas

           4       are showing evidence of deterioration: namely, heels and

           5       his sacrum, as well as an area on his buttock.

           6   Q.  Can we note, on 22 February, he is now transferred from

           7       ward 14; is that right?  Sorry, on 29 February.

           8   A.  Correct.

           9   Q.  I think he goes to 15; is that correct?  You haven't

          10       noted that?

          11   A.  No, I haven't actually noted that in my report.

          12   Q.  We can take it from the record.  The entry is on

          13       page 310 of the medical records.  There is an entry:

          14           "Transferred from ward 14 this morning with

          15       extensive DVT on right side."

          16           It doesn't tell us, but I think we can work out from

          17       other records that he went from 14 to 15.

          18   A.  Correct.

          19   Q.  So it would appear that, within this period, he seems to

          20       have been in ward 3, then ward 6, then ward 14, and come

          21       the 29th, he goes to ward 15?

          22   A.  Correct.

          23   Q.  If you look towards the bottom of page 7, on 4 March,

          24       again is he found to be C. diff positive?

          25   A.  Correct.
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           1   Q.  Moving on to page 8, again do we see evidence at

           2       1700 hours of more episodes of loose stools?

           3   A.  Yes, correct.

           4   Q.  Is there also reference to his scrotum being very red

           5       and painful?

           6   A.  Yes, correct.

           7   Q.  On 18 March, there would appear to be another sample

           8       that was tested and, again, are we told that he was

           9       still C. diff positive?

          10   A.  Correct.

          11   Q.  Looking towards the bottom of that page, is there some

          12       reference there to a care package being available and

          13       that he was to be discharged on 17 April?

          14   A.  Yes, there is.  That is correct.

          15   Q.  Is this the short period of time that he actually was

          16       discharged but returned a few days later?

          17   A.  Yes.  I believe he returned on 21 April 2008.

          18   Q.  On 21 April, when he reappeared, was it noted that he

          19       had had diarrhoea since his discharge?

          20   A.  Correct.

          21   Q.  If we turn to page 9, do you set out there a number of

          22       episodes of loose stools?

          23   A.  Yes, correct.

          24   Q.  Was there another C. diff positive result that you set

          25       out under reference to the date 8 May?
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           1   A.  Yes, correct.

           2   Q.  I think that is one where we do have the report, and if

           3       you turn to page 268 of the records, can we see, if we

           4       just enlarge that a bit, that the specimen was collected

           5       on 4 May, it is positive, and it is addressed to

           6       ward 15?

           7   A.  Correct.

           8   Q.  Can we take it that, when he was readmitted, he was

           9       readmitted to ward 15?

          10   A.  Yes, correct.

          11   Q.  Again, just moving on to page 10 of your report, do we

          12       now have, on 29 May, a small break on his sacrum?

          13   A.  Yes, that's correct.

          14   Q.  We have noted that.  And again, on 30 May, is there

          15       reference to the groin being excoriated and the skin

          16       broken?

          17   A.  Correct.

          18   Q.  Again, was there another -- he continues, I think, to

          19       have loose stools thereafter; is that right?

          20   A.  Correct.

          21   Q.  Then, on 18 June, is he again found to be positive for

          22       C. diff?

          23   A.  Correct.

          24   Q.  I think, again, this is one where we do have the report,

          25       if you turn to page 259, the specimen seems to have been
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           1       collected on 18 June.  It is positive and the report is

           2       addressed to ward 15?

           3   A.  Correct.

           4   Q.  I don't know if you have been keeping a count, but can

           5       you say how many times he's been positive so far?  Quite

           6       a number of times?

           7   A.  Quite a number of times.  I haven't made a note of

           8       the number of times, but there were significant numbers

           9       of times.

          10   Q.  If we turn to page 11 and look to the entry for

          11       26 August, again, is there a positive result?  There is

          12       a phone call from the lab confirming C. difficile

          13       positive?

          14   A.  That is correct.

          15   Q.  If you move on to page 12 of your report, so we are now

          16       moving into October, 31 October, 1805, "stool specimen

          17       positive for C. diff"?

          18   A.  Correct.

          19   Q.  We have gone through that period fairly quickly, but is

          20       it the position that, throughout that period, he

          21       regularly had diarrhoea?

          22   A.  That is correct.  I clearly summarise, not all of

          23       the full 12-month history, but that was the pattern that

          24       we have seen here in this example.

          25   Q.  There appears to have been a negative result on
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           1       14 November.  Do you see that?

           2   A.  Yes, correct.

           3   Q.  But thereafter, there are further loose stools; is that

           4       right?

           5   A.  Correct.

           6   Q.  You have, on 30 November, that both heels are very red?

           7   A.  Correct.

           8   Q.  Finally, I think, for 25 January, you narrate that he

           9       died on that particular day?

          10   A.  That's correct.

          11   Q.  To try to summarise the position, which I think you have

          12       already done, he really was in the Vale of Leven

          13       Hospital from early February 2008, apart from a few

          14       days, and he remained there until January 2009?

          15   A.  Correct.

          16   Q.  He was found to be positive many times?

          17   A.  Correct.

          18   Q.  For virtually that whole period, he suffered from

          19       diarrhoea?

          20   A.  Yes, unfortunately so, yes.

          21   Q.  And sustained pressure damage in a number of different

          22       areas?

          23   A.  Yes, yes.

          24   Q.  Can we then turn to page 16 of your report, Professor,

          25       where you deal with the temperature, pulse, respiration
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           1       and vital signs records?  What observations do you make

           2       in relation to these aspects of care?

           3   A.  Clearly, this was a significantly long period of time of

           4       documentation to review, and I did, as one would

           5       imagine, discover numerous daily observation charts for

           6       such a long period of time which have been completed and

           7       record his observations at various intervals.

           8           It is of note, however, that having reviewed these

           9       in some detail, my observation was that there were

          10       periods where his clinical observations do not appear to

          11       have been recorded, not just for the occasional

          12       observation, but for significant periods of time.

          13           I think I emphasise in my report, for example, that

          14       there does not appear to have been any clinical

          15       observations of temperature, pulse, respirations and

          16       blood pressure recorded between 28 May 2008 until

          17       14 July 2008 and, similarly, between 3 September 2008

          18       and 20 October 2008.  At this stage, we could conclude

          19       that the observations were missing or, indeed, that they

          20       were not undertaken.

          21   Q.  Let's look at these two possibilities, then.  If the

          22       observations weren't undertaken during these two fairly

          23       lengthy periods, then what would you say about that?

          24   A.  What I would say is it is a minimum requirement to

          25       observe your patients using routine observations.
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           1       Again, as we have described earlier, this is a gentleman

           2       who was significantly dependent on nursing for

           3       activities of daily living, but who invariably was

           4       suffering with significant bouts of diarrhoea which,

           5       for, I think -- what is he -- an 83-year-old man, would

           6       be really quite challenging and could lead to various

           7       complications.

           8           So, in a sense, in terms of the NMC code of conduct,

           9       when one assumes that nursing staff have to act to

          10       identify and minimise the risk to patients, then clearly

          11       we would expect that those nursing staff undertake

          12       regular observations of patients in their care.

          13   Q.  If you look at the first page that you mentioned, from

          14       28 May to 14 July, that is some six weeks, if not more.

          15       Is it conceivable, really, that looking to the condition

          16       of this patient, these basic observations would not be

          17       carried out?

          18   A.  It is hardly conceivable, quite frankly.

          19   Q.  So it may be that the records are --

          20   A.  It may well be.

          21   Q.  If we turn to page 17 of your report, you are dealing

          22       there at the bottom of the page with activities of daily

          23       living, did you find documentation at least relating to

          24       this aspect of assessment in the medical records?

          25   A.  Well, I think, as my report demonstrates, I don't
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           1       believe I was able to find that the nursing staff had

           2       undertaken a formal nursing assessment of

           3       Mr Somerville's needs, again, unless the documentation

           4       has somehow been lost.

           5   Q.  I know there is some documentation, whether it is

           6       relevant or not, but let's just see what we have.  If

           7       you turn to page 296 of the records, there is a document

           8       here that sets out some information in connection with

           9       the patient.  The date appears to me to be 29 February,

          10       and this may relate to the transfer from one ward to

          11       another.

          12   A.  Correct.

          13   Q.  There is a note "readmitted ward 15" I think above that.

          14       Would this qualify as an assessment?

          15   A.  This is not a nursing assessment.

          16   Q.  The other document, if you could look at it for me, is

          17       page 363.  This seems to be an admission form; is that

          18       correct?

          19   A.  It is.  That is the front admission form.  It isn't the

          20       activities of daily living assessment that we have seen

          21       frequently in patients who were nursed at the

          22       Vale of Leven Hospital around that time.

          23   Q.  This appears to be the admission in February 2008?

          24   A.  I would point out that I have already documented that

          25       there was some missing documentation in relation to the
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           1       initial period.  So it could be that the activities of

           2       daily living assessment has been lost.

           3   Q.  Just to see what we do have then, page 292, here we have

           4       a document that I think we have seen in other cases,

           5       perhaps not with you, but it is a patient nursing

           6       summary and it seems to be a transfer form because it is

           7       "transferred from ward 14" and various boxes have been

           8       ticked.  It goes on to another page, page 293, and we

           9       have some further information given, but there is no

          10       date and no signature.

          11   A.  Correct.

          12   Q.  This isn't an activities of daily living admission-type

          13       assessment?

          14   A.  It isn't the documentation that was invariably in use at

          15       the Vale of Leven at that time.

          16   Q.  Could this relate then to the transfer from ward 14 to

          17       ward 15?

          18   A.  I believe it is a transfer document that provides

          19       a very, very basic summary of some key observations, but

          20       it is not the regular activities of daily living

          21       assessment documentation that was routinely completed at

          22       the hospital at that time.

          23   Q.  This document, let's assume it's completed by the

          24       transferring ward and passing on information to the

          25       receiving ward, would that satisfy the receiving ward in
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           1       the sense of not requiring to carry out an activities of

           2       daily living assessment?

           3   A.  No, it wouldn't.  The difficulty I have with this

           4       particular document is it is not dated, so we are not

           5       entirely clear what period of time this relates to, and

           6       it provides minimal information.  And I have some -- for

           7       example, on the sheet that we have in front of us, where

           8       we can see, for example, "incontinent", and "faecally

           9       incontinent", on the other side, "requires minimal help

          10       with hygiene and dressing", it would be interesting to

          11       know what period of time that was, because there were

          12       certainly periods of time where he required significant

          13       assistance.

          14           So I'm not entirely clear what this relates to.

          15   Q.  If it be the case, then, that there was not carried out

          16       the sort of assessment that you envisage ought to have

          17       been carried out, let's just make that assumption for

          18       the moment, that these records aren't missing, it is

          19       just that it wasn't done, then what would your

          20       conclusions be?

          21   A.  I think it is really clear that nursing staff are

          22       required to undertake a formal assessment of a patient,

          23       not only on admission to hospital, but at times where

          24       the condition significantly alters, and from what I have

          25       seen from the documentation, the significant amount of
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           1       documentation, I may add, I could not find what was the

           2       routine activities of daily living assessment.

           3           There are some transfer forms, but one may conclude

           4       that it provides a brief overview of activities of daily

           5       living, but it doesn't represent the policy and the

           6       documentation that was being applied at that time.

           7   Q.  Having looked at that, can we look at the position with

           8       regard to nursing care plans?  You address that on

           9       page 18 and also on page 22 of your report.  Were there

          10       nursing care plans to be found in the records?

          11   A.  Yes.  I think what I was able to find was a brief and,

          12       once again, undated nursing care plan for Mr Somerville.

          13       At this stage, one cannot be entirely certain that this

          14       assessment or this care plan was part of a specific

          15       admission to hospital, because it is extremely vague.

          16       I replicate the care plan entry on page 18 of my report.

          17       I think the problem that we have, the problem that is

          18       described in that entry, which is page 347 --

          19   Q.  Perhaps you can keep your report to one side and put

          20       page 347 on the screen on the other side?

          21   A.  The difficulty with this care plan that we have in front

          22       of us is that, firstly, it is not dated; secondly, the

          23       problem is described as "reduced ability to perform

          24       activities of daily living following acute illness".

          25       The challenge of that is that could relate to the 2007
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           1       admission, I guess, so it is not entirely clear and it

           2       is extremely vague.

           3   Q.  It relates to either ward 14 or 15, which we see towards

           4       the top?

           5   A.  Correct.  I think I would add that, as I have described

           6       earlier, we have an elderly gentleman who had

           7       significant nursing needs in relation to many aspects of

           8       his activities of daily living and, yet, I think

           9       I discovered two care plans, one being this example

          10       which is undated and, therefore, we cannot be entirely

          11       certain of when it was applied and when it was in use.

          12       There is neither a review date for us to draw some

          13       conclusions, and, secondly, I believe I saw an example

          14       of a C. difficile care plan in this case.

          15   Q.  I am going to come to that.

          16   A.  Of course.

          17   Q.  Leaving aside C. diff, which was a problem, really, in

          18       the main throughout this patient's stay in the hospital,

          19       what other care plans do you envisage ought to have been

          20       considered and put into place by this nursing staff?

          21   A.  I would emphasise that, in the case of Mr Somerville, he

          22       relied heavily on the nursing staff for maintaining the

          23       majority of activities of daily living, such as eating

          24       and drinking, mobilising, eliminating, cleansing and

          25       dressing and maintaining a safe environment.
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           1           So there would have been -- if the nursing approach

           2       had been responsible and competent, there would have

           3       been a range of care plans covering those needs that

           4       I have just outlined.

           5   Q.  You mentioned a care plan for C. diff, and let's just

           6       look at that.  Turn, first of all, to page 367.  What we

           7       see here is something that I think we saw in the last

           8       case, and that is a document that appears to be headed

           9       "Source isolation care plan for patients with

          10       C. difficile infection", so it is a pro forma care plan

          11       and it appears to have been put into place

          12       in August 2008?

          13   A.  Which is six months after he was --

          14   Q.  I will come to that.  As a care plan seeking to address

          15       the problem of C. difficile infection, is this an

          16       appropriate type of plan?

          17   A.  No, we need to be absolutely clear that what we have in

          18       front of us is a C. difficile care plan which outlines

          19       the infection control procedures and policies that were

          20       to be adopted in this case and does not in any way

          21       address the consequences on the individual in relation

          22       to contracting significant periods of diarrhoea and

          23       C. difficile.

          24           So it serves a purpose from the infection control

          25       policy perspective, and clearly it reinforces what the
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           1       local health board's infection control policy principles

           2       were into a care plan, so we would commend that and --

           3       but it does not, as I have stated previously, deal with

           4       the other consequences of a significant C. difficile

           5       affecting an elderly gentleman.

           6   Q.  If we just take one or two of the interventions:

           7           "Explain to the patient that they possibly have an

           8       infection which is causing the diarrhoea and that, to

           9       prevent the infection spreading to the other patients,

          10       the team would like to nurse the patient in a single

          11       room."

          12           Are you saying that is directed towards the

          13       infection control team rather than the nurse on the

          14       ward?

          15   A.  No, that is an example whereby it is good practice to

          16       ensure that the patient is aware that he has

          17       a C. difficile infection, for two reasons: one, because

          18       he has a right to know that he has got that infection;

          19       but, secondly, so he can then be informed and understand

          20       the consequences of that infection and the importance of

          21       the infection control procedures that will need to be

          22       adopted and adhered to, so as to prevent, you know,

          23       further infections and other patients becoming infected.

          24   Q.  Next bullet point:

          25           "Isolate patient in a single room, preferably with
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           1       ensuite facilities" and so on.

           2           Again, would that be the sort of intervention that

           3       you would expect to find in a care plan that would be

           4       being set up to nurse C. difficile?

           5   A.  Correct.  Clearly, this pre-prepared care plan provides

           6       that information within it, and clearly they were in

           7       place at that time.

           8   Q.  I may have misunderstood you, but as a care plan seeking

           9       to manage Mr Somerville's C. difficile infection at this

          10       point in time, would this be an appropriate approach?

          11   A.  Sorry if I appear to be repeating myself: this is

          12       reasonable insofar as it demonstrates the infection

          13       control procedures and principles that should be adopted

          14       in this case.

          15           What it doesn't do, for example, is deal with

          16       aspects of nursing care which are clearly potential

          17       complications of C. difficile, such as dehydration, for

          18       example.

          19   Q.  In any event, as you pointed out, this appears in the

          20       medical records first in August 2008?

          21   A.  Correct.

          22   Q.  We know that, up until this point, there had been

          23       a number of occasions when Mr Somerville was diagnosed

          24       with C. difficile?

          25   A.  That is correct.
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           1   Q.  Similarly, if we look at page 365, here we have

           2       a document that is headed "Infection control care plan

           3       for a patient with Clostridium difficile" and the date

           4       now is 12 November 2008, so time is marching on?

           5   A.  Correct.

           6   Q.  Would you describe this as an appropriate care plan for

           7       the management of Mr Somerville's C. difficile?

           8   A.  Again, you know, this is a care plan that has been

           9       developed by the infection control team, I suspect, and

          10       is a variation on the previous version that we

          11       considered, because it entirely deals with the infection

          12       control principles in relation to accommodation and hand

          13       hygiene, not the physiological consequences of

          14       a significant C. difficile infection in an 83-year-old

          15       man and the problems and potential hazards that that may

          16       incur for him.

          17   Q.  Someone has written on it "Care plan, updated version".

          18       Do you see that?

          19   A.  Correct.

          20   Q.  I think, as I understand what you are saying, this

          21       documentation would generate a nursing care plan

          22       directed towards the particular needs of the patient?

          23   A.  Correct.

          24   Q.  If that then is what there is in the medical records in

          25       relation to care planning over the whole period that
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           1       Mr Somerville was accommodated in the Vale of Leven,

           2       what conclusions do you come to in relation to this

           3       aspect of management?

           4   A.  I think, as I have stated previously, you know, the

           5       evidence would appear to suggest that there was an

           6       inadequate approach to care planning for

           7       David Somerville, and I have arrived at that opinion on

           8       the basis that there were no specific individual nursing

           9       care plans developed to address his significant nursing

          10       needs which I have described earlier and, indeed, the

          11       complications associated with numerous and, I assume,

          12       debilitating C. difficile infections affecting an

          13       83-year-old frail gentleman.

          14           I'm just mindful of, you know, some of the vivid

          15       entries that I recall from the nursing documentation

          16       which describes David Somerville as being really fed up,

          17       having just diarrhoea upon diarrhoea.  It must have been

          18       terribly debilitating.

          19   Q.  Moving on to page 23 of your report and your discussion

          20       on pressure sore management, what did you find from the

          21       records under this particular area of management?

          22   A.  Clearly, there has been a Waterlow assessment completed

          23       for David Somerville, although this is not dated,

          24       I believe, and so we can't be entirely clear when that

          25       was put in place.  From my assessment of that individual
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           1       assessment, I believe that the patient was underscored

           2       in relation to the risk as high risk, when I think, from

           3       my analysis, it should have totalled 20, which would

           4       have placed Mr Somerville at very high risk.

           5           However, the nursing evaluation completed on a daily

           6       basis makes many references to the fact that

           7       David Somerville was at risk of developing pressure

           8       sores and, indeed, was developing early signs of

           9       pressure sores.

          10           Now, importantly, in this case, despite that

          11       observation, the numerous observations and indeed his

          12       assessment, the nursing staff did not prepare

          13       a reasonable plan of nursing care which clearly

          14       prescribed the nursing actions to be introduced to

          15       prevent pressure sores occurring.

          16   Q.  You say he did develop pressure damage?

          17   A.  He did develop signs of pressure damage throughout the

          18       12 months.

          19   Q.  We had seen in records from the RAH the sort of

          20       documentation that you would seek to put in place to

          21       assess the extent of the pressure damage and, indeed,

          22       things like turning charts in order to address the

          23       problem?

          24   A.  Yes.  I mean, there are two significant omissions in

          25       relation to documentation.  The first, I suspect, is the
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           1       presence of a turning chart for an individual patient

           2       who was at high risk of developing pressure sores, and

           3       you are correct to state that, in examining some of

           4       these cases, we have seen evidence from the

           5       Royal Alexandra Hospital of patients who have been

           6       successfully placed on a quite detailed turning chart.

           7       So clearly that is helpful.

           8           As well in this case, I have not been able to find

           9       any example of whether a pressure-relieving mattress was

          10       introduced for Mr Somerville, and, clearly, if we accept

          11       that Mr Somerville was at very high risk of developing

          12       pressure sores and, indeed, was developing early signs

          13       of pressure sores, then it would be incumbent on the

          14       nursing staff to ensure that he was nursed on an

          15       appropriate mattress.  Again, I could find no evidence

          16       of that.

          17           Finally, I couldn't find any examples of where his

          18       Waterlow assessment was repeated on discovering that

          19       pressure damage had occurred.

          20   Q.  I will look at the Waterlow assessment in a moment, but

          21       if you could turn to the medical records that we have

          22       for the Royal Alexandra Hospital for Mr Somerville in

          23       relation to an admission there in 2007 and look at

          24       GGC27060159, we are looking at a risk assessment and

          25       pressure area management chart, similar to what I think
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           1       we have seen in a previous case.  Is this the sort of

           2       analysis you would expect to see: namely, the Waterlow

           3       tool and then some sort of analysis in relation to

           4       location, classification, and so on?

           5   A.  This is significantly better than what we have seen at

           6       the Vale of Leven Hospital.  I would probably suggest

           7       that the actual wound assessment there could be even

           8       further developed in relation to the nature of

           9       observations made and descriptions of the wounds or

          10       pressure sores, but it is certainly a reasonable attempt

          11       at describing and documenting pressure sores.

          12   Q.  Page 158, the preceding page, where we get the dates

          13       in August 2007, again, is this the sort of documentation

          14       you see with the dressings used, the rationale for the

          15       dressing choice and so on?  Sorry, it is not up yet.

          16       Page 158.

          17           So we have a document that sets out the nature of

          18       the dressings, the rationale for dressing choice and so

          19       on.  Again, is this the sort of document you would

          20       expect to find?

          21   A.  That is correct.  However, I think you will observe

          22       yourself that, at the top of that document, it provides

          23       the opportunity for the nursing staff to document in

          24       some detail various descriptive elements in relation to

          25       the wound in terms of its width, its length, its size,
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           1       its depth, whether you have actually taken a physical

           2       size recording of that wound, whether it is malodorous,

           3       whether a swab has been sent.

           4           Clearly, on that occasion, all we see is that

           5       a wound swab was sent.  So an opportunity, I suspect,

           6       has been missed to provide a much more rigorous review.

           7   Q.  I should perhaps have taken you to the previous page,

           8       page 157.  Again, there is a pro forma and then some

           9       information given: description, appearance, exudate, and

          10       so on and so forth?

          11   A.  Thank you for that.

          12   Q.  That is what you envisage?

          13   A.  So we can see from the Royal Alexandra Hospital a number

          14       of documents that provide an excellent opportunity for

          15       the nursing staff to fully document, not only the

          16       pressure sores and wounds, but how they are progressing

          17       or not and, as well as that, the nature of the dressings

          18       that were being utilised.  That is a professional

          19       approach.

          20   Q.  Perhaps finally looking to 160, which is part of the

          21       same section of the records, do you see there the UK

          22       consensus classification of pressure sore severity --

          23   A.  I do.

          24   Q.  -- and the various stages that pressure sores can be

          25       addressed at?
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           1   A.  Yes.

           2   Q.  Going back to your report, you mentioned that there was

           3       some Waterlow assessments carried out.  Can you look at

           4       page 355 of the Vale of Leven records?  Here we have the

           5       tool that we have become familiar with, the Waterlow

           6       score tool, that has been completed with a score of,

           7       I think, 15-plus high risk.

           8           Did you say a moment ago this was not properly added

           9       up?

          10   A.  I think, from my recollection -- I think I have added

          11       all of the circled numbers and I think I arrive at 20.

          12   Q.  That would put the patient at very high risk?

          13   A.  At very high risk.

          14   Q.  But there is no date on this form?

          15   A.  There is no date.

          16   Q.  And there are no other accompanying documents, as we

          17       sometimes find, to indicate any reassessment?

          18   A.  Or, indeed, care plan; correct.

          19   Q.  The other Waterlow form in the records is at page 353,

          20       and that one is totally blank?

          21   A.  Correct.

          22   Q.  Coming back then to your report, what are your

          23       conclusions in relation to this aspect of management?

          24   A.  In relation to pressure sore management, in light of my

          25       observations and clearly the discussion we have had,
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           1       there is clearly evidence that the nursing staff failed

           2       to prepare a specific nursing care plan aimed at

           3       preventing pressure sores as well as providing an

           4       advanced pressure-relieving mattress.

           5           In my opinion, this represents a standard of nursing

           6       care that falls significantly below what would be

           7       expected of a competent nursing team and, indeed, the

           8       Nursing & Midwifery Council.

           9   Q.  Nutrition, I think, is the thing you next look at, on

          10       page 24 of your report.  I think you begin by observing

          11       that Mr Somerville's nutrition presented a significant

          12       challenge during his stay.  Is that correct?

          13   A.  Absolutely correct.  He presented a significant

          14       challenge.  Indeed, we now know, don't we, that he lost

          15       20kg during his long stay in hospital.  However, there

          16       was some evidence of assessment that I identified which

          17       was completed on 19 February 2008.

          18   Q.  What observations do you make then, having considered

          19       the records?

          20   A.  In looking at the nutritional screening tool which

          21       identified a medium risk score, when I reviewed this

          22       assessment, it would appear to suggest that the risk

          23       score was miscalculated.  I have arrived at that opinion

          24       on the basis that it would appear that the nurse

          25       completing the assessment has incorrectly added the risk
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           1       scores on that occasion.  So the wrong score was

           2       assessed.

           3           Whereas I believe that the correct score would have

           4       placed Mr Somerville in the high risk category, based on

           5       a score of 6, the high risk category being between 6 and

           6       15.

           7   Q.  If we look at the document itself on page 354 of

           8       the records, this is the document you have in mind, is

           9       it?

          10   A.  That's correct.

          11   Q.  So the arithmetic, if you add up the numbers that have

          12       been circled, should bring out 6 and not 4 to 5; is that

          13       correct?

          14   A.  That was my conclusion.

          15   Q.  I think we can all do the maths ourselves.  I think this

          16       seems to have been done on 19 February 2008 originally;

          17       is that correct?

          18   A.  I think that's correct, yes.

          19   Q.  There appear to have been some fairly regular

          20       reassessments carried out.

          21   A.  Correct, yes.

          22   Q.  The weight appears to drop down from 70kg on 19 July to

          23       49.5kg, and then, on 18 October, when it was

          24       discontinued, to 51.9kg.

          25   A.  Yes, and the observation which is clearly a concern to
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           1       me is that, whilst this assessment would suggest that

           2       a food chart would be maintained for three days,

           3       I couldn't find any evidence to suggest that such chart

           4       was completed as was directed on this chart.

           5   Q.  I suppose the -- well, does it depend on when the

           6       instruction was given?  I think there is a food chart

           7       somewhere, if you look at page 368 of the records.  We

           8       have a food chart for January 2009, for the 4th, the 5th

           9       and the 6th, albeit that is beyond the period covered by

          10       the nutritional screening tool which was discontinued,

          11       it would appear, in October 2008.

          12           If we go back to page 354, is it possible to say

          13       when the instruction for the food chart for the three

          14       days was given?

          15   A.  I'm just referring again to my report.  I seem to

          16       believe it was completed on 19 February 2008.

          17   Q.  If you look at the screening tool, the date on the tool

          18       is 19 February 2008.  Did you assume that the

          19       instruction for the food chart was made on that date?

          20   A.  I did, but of course, that could have been added at any

          21       time.

          22   Q.  But this form that we are looking at seems -- the last

          23       entry, at least, we see is for 18 October 2008?

          24   A.  Correct.

          25   Q.  If we look at page 349, this is a nutrition profile
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           1       which appears to be dated 19 February 2008.  That is

           2       perhaps not relevant to that.

           3   MR PEOPLES:  I think the date is below in the bottom right.

           4       It is just the date of admission recorded in the top

           5       right.  I think it is the date at the bottom.

           6   MR MACAULAY:  If you go back to page 354, I think what

           7       Mr Peoples is saying is he is drawing attention to the

           8       document -- that the "Action, if any, taken on

           9       admission" box has got "Food chart for three days".

          10   A.  Correct.

          11   Q.  It might infer that that would, therefore, be something

          12       that should happen then?

          13   A.  Correct.

          14   Q.  There is no evidence of that in the medical records.

          15       What we have in the medical records, I think, is a food

          16       chart for three days in January 2009?

          17   A.  Correct.  Yes.  Yes.

          18   Q.  Having regard to the material we have in relation to

          19       nutrition, what conclusions do you come to?

          20   A.  So what we have here is very clear evidence of

          21       Mr Somerville losing significant weight over quite

          22       a long period.  We could have assessed on admission that

          23       he presented a significant nutritional risk and,

          24       consequently, in my opinion, the nursing staff should

          25       have been closely observing his nutritional intake.  As
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           1       we have now discovered, we have only seen evidence of

           2       three days' recording of nutritional intake, which

           3       I would further add does not provide reassurance to me

           4       that adequate nutrition was being consumed over the

           5       three days that were observed.

           6           I would further add the point that it is of

           7       significance that I have quite recently been provided

           8       with the dietician records in relation to this case, and

           9       it would appear that the dietician only became involved

          10       some ten months after his admission to hospital.

          11           Now, here we have an elderly gentleman of 83 who is

          12       losing significant amounts of weight, and yet

          13       a dietician doesn't appear to be involved until ten

          14       months following the first admission -- the admission

          15       in January, shall we say.

          16   Q.  If I can take you back to page 349 that we looked at

          17       just a moment ago -- we can keep 354 on the screen --

          18       can we see, if we look to the bottom right, that it is

          19       suggested that the nutritional assessment has been

          20       transferred to this profile on 21 October 2008?

          21   A.  Correct.

          22   Q.  Does it appear that the method of assessing nutritional

          23       status changed?

          24   A.  It would appear so.

          25   Q.  The document 354 with the date ending 18 October 2008

                                            77

           1       seems to fit into that?

           2   A.  Correct.

           3   Q.  So that might suggest that a food chart for three days

           4       then was an instruction given prior to October 2008?

           5   A.  Possibly, yes.

           6   Q.  There is no evidence of that being followed through?

           7   A.  No.

           8   Q.  I think you conclude that the approach to nutrition fell

           9       below the standard expected of the nursing team?

          10   A.  Yes.  I think the evidence in relation to

          11       David Somerville paints a pretty bleak picture of

          12       the nursing staff's approach, which should, of course,

          13       be in collaboration with other colleagues, and I would

          14       emphasise the dietician in this case.

          15           In my opinion, in terms of the risk that he posed,

          16       and clearly the evidence was demonstrating he was losing

          17       weight, the approach was unacceptable and certainly was

          18       not in accordance with the NMC code of conduct.

          19   Q.  You then move on to look at fluid balance, and perhaps

          20       you can just summarise for us what your conclusions

          21       were, having looked at the fluid balance charts that

          22       were available?

          23   A.  Considering his long and regular periods of dehydration,

          24       fluid balance charts are clearly a requirement in order

          25       to monitor and prevent any consequences of that, for
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           1       example, dehydration.

           2           Despite this, in many cases, when I have examined

           3       the fluid balance charts, I have identified that they

           4       were completed incorrectly or not accurately or to the

           5       required standard and, invariably, the fluid balance

           6       charts fail to record any oral fluid intake and

           7       frequently fail to record any fluid output and, in those

           8       circumstances, one can have absolutely no idea as to

           9       whether the hydration of an 83-year-old gentleman with

          10       significant diarrhoea is being maintained.

          11           I therefore conclude quite simply that the fluid

          12       balance chart recording was woeful for Mr Somerville.

          13   Q.  Looking to stool charting which you deal with on page 26

          14       of your report, I think it is right to say that there

          15       was some evidence of stool charts being completed in

          16       this particular case?

          17   A.  That is correct.  I found evidence of significant

          18       periods during his long stay in hospital where the

          19       nursing staff were monitoring his stool charts, but not

          20       in line with a Bristol stool chart, but clearly there

          21       was some description in terms of consistency and colour,

          22       et cetera.

          23   Q.  Let's look at what we have and then take it from there.

          24       If you turn to page 278 of the medical records, do we

          25       have here a detailed stool chart commencing
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           1       in August 2008?

           2   A.  Yes, we certainly have a fairly reasonable account.

           3       Clearly there are some gaps.  I'm not entirely convinced

           4       that every stool -- every episode of diarrhoea has been

           5       reported.  However, you can see quite clearly a picture

           6       of an individual who is suffering with significant bouts

           7       of diarrhoea.

           8   Q.  Similarly, if you look at page 305 of the records?

           9   A.  Again, yes, that is further evidence of monitoring.

          10   Q.  Here we are looking at the period from late October

          11       certainly through to the end of the year and, indeed,

          12       I think, if we look at page 306, the chart goes on for

          13       another complete page?

          14   A.  In fact, the previous chart seems to suggest that they

          15       may be using the Bristol stool chart.

          16   Q.  Of course, by now, I think the problem has been

          17       identified in the Vale of Leven, in that there have been

          18       some investigations into what happened, but is there any

          19       evidence at all of any stool charts for the other

          20       periods, quite a number of other periods, when

          21       Mr Somerville was diagnosed with C. difficile and had

          22       loose stools?

          23   A.  I think as I said previously, there are significant

          24       periods of monitoring, but there are periods where it

          25       doesn't appear he was monitored.
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           1   Q.  The monitoring appears to have started in August 2008?

           2   A.  Correct.

           3   Q.  Nothing before that?

           4   A.  Correct.

           5   Q.  Your conclusion then, having regard to the fact, if it

           6       be the fact, that there was no monitoring prior

           7       to August 2008, would be what?

           8   A.  Well, as I describe in my report, the nursing staff

           9       failed to adequately monitor the stool charts for

          10       David Somerville.

          11   Q.  Then looking to falls risk assessment, I think you

          12       conclude that, having regard to the materials you looked

          13       at, the nursing staff did adequately document the

          14       precautions that were required to be implemented and

          15       there was no evidence to suggest that Mr Somerville

          16       experienced any falls whilst he was in hospital?

          17   A.  Correct.

          18   Q.  So that was an acceptable approach?

          19   A.  Correct.

          20   Q.  Looking to moving and handling that you touch upon at

          21       page 27 of your report ...

          22   A.  Yes, in relation to moving and handling, I was able to

          23       identify a patient care plan for moving and handling

          24       which is commendable within the documentation which

          25       appears to have been completed at the end of May 2008,
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           1       which is some three months or so since he was admitted

           2       to hospital.  That outlines in some detail the moving

           3       and handling requirements.

           4           On the basis of that, clearly the nursing staff,

           5       from May 2008, did have a moving and handling care plan

           6       in place, but prior to that, they did not.

           7   Q.  The document that I am able to find in the records,

           8       page 358, is that the May moving and handling

           9       assessment?

          10   A.  Yes.  So, as you can see, at the bottom of that

          11       particular chart, the first entry is 25 May 2008.

          12   Q.  If you turn to page 357, there appears to be another

          13       moving and handling plan that covers August through

          14       to October?

          15   A.  Correct.

          16   Q.  Then, if you look at page 356, a plan that goes on

          17       from November through to January 2009; is that correct?

          18   A.  That's correct.

          19   Q.  Is that an appropriate --

          20   A.  From May onwards, the approach was reasonable.  The

          21       concern I have is, for that three- or four-month period

          22       prior to that, there was not a moving and handling plan

          23       in place.

          24   Q.  Finally, then, looking at the nursing management of

          25       C. difficile, which is the last particular section you
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           1       look at, what conclusions do you arrive at there?

           2   A.  What I have concluded here is that, on this occasion, we

           3       did see those examples of infection-control-based plans

           4       in place, which are essentially introduced to ensure

           5       that the infection control elements of care are

           6       provided.

           7           I was struggling to find the evidence that he was

           8       appropriately isolated.  Certainly, in some of

           9       the initial stages it wasn't entirely clear when he was

          10       isolated, which was a concern.  Clearly, we recognise

          11       that the infection control charts came six months after

          12       his admission to hospital.  In those early days, it was

          13       a little unclear as to when isolation started and

          14       stopped from my assessment in the absence of a care plan

          15       for those early six months.

          16           Consequently, on the basis that there wasn't an

          17       infection control care plan in place to deal with the

          18       physiological consequences of a C. difficile diarrhoea

          19       outbreak, which he suffered on numerous occasions, and

          20       combined with the fact that there was no infection

          21       control care plan for six months, my only conclusion is

          22       that the care planning in relation to C. difficile was

          23       inadequate and certainly not in line with the NMC

          24       expectations.

          25   Q.  If we look back at the section you deal with, record
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           1       keeping, on page 21 of your report, is there anything

           2       you say there that we haven't covered when we looked at

           3       the specific items of care?

           4   A.  Well, I would just reiterate the significant point is

           5       that, from my assessment of the documentation in

           6       relation to Mr Somerville, the nursing staff, you know,

           7       have not developed appropriate care plans for an

           8       individual who clearly required significant nursing

           9       interventions and had significant needs, including

          10       double incontinence, diarrhoea, back pain, early signs

          11       of pressure damage and occasional pyrexia.

          12   Q.  Finally, then, looking to your summary and overall

          13       opinion, pages 19 and 20 and through to page 21, is

          14       there anything you would want to add to the summary that

          15       you have set out there?

          16   A.  Nothing further I would need to add.

          17   Q.  I now want to take you to your summary report,

          18       Professor, if we can have that on the screen,

          19       EXP01050001.  I think you do a fairly succinct summary,

          20       if I may say so.  If we turn to page 2 of the report,

          21       you deal with different aspects of care in separate

          22       paragraphs, I think that is how you have approached it.

          23   A.  Correct.

          24   Q.  Perhaps you can just give us a -- is it possible, rather

          25       than reading the whole report, to give us an overview of
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           1       your conclusions in relation to the ten cases that you

           2       looked at?

           3   A.  If I can put this as simply as possible, my overview of

           4       the nursing records in relation to the ten patients that

           5       I examined overall represented a quality of record

           6       keeping, care planning and risk assessments which were

           7       not in accordance with the NMC's code of conduct.  That,

           8       very broadly speaking, would be my conclusion.

           9           There were examples of good practice.  However, they

          10       were extremely rare.  There was not any individual

          11       patient for whom I would conclude the quality of care

          12       planning and the quality of documentation would suggest

          13       that the care was adequate.

          14           So it is clearly a fairly critical review, in

          15       a sense, focusing entirely on the nursing documentation,

          16       of course, and other documentation which clearly has,

          17       perhaps, some limitations, but from a Nursing &

          18       Midwifery Council perspective, documentation is really

          19       critical to demonstrating high-quality care, and what we

          20       have seen consistently with the ten cases is very poor

          21       record keeping.

          22   Q.  Is there anything that I have taken from you over the

          23       last days that would alter your view in relation to any

          24       of the observations or criticisms that you make in this

          25       summary report?
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           1   A.  I don't believe, having reviewed, as you say, over

           2       several days, each case individually, that I would alter

           3       my opinion in any way.

           4   Q.  If we turn to page 3, you seem to be particularly

           5       critical of the approach taken in the Vale of Leven to

           6       fluid balance --

           7   A.  Correct.

           8   Q.  -- where you describe the recording overall as

           9       "lamentable", which is quite strong language.

          10   A.  It is extremely strong language, but I think it doesn't

          11       even require a registered nurse to recognise that, if we

          12       don't ensure an individual patient, compromised by

          13       a medical condition or by being significantly elderly,

          14       that they receive adequate fluids and that that is

          15       monitored when they are seriously ill, then, of course,

          16       a registered nurse would be extremely concerned to

          17       discover that that fundamental need of hydration is not

          18       being adequately observed or monitored or, indeed, the

          19       numerous cases I found where oral intake was wholly

          20       inadequate.

          21           I therefore have concluded that the fluid balance

          22       recording for many of those cases was lamentable.

          23   Q.  Looking to the nursing of C. difficile in particular

          24       that you look at on page 4 of the report, you say under

          25       reference to the ten patients that nine of the patients
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           1       received poor or inadequate nursing care.

           2   A.  That's correct.

           3   Q.  Does that remain your view, having looked again at the

           4       documentation?

           5   A.  That is correct.

           6   Q.  The point you make in the second half of that paragraph,

           7       that the care of C. difficile infections appeared to be

           8       secondary and almost consequential to the ongoing,

           9       identified medical needs of each patient, can you just

          10       elaborate upon that: how did you come to that particular

          11       view under reference to your examination of the records?

          12   A.  Well, because, invariably, having reviewed in detail the

          13       medical records of these ten patients, I struggled, if

          14       ever, to find that the nursing staff had formally

          15       documented that the patient has a C. difficile infection

          16       and diarrhoea and then put in place a plan of care that

          17       would offset the physiological risks associated with

          18       such an illness, particularly when it affects the

          19       vulnerable elderly.

          20   Q.  Your overall conclusion and opinion then that you set

          21       out in the last three paragraphs of your report, looking

          22       to the first paragraph, can you just summarise what that

          23       message is?

          24   A.  In terms of my overall summary, having reviewed the ten

          25       cases, the evidence would appear that, based on the
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           1       documentary evidence, the nursing care of these ten

           2       patients was poor overall and at times lamentable.

           3           I make the point, and I make no apology, that, you

           4       know, the nature of C. difficile infection and long,

           5       protracted periods of diarrhoea in the elderly is

           6       debilitating and, from my assessment of these records,

           7       it doesn't appear that it was adequately assessed by the

           8       nursing team or professionally considered by the whole

           9       healthcare team.

          10           When these assessments and care plans were in place,

          11       they were extremely limited and focused primarily on the

          12       medical care of C. difficile; for example, by

          13       administering antibiotics to combat the infection.

          14   Q.  Then moving on to your final paragraph, perhaps you can

          15       take us through that?  That is your final conclusion, on

          16       page 5 of your report?

          17   A.  It was a difficult conclusion to reach and one that

          18       I hesitated in describing as I have described in this

          19       report, but my conclusion, having reviewed these ten

          20       sets, and I just want to emphasise I have been reviewing

          21       individual nursing records in relation to patients for

          22       15 years along with my role as a chief nurse where

          23       I very regularly reviewed patient care at ward level, it

          24       is in that context that I conclude that these patients

          25       had significant nursing needs and the evidence from the
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           1       documentation would suggest that these needs were not

           2       consistently being met by the staff.

           3           I would go so far as to say that, as a consequence

           4       of that, patients were put at considerable risk due to

           5       what appears to be poor standards of care, as I have

           6       based on the record keeping.

           7           Consequently, it is my expert opinion that, on the

           8       basis of this evidence, then, it would appear to suggest

           9       that the Vale of Leven Hospital, in the cases I have

          10       seen, failed to ensure that care to these vulnerable

          11       people was delivered to an acceptable standard,

          12       particularly in accordance with the Nursing & Midwifery

          13       Council code of conduct.

          14   Q.  Thank you for that.  Finally, you will be pleased to

          15       hear, I am required to ask you questions I have been

          16       asked to put to you on behalf of the health board.

          17       I think I have already taken from you that you have

          18       never actually worked in Scotland before?

          19   A.  That's correct.

          20   Q.  I will put some propositions to you and then put

          21       something to you and see whether or not you agree, but

          22       it has been suggested that, in recent years, there has

          23       been a reallocation of the duties of doctors and nurses,

          24       with some nurses taking on some work formerly done by

          25       doctors and some work formerly done by nurses has been
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           1       taken on by healthcare assistants and, in order to

           2       manage this change, previously untrained staff,

           3       healthcare assistants, were offered training, usually at

           4       SVQ levels 2, 3 and 4, to enable them to carry out

           5       activities that registered nurses used to carry out,

           6       such as dressings, venepuncture and the like, and this

           7       gradually evolved over a period of years as the training

           8       and release of staff was time-consuming and

           9       resource-intensive.  It was difficult for some staff to

          10       adapt to more onerous and responsible work that was now

          11       expected of them.  On occasions, this resulted in staff

          12       taking on responsibilities which they were ill-equipped

          13       to do.

          14           If I put that to you in the form of a question

          15       against the background that I have put to you, is that

          16       something within your knowledge in relation to Scotland

          17       during the period including January 2007 and June 2008?

          18   A.  I think the picture that you describe around the

          19       changing roles and responsibilities between doctors and

          20       nurses and healthcare assistants has been occurring for

          21       a number of years throughout the United Kingdom, so

          22       there is no difference, in a sense, between Scotland,

          23       England, Wales and perhaps Northern Ireland.  There has

          24       been a slight shift.  It doesn't, in any way, this shift

          25       in focus, take away from the registered nurses and the
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           1       responsibility to practise in accordance with the NMC

           2       code of conduct.

           3           It does require the organisation, of course, who is

           4       responsible and oversees the quality of care and the

           5       actions of those nurses, and particularly those

           6       individuals who are taking on advanced roles, that they

           7       are adequately and appropriately prepared for those

           8       roles.

           9           The important thing in relation to this aspect is an

          10       organisation has to be entirely clear that the

          11       individuals are happy to accept those roles; secondly,

          12       that they have been trained to do those roles; and,

          13       thirdly, that those roles are seen as acceptable from

          14       a professional perspective.

          15           Now, the example -- you didn't provide any specific

          16       examples, other than venepuncture and dressings.  Again,

          17       that is all entirely reasonable.  So the organisation

          18       has a responsibility to ensure that, even through the

          19       change process, those nursing staff can continue to

          20       provide a level of care in accordance with their

          21       regulatory body.

          22   Q.  Can I ask you next, what do you know about the Leading

          23       Better Care Review in Scotland?

          24   A.  Yes.  I have been provided with the documentation

          25       providing an overview of how Scotland has been
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           1       reviewing, not only the role of the senior ward sisters

           2       at ward level, but also, in doing so, developing a range

           3       of performance measures, nursing performance measures,

           4       that they have been considering in terms of auditing

           5       from a national and hospital perspective.

           6   Q.  Does this then lead to providing senior nurses with more

           7       responsibility?  What is the purpose of it, so far as

           8       you are aware?

           9   A.  I haven't worked in Scotland, but a ward sister, to me,

          10       is a ward sister and, from my experience, they were in

          11       charge of the ward and, in my experience, were

          12       responsible for overseeing the quality of care of

          13       patients within the remit.

          14           Invariably, job descriptions for ward sisters for

          15       a decade or more has always clearly stated that the ward

          16       sister has 24-hour responsibility for nursing care on

          17       their ward.  I don't believe it is any different in

          18       Scotland.  I would be happy to be corrected.

          19   Q.  If I can put to you what is suggested, it is that the

          20       Leading Better Care Review in Scotland, in outline,

          21       means that, after June 2008, the Leading Better Care

          22       Review resulted in senior charge nurses, formerly known

          23       as ward managers, throughout Scotland being given

          24       extended powers and duties and training in what this

          25       would require of them, and the purpose of implementing
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           1       the Leading Better Care Review was to make senior charge

           2       nurses ward leaders accountable for the ward or clinical

           3       area of which they had charge and to give them the

           4       authority they needed for that purpose.

           5           The aim of the SCN Review was:

           6           "To create a modern, clinical leadership role to

           7       enable frontline senior charge nurses to maximise their

           8       contribution to delivering a safe and effective care by

           9       developing their leadership capacity and capability."

          10           Does that accord with your understanding of what the

          11       purpose of this review was?

          12   A.  That excerpt that you have reflected is my understanding

          13       of what was occurring in Scotland.

          14   Q.  It is suggested that some of the broader, hospital-wide

          15       management roles, such as bed management for the

          16       hospital, bleep holding, et cetera, were taken from

          17       senior charge nurses, ward managers, to allow them time

          18       to carry out these new functions?

          19   A.  And that is commendable.

          20   Q.  Senior charge nurses were to be held accountable for the

          21       quality of nursing care delivered in their clinical

          22       area; an authority they had lost over previous years was

          23       to be restored.

          24   A.  Again, I can accept that from my experience, and it

          25       isn't from Scotland, although I have reviewed cases in
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           1       Scotland and I have reviewed many cases as an

           2       independent nurse in Wales.  Over those years, the ward

           3       sister has clearly still been the figurehead and there

           4       have always been good ward sisters.

           5           Perhaps in Scotland it was a very serious effort to

           6       try to raise the quality of the performance of

           7       the senior sisters to a higher level, which, again,

           8       I would commend.

           9   Q.  I suppose, ultimately, you still have to remain

          10       accountable to the NMC standards set out in the code?

          11   A.  Quite right.  Every individual registered practitioner

          12       on the register is accountable for their actions, and

          13       clearly a ward sister, any ward sister, whether it was

          14       2003, 2007 or today, would recognise that, as a ward

          15       sister, they have increasing accountability, which is

          16       often enshrined in their job descriptions, revolving

          17       around coordinating and evaluating the quality of care

          18       within their ward.  And I don't believe that has

          19       changed.  If some of the focus has been lost in Scotland

          20       and they are trying to attempt to improve that, then

          21       that is commendable.

          22   Q.  Can I ask you this: do you accept that hospitals have

          23       sometimes engendered a culture of recording

          24       administration and meeting targets which takes nurses

          25       away from direct or hands-on care of patients?

                                            94

           1   A.  That is an interesting question.  I think that,

           2       increasingly, there has been nursing documentation which

           3       has -- some documentation has become burdensome and,

           4       consequently, we have seen the evolution of

           5       the productive ward approach as one way to try to

           6       streamline some documentation.

           7           So let me just explain a little further.  Often in

           8       nursing we have seen examples whereby departments or

           9       hospitals have created more and more and more

          10       documentation, much of which is replicating other

          11       documentation.  The productive ward has tried to find

          12       ways to reduce the amount of replication and unnecessary

          13       paperwork.

          14           I have to say, though, in terms of an overall

          15       opinion, the vast majority of nursing documentation is

          16       required, although some can be streamlined, and

          17       I wouldn't necessarily say that some of that recording

          18       is relating to targets.  If a trust has a target in

          19       relation to reducing the number of C. difficile cases in

          20       their organisation and they are monitoring how many

          21       cases, then I suspect that is an appropriate activity,

          22       but not necessarily for the ward sister to do.

          23   Q.  A follow-on question from that I think is probably: do

          24       you accept that there is a balance to be struck between

          25       nurses spending too much time on documentation and too
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           1       little on direct patient care?

           2   A.  I think we have to be clear, the NMC is very clear about

           3       each registered nurse ensuring that they produce

           4       appropriate levels of documentation to reflect the care

           5       needs and the risks of each patient.

           6           What I am very clear about is, in my experience,

           7       professional, competent nurses undertake most of their

           8       documentation alongside their patient, so they combine

           9       nursing care with documentation simultaneously, as

          10       opposed to something that is completed in an office.

          11   Q.  Can you really detach proper record keeping from good

          12       patient care?

          13   A.  It is unthinkable to think that high-quality nursing

          14       care is something that can be delivered without

          15       maintaining adequate and appropriate records in

          16       accordance with the regulatory body and the principles

          17       of good record keeping that have been very clearly out

          18       by the NMC.

          19           It does allow, of course, some flexibility in

          20       relation to the nature, style and scope of

          21       documentation, but the principles remain.

          22   Q.  Would you accept that the priority for most nurses is

          23       direct patient care and not administration?

          24   A.  I'm almost -- not disturbed, but surprised by the

          25       question.  I don't think any organisation would consider
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           1       that direct care is a priority over record keeping.  It

           2       absolutely goes hand in hand.  It is a requirement from

           3       the regulatory body that you keep accurate records.

           4       Direct care and records go hand in hand.

           5   Q.  Do you criticise nurses who decide not to record every

           6       intervention, especially if it was -- and this is the

           7       example that is given -- providing special mattresses

           8       where necessary or discussing patients with the

           9       infection control when the ward has been visited?

          10   A.  Again, I'm a little surprised at the question.

          11           Sorry, I would be critical if nurses failed to

          12       document a pressure-relieving mattress, because the NMC

          13       would require a patient either at risk of pressure sores

          14       or who has developed a pressure sore that a care plan,

          15       a risk assessment and a care plan, would be produced.

          16       That would direct the nature of the mattress to be put

          17       in place and how and when it is going to be used; if

          18       they are then sitting in a chair, what

          19       pressure-relieving equipment is utilised in a chair.

          20   Q.  I think you may have touched on this, but I will put the

          21       question to you: do you know what the programme known as

          22       the "productive ward releasing time of care" is?

          23   A.  Yes, and I have been actively involved in it

          24       over numerous years.

          25   Q.  Perhaps I just put this to you: do you dispute the
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           1       fact-findings and opinions expressed within it?

           2   A.  I think we need to be clear about the facts and

           3       opinions.  There is limited evidence of

           4       the improvements, particularly the statistical findings

           5       from its evaluation, which is claiming significant

           6       productivity gains.  It is on a limited sample.

           7           If we review the document clearly, it comes with

           8       a caveat.  In my experience, the productive ward has

           9       been really positive in really enthusing the ward staff

          10       to be much more clear and careful about how they manage

          11       their ward, how they utilise equipment, how they

          12       document their nursing care.  So it has huge benefits.

          13       I'm entirely positive about the productive ward, but

          14       some of the claims regarding its productivity gains,

          15       I would like to see greater evidence at this stage.

          16   Q.  Do you know how that programme has been used in

          17       Scotland?

          18   A.  No, I don't.

          19   MR MACAULAY:  My Lord, I can plod on, but I have a little

          20       bit to go, and I'm looking at the time.  It is entirely

          21       a matter for you.

          22   LORD MACLEAN:  How much do you have to go, do you think?

          23   MR MACAULAY:  I have quite a number of questions.  Probably

          24       another 20 minutes or so.

          25   LORD MACLEAN:  I think we should rise and come back at 2.00
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           1       and finish the questions.

           2   (1.05 pm)

           3                     (The short adjournment)

           4   (2.00 pm)

           5   MR MACAULAY:  Going back, Professor, to the questions I have

           6       been asked to put to you on behalf of the health board,

           7       can I just put this to you: are you aware that Greater

           8       Glasgow Health Board's recent use of the releasing time

           9       to care programme has made it consider that many of its

          10       assessments, care plans, risk assessments and other

          11       nursing forms, though not the fundamental nursing

          12       evaluation notes, might be an unnecessary demand on time

          13       its nurses ought to be spending on actual direct or

          14       hands-on care of patients?

          15   A.  Yes.  I think I made some reference to this in

          16       a previous response.  Indeed, my experience of

          17       the productive ward has seen some changes to the

          18       documentation, which has streamlined, particularly, some

          19       repetitive elements of documentation, but not the

          20       fundamental elements of nursing care, including the most

          21       critical assessments of patients which are required, and

          22       indeed the ongoing evaluation of care.

          23   Q.  Do you agree that it is understandable that a nurse

          24       committed to direct or hands-on care of the patient

          25       would make that patient care a priority over completing
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           1       inessential paperwork?

           2   A.  I think I have covered this answer previously.  Most of

           3       the documentation that organisations introduce is

           4       introduced for a reason, and it is the documentation

           5       that the organisation deems appropriate at that time.

           6       Most of that documentation would be enshrined in local

           7       policies.

           8           Consequently, such documentation should be carefully

           9       considered as part of a programme such as productive

          10       ward prior to making any changes, but if it is

          11       a non-patient-related element of documentation, then it

          12       may entirely be appropriate under pressure and the

          13       demands of acute patients to withhold completing

          14       non-essential patient information, but I would stress

          15       that in my analysis of the ten cases I reviewed, none of

          16       that documentation, even in light of your question,

          17       would be removed by such changes.

          18   Q.  Moving on, it may be that some of the record keeping in

          19       this case, in the period from January 2007 to June 2008,

          20       may very properly have been by healthcare assistants

          21       rather than by registered nurses.  As a proposition,

          22       would you agree that that might have been the case?

          23   A.  I think, increasingly, healthcare assistants are

          24       becoming involved in documenting some of the routine

          25       elements of care.  However, I would just emphasise that
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           1       all such entries should be overseen and supervised by

           2       a registered nurse.

           3   Q.  In fact, such healthcare assistants may have found it

           4       difficult to keep the records to the standard expected

           5       of registered nurses?

           6   A.  Well, if that is the case, the registered nurse would

           7       continue to work alongside that healthcare assistant to

           8       ensure that the record keeping is at the required

           9       standing, and if that means that the registered nurse

          10       needs to add subsequent entries to further strengthen

          11       those entries by the healthcare assistant, then so be

          12       it.

          13   Q.  Indeed, healthcare assistants might have been even more

          14       preoccupied with making direct or hands-on care of

          15       the patient a priority over paperwork than might have

          16       registered nurses?

          17   A.  Again, I would return to a previous comment I made: you

          18       cannot divorce effective record keeping, which is in

          19       line with the NMC's code of conduct and principles of

          20       record keeping, from direct patient care.  They are both

          21       a requirement.

          22   Q.  If I can put this proposition to you: it has been

          23       suggested that there is a very real possibility that the

          24       releasing time to care programme will persuade Greater

          25       Glasgow Health Board that some or all of
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           1       the assessments, care plans, risk assessments and other

           2       documents, though not the fundamental nursing evaluation

           3       notes, are done away with entirely?

           4   A.  Well, in the absence of any examples of assessments that

           5       they believe could be, as you say, "done away with",

           6       I would reserve judgment on that.

           7           The assessments that have formed the basis of

           8       the investigations that I have carried out with ten

           9       patients were exactly the fundamental assessment.  So at

          10       this stage, I'm not entirely clear what assessments the

          11       board are considering removing and I would just conclude

          12       by saying that assessments, and specifically risk

          13       assessments, of individual patients are a necessary

          14       requirement as part of the NMC code of conduct, and

          15       I would caution the board to consider carefully that the

          16       registrants in the organisation, with the available

          17       documentation, are adhering to the code of conduct and,

          18       therefore, keeping patients safe.

          19   Q.  If I can put this quotation to you:

          20           "A review of medical records and in particular

          21       nursing records is dependent on the information

          22       available.  In this review ..."

          23           Let's assume that is your review:

          24           "... it has not been possible to determine if the

          25       standards of care actually delivered were adequate."
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           1   A.  Once again, I would repeat that the completion and

           2       documentation of accurate assessments and evaluations of

           3       care are essential, as are the direct care inputs that

           4       each nurse brings.  So I can and have drawn a conclusion

           5       that, in the absence of adequate nursing records, then

           6       I would conclude that the nursing care was inadequate,

           7       and, in the absence of any further information, I'm not

           8       entirely sure how I could draw another conclusion.

           9           But, again, more importantly, I have assessed that

          10       documentation in the spirit and principles of the NMC

          11       code of conduct, and it is my expert opinion that, in

          12       the vast majority of cases, those records would have

          13       failed the test of being acceptable and reasonable

          14       within a code of conduct context.

          15   Q.  Perhaps following on from that, if I can put to you

          16       that: if anyone is going to judge whether the standard

          17       of nursing care in the Vale of Leven Hospital was

          18       generally deficient in the period January 2007 to 2008,

          19       they would need a lot more evidence than just the

          20       records of those patients who contracted C. diff

          21       infection?

          22   A.  Well, there is absolutely no doubt that a richer picture

          23       will be obtained when, for example, we can seek the

          24       opinions of patients when -- if they are still alive,

          25       the families who were close to them at the time they
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           1       were being cared for, as well as the practitioners who

           2       were closely involved in the care and treatment.  That

           3       would clearly provide a richer picture.

           4           However, I would just refer to previous comments

           5       I have made in relation to the importance and, indeed,

           6       the responsibility of registrants to maintain adequate

           7       documentary evidence.

           8   Q.  I think I took from you at the very outset of your

           9       evidence that your opinions have been essentially based

          10       upon your examination of the medical records?

          11   A.  Correct.

          12   Q.  And you haven't had access to any other extraneous

          13       material?

          14   A.  That is absolutely correct.

          15   Q.  Are you aware, Professor, that the

          16       Vale of Leven Hospital is very much valued by the local

          17       community and, despite its age, the local community

          18       would not wish it to be closed?

          19   A.  I'm not aware of the standing of the hospital in this

          20       case, but I would recognise that most local hospitals

          21       are well thought about by the local population.

          22   Q.  I think I have already taken from you that you have

          23       never been to the Vale of Leven Hospital?

          24   A.  Correct.

          25   Q.  Do you arrive at any overall impression of the hospital
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           1       and its suitability to provide NHS care?

           2   A.  I think it would be dangerous for me to draw any major

           3       conclusions, other than the period of time in which

           4       I have examined the documentary evidence of ten patients

           5       has raised some concern for those ten patients.

           6       I wouldn't want to draw any conclusions beyond that.

           7   Q.  Would you accept that not even the current NMC guidance

           8       on record keeping, guidance for nurses and midwives, or

           9       the NMC code of conduct requires nursing records to be

          10       in a particular form?

          11   A.  I think there is significant evidence within the NMC

          12       code of conduct to suggest that risk assessments should

          13       be completed for patients and that care planning is an

          14       integral part of the documentation.  It doesn't define

          15       in any great detail how the care planning in those

          16       assessments is carried out, and quite understandably so,

          17       because there is a diverse health population, diverse

          18       organisations, so there is mental health, learning

          19       disabilities and acute care and all of the various other

          20       variations.

          21           So consequently, the NMC provides core principles,

          22       and let's not forget that all students who register

          23       currently within NMC have to demonstrate that, in terms

          24       of risk assessments, and in terms of care planning, they

          25       are competent.  It is very clear then that the NMC sees
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           1       the areas of documentation which I have examined as part

           2       of this review as critical to documentation that is

           3       acceptable within the NMC context, ie, assessing

           4       patients, documenting their assessments and care plans

           5       and appropriate levels of evaluation.

           6   Q.  Would you agree that, so long as it does not impede the

           7       proper discharge of a nurse's professional duties,

           8       a health board is entitled to choose the form of nursing

           9       records and to devise the documents accordingly?

          10   A.  It is entirely appropriate for an organisation to review

          11       and revise documentation in light of developments in

          12       nursing and healthcare and requirements from the

          13       regulatory body, entirely appropriate.

          14           In my experience, and having been a chief nurse for

          15       15 years or more, and I have made numerous changes to

          16       documentation, I have done that on the basis of advice

          17       and support and cooperation of frontline clinical nurses

          18       who are best equipped to advise on the most appropriate,

          19       practical way to document their care whilst keeping

          20       mindful of the NMC guidance which exists at any time.

          21   Q.  Would you accept that the system of using care plans is

          22       a tool to facilitate the proper and effective nursing of

          23       the patient?

          24   A.  Yes, I would agree.

          25   Q.  But do you contend that the standards attainable by the

                                           106

           1       use of the care plan system are not attainable without

           2       using that system?

           3   A.  I refer to previous answers.  Care plans currently, and

           4       at the time of this Inquiry, were a fundamental part of

           5       nursing care in acute care and, consequently, I have

           6       made my assessment of the appropriateness of that care

           7       based on those standards and based on the NMC's

           8       expectations.

           9   Q.  Just to focus on the question then, are you saying that

          10       the standards attainable by the use of the care plan

          11       system are not attainable without using that system?

          12   A.  I think it is very difficult to demonstrate that you

          13       have provided that level of care in the absence of care

          14       planning.

          15           Let me give you an example: the principle of care

          16       planning -- for example, let's use the example of

          17       pressure sores -- is that you undertake an assessment,

          18       you identify your patient at, let's say, a very high

          19       risk of developing pressure sores, you subsequently

          20       develop a reasonable or, in fact, a comprehensive

          21       nursing care plan to prevent the development of pressure

          22       sores.  Subsequently, you then can demonstrate that the

          23       plan of care that you provided met the goal of this

          24       objective, which is to prevent a pressure sore.

          25           This is the reasonable approach that's undertaken by
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           1       practitioners as part of the NMC code of conduct.

           2   Q.  Do you accept that in the medical records that you have

           3       looked at there are pages for making -- of normal

           4       nursing records with various additional documents for

           5       completion by the nurse?

           6   A.  Correct.

           7   Q.  Do you accept that these various additional documents

           8       include all or some, in varying combinations, of

           9       the following documents: an admission document, an

          10       integrated care pathway, an activities of daily living

          11       sheet, medication documentation, a ward round chart,

          12       a record sheet which includes Waterlow score and MEWS

          13       score, a DNAR sheet, a discharge plan, a problem care

          14       plan, an internal patient transfer document, an

          15       observation chart, a Waterlow scale chart, a patient

          16       alert form, a risk form for falls and plan, a moving and

          17       handling care plan, a bowel function record, an MRSA

          18       eradication form, infusion charts, dietary charts, fluid

          19       balance charts, a nutritional scoring tool chart and

          20       a risk chart for restless patients?

          21   A.  Yes, I would.  I have to confess, I haven't seen an

          22       example of every example that you have described there,

          23       but I have seen the vast majority.

          24   Q.  Would you accept that these documents, if used

          25       appropriately, are sufficient to assess, monitor and
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           1       evaluate the patient and his or her condition from time

           2       to time so as to allow the patient to be nursed

           3       properly?

           4   A.  Yes, I think we have some examples of the vast majority

           5       of the essential documentation that you -- you said so

           6       many I can't necessarily compute whether there is

           7       anything missing.

           8   Q.  I think the first of the point is that that

           9       documentation, which includes care plan documentation,

          10       risk assessments, and so on, is that they are there and,

          11       if they are properly used, that would be sufficient to

          12       assess and evaluate the patient's care?

          13   A.  Essentially.  You seem to be describing the nature and

          14       range of assessments and care plans that are in use and

          15       quite rightly do help you to reflect good quality care.

          16   Q.  Would you accept that which of these documents should be

          17       used will depend on the circumstances of the individual

          18       patient?

          19   A.  That is entirely true.  Of course, some of the

          20       documentation there has, because of developments, such

          21       as the recognised risk of falls in the elderly, where it

          22       becomes a policy decision, so, therefore, the

          23       organisation has made a policy decision, usually in

          24       light of, for instance, Department of Health guidelines

          25       on such as the management of falls, so in that situation
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           1       the nursing staff not only have the responsibility to

           2       the NMC, but they also, at the same time, have

           3       a responsibility to the employer, who may or may not

           4       dictate at some point that various documentation has to

           5       be completed in all cases.

           6   Q.  That leads me to the next question then: would you

           7       accept that, in deciding which of these documents should

           8       be used in a particular case, it is a discretionary

           9       judgment made by the nurse and, in making it, various

          10       factors will generally come into play?

          11   A.  Sometimes, but not always, on the basis that, if there

          12       is a policy within the organisation that a particular

          13       assessment is completed for all patients in all

          14       occasions, then a responsible employee would heed that

          15       reasonable management request, I suspect.

          16           If there is some discretion with some elements of

          17       documentation, then it is quite right and proper that an

          18       individual nurse would make that assessment locally;

          19       however, based on the presenting patient that they are

          20       currently assessing.

          21   Q.  Would you then accept that in some, at least, of these

          22       discretionary judgments, different nurses may reach

          23       different decisions, none of them unacceptable?

          24   A.  I think that is entirely true.  At a certain point in

          25       time, a certain assessment may not be deemed
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           1       appropriate.  The following day, a second nurse, perhaps

           2       more experienced, perhaps who observes a change in the

           3       patient's condition, identifies that such an assessment

           4       is necessary.

           5           I think the important point to stress is that

           6       healthcare and nursing is a dynamic process where

           7       patients are continuously being reviewed, continuously

           8       being assessed and where documentation should be

           9       tailored in a dynamic form to match the needs of

          10       the patient and to keep patients safe in accordance with

          11       the NMC's policies.

          12   Q.  In any of the cases that you looked at, did you see the

          13       implementation of a care plan to be something that

          14       should be left to the discretion of the nurse, or did

          15       you see it as something that should have been done in

          16       the particular case?

          17   A.  I think in the vast majority of cases that I looked

          18       there was an absence of care planning.  I didn't observe

          19       care plans which were unnecessary and which were clearly

          20       not required from my examination of the documentation.

          21       I found quite the contrary: I found essentially patients

          22       who did not have care plans for clearly identified

          23       problems that existed at that time.

          24   Q.  Just to be clear, then, in the cases where you saw that

          25       there were no care plans, I think you have told us there
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           1       ought to have been care plans.

           2   A.  Correct.

           3   Q.  Does any question of discretion come into whether or not

           4       there ought to have been care plans in such cases?

           5   A.  Not from my examination of those particular cases,

           6       bearing in mind many of the patients had had significant

           7       episodes of diarrhoea and C. difficile, many of them

           8       were frail and elderly, many of them were incontinent,

           9       confused and frail, so from my perspective, there is

          10       little doubt that such care plans were required.

          11   Q.  You have criticised the absence of falls risk

          12       assessments, Waterlow score charts, manual handling

          13       assessments and nutritional scoring.  Would you accept

          14       that much of this information, where appropriate, is

          15       found in the nursing notes?

          16           For example, in general, although there may not be

          17       a stool chart for a particular patient, the nursing

          18       evaluation notes do carefully record the patient's

          19       stools, and would you accept that it is wrong to assume

          20       these assessments were not carried out if appropriate?

          21   A.  I think I have covered that in some detail in the

          22       individual examination of each case.  I would add it was

          23       the policy of the organisation to undertake a stool

          24       chart for patients with C. difficile.

          25   Q.  Would you accept that some of the nurses seem to have
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           1       devised their own paperwork and that sometimes staff

           2       wrote the details one would find in a care plan in the

           3       narrative notes?

           4   A.  The narrative notes would contain the ongoing

           5       description of care being given or the evaluation of

           6       care that had been provided.  What the evaluation form

           7       doesn't provide is a programme of planned interventions

           8       that are required to be given.

           9           So often, for example, if I use the example of

          10       pressure sores again, we would occasionally, but not

          11       always, see positional changes.

          12           From my reading of that evaluation, I have little

          13       knowledge as to where the patient was turned from and

          14       to, the frequency of those turns and the nature of those

          15       turns, whether they were tilts, whether they were full

          16       turns.  Consequently, it provides an inadequate picture

          17       and, again, is not based on assessments and not based on

          18       a proactive approach.

          19   Q.  Would you accept that there is evidence in some of

          20       the notes of goals being set for patients as one would

          21       expect in a care plan and that this, too, is often in

          22       the narrative contained in the notes?

          23   A.  I wouldn't necessarily say that I have seen examples of

          24       goals being set in the evaluation.  I have seen some

          25       reasonable care plans, but it has been a rare
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           1       occurrence, unfortunately.

           2   Q.  Would you accept that in some patients' notes there is

           3       no form for the assessment of the risk of pressure

           4       ulcers, but the actual score is often documented?

           5   A.  I have seen examples -- I have seen all types of

           6       examples.  I have seen examples of Waterlow scores that

           7       have not been completed and dated, I have seen examples

           8       of Waterlow scores that have been completed, but

           9       I haven't come across in any numbers that I can recall

          10       evidence where the evaluation documentation has

          11       contained Waterlow scores.  They have generally used the

          12       documentation.

          13   Q.  I think we saw yesterday in documentation emanating from

          14       the HDU documents where the Waterlow score appears, but

          15       there is no tool to indicate how it was calculated.

          16   A.  That is correct.  Thank you for reminding me.  That was

          17       the one example within a specialist, high dependency

          18       area where they have taken a modified approach and,

          19       again, if you will recall, I described that that was

          20       entirely reasonable.

          21   Q.  Can you recollect any other examples in the evaluation

          22       notes, for example, where you see a Waterlow score being

          23       noted without any Waterlow documentation?

          24   A.  Not that I can recall.

          25   Q.  Within the same context, would you accept that special
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           1       mattresses were readily available and well-used?

           2   A.  From examining the ten cases I have examined, I cannot

           3       draw that conclusion from the evidence I have seen.

           4   Q.  Would you accept that, if a patient had a special

           5       mattress, it would not necessarily have been recorded in

           6       the notes?

           7   A.  If we assume that the baseline mattress on all beds was

           8       of a certain standard, ie, had pressure-relieving

           9       qualities for those patients of potentially low to

          10       medium risk, I would assume that would not be

          11       documented.

          12           Just to be absolutely clear, it may be that the

          13       Vale of Leven Hospital had fairly advanced normal

          14       mattresses on each bed which gave some

          15       pressure-relieving qualities.  However, if mattresses

          16       were beyond what I would call the routine scope, so

          17       advanced pressure-relieving mattresses, then the

          18       provision of those mattresses would be contained within

          19       a care plan to prevent the development of pressure sores

          20       or to manage an existing pressure sore or, indeed,

          21       captured within the nursing evaluation.

          22           I just want to make it absolutely clear that, with

          23       the use of mattresses, the nursing staff should be

          24       prescribing very clearly not only how mattresses are

          25       used, ie -- because patients -- most patients don't stay
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           1       in bed all day, thankfully, they do get up in their

           2       chair, they are at risk equally sitting in a chair, in

           3       which case you would need a special pressure-relieving

           4       seat cushion.

           5           Consequently, it seems appropriate and reasonable

           6       that such entries are recorded at appropriate places in

           7       the documentation.

           8   Q.  It is suggested that the ward nursing staff were

           9       entitled to have specialist advice in pressure damage

          10       prevention and management, if they wanted it, and there

          11       is no evidence that the ward nursing staff were denied

          12       such advice or failed to seek it when they ought to have

          13       it.

          14   A.  The cases that I have examined, indeed I can't recall

          15       the involvement of tissue viability nurses in those

          16       cases, but I would point out that perhaps that is

          17       understandable, given that most of the pressure damage

          18       that I came across, I think with the exception of one

          19       case that we reviewed yesterday with some black heels

          20       that you will hopefully recall, most of the other

          21       patients who developed relatively minor, although some

          22       significant, pressure damage which would be routinely

          23       managed by the ward nurses.

          24   Q.  Again, if I can put to you that the ward nursing staff

          25       were entitled to have the advice of the infection
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           1       control team on which patients to isolate and how they

           2       were to be isolated, whether by cohorting or via

           3       nursing.

           4   A.  That's correct.

           5   Q.  And they were entitled to rely on that advice?

           6   A.  They were entitled to rely on that advice.

           7   Q.  Would you accept that the proper nursing care of

           8       a patient who has contracted C. difficile infection does

           9       not require sophisticated care planning?

          10   A.  It depends what you mean by "sophistication".  I think,

          11       depending on the nature of the patient, the complexity

          12       of the other underlying medical conditions that that

          13       patient has, along with the patient's age and other

          14       relevant matters, could mean that a patient would

          15       require a really quite sophisticated care plan because

          16       they require quite significant nursing needs.

          17           I made the point earlier that the consequences of

          18       significant periods of dehydration in the elderly can,

          19       from a physiological point of view, put them under some

          20       significant challenge and they are prone to dehydration

          21       as well as pressure damage, and their nutritional intake

          22       is compromised.

          23           How we describe sophistication is interesting.  The

          24       point I would stress is that, on each individual case,

          25       that patient should be assessed for the various factors
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           1       and appropriate plans put in place.

           2   Q.  If I can put to you that, fundamentally, as far as

           3       actual nursing care of the patient suffering from

           4       C. difficile infection is concerned -- and this is

           5       leaving aside medical treatment and infection control

           6       issues -- the patient should, through the course of

           7       the illness, be kept properly hydrated and given proper

           8       nutrition?

           9   A.  Correct.

          10   Q.  Do you agree that the currency of the illness is judged

          11       very much by lab tests for C. difficile infection and

          12       for how long the patient has or has had not loose

          13       stools?

          14   A.  I think the laboratory test clearly confirms the

          15       presence or not of C. difficile.  I think from a nursing

          16       perspective, what a nurse would be routinely examining

          17       is the impact that that has and the diarrhoea and the

          18       associated consequences on that individual, which can be

          19       significant.

          20   Q.  Would you agree that, in relation to stools, the

          21       criterion is not whether they are loose or not, it is

          22       not crucial to gauge degrees of looseness?

          23   A.  Well, I would argue that a stool chart is an important

          24       element of understanding the progression of an

          25       individual patient's C. difficile infection, and we have
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           1       seen numerous cases where patients who had diarrhoea for

           2       significant periods of time, where the diarrhoea

           3       increased or decreased or changed in its consistency

           4       that triggered further assessments of specimens which

           5       led to further discovery of C. difficile infections

           6       following a period of being C. difficile negative.

           7           So in that sense, the careful monitoring and

           8       assessment of stools is an important element of

           9       identifying that a patient is recovering or managing the

          10       consequence of that diarrhoea and, clearly,

          11       a significantly watery stool is physiologically more

          12       challenging than a less significantly watery stool.  So

          13       these assessments by nurses are not trivial, they are

          14       significant and form part of the policy of

          15       the organisation.

          16   Q.  In a small ward, it is possible for staff to communicate

          17       amongst themselves without reference to written records

          18       which patients are suffering from C. diff infection.

          19       Would you agree with that proposition?

          20   A.  I wouldn't agree that we can rely on what you appear to

          21       suggest is discussions either in the course of a shift

          22       or at handovers as a robust mechanism for ensuring that

          23       the full members of the multidisciplinary team are fully

          24       aware of the risks an individual patient presents.

          25   Q.  If I can put this proposition to you, that in a small
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           1       ward it is possible for the staff to know without

           2       reference to written records which patients are

           3       suffering from C. difficile infection and to know for

           4       how long those patients have been suffering from loose

           5       stools?

           6   A.  If you just imagine the scenario, for example, of bank

           7       nurses coming on various wards on various shifts, then

           8       it would be very difficult, wouldn't it, without some

           9       documentation and some very clear evidence of the

          10       particular assessments of the patients, what care is

          11       required, and what provision has been put in place?  So

          12       I don't accept that.

          13   Q.  Would you accept that staff caring for patients with

          14       C. difficile infection can be expected to know that

          15       these patients must be kept properly hydrated and given

          16       proper nutrition?

          17   A.  Yes, I would agree.

          18   Q.  Would you accept that they will know that there is

          19       a particular need to concentrate on hydrating patients

          20       with C. difficile infection?

          21   A.  I would entirely agree with that.  It wasn't necessarily

          22       my observation in the cases that I observed.

          23   Q.  Would you agree that, in essence, those patients should

          24       be encouraged to drink as much as possible?

          25   A.  That is absolutely right and correct.  You have got to
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           1       imagine the physiological consequences of somebody with

           2       a C. difficile infection.  They may feel extremely ill,

           3       and even drinking may be quite difficult, they may have

           4       simultaneous vomiting, they may feel very unwell, and we

           5       are talking about the frail elderly for many of

           6       the cases that I reviewed.

           7           So, consequently, the very close and accurate

           8       assessment of fluid balance and intake and output is

           9       critical, because at some point an elderly patient will

          10       just not feel well enough to consume enough fluids to be

          11       sufficiently hydrated and the nursing assessment at that

          12       stage is identifying when somebody's fluid intake falls

          13       below that requirement, and then they would instigate

          14       with the medical staff appropriate intravenous fluids.

          15   Q.  Would you agree with this, and you can tell me whether

          16       you are in a position to answer or not, but medical

          17       staff can acquire all the information they need about

          18       the hydration of a patient suffering from C. diff

          19       infection without that necessarily being in the records?

          20   A.  Well, of course there are some classical features of

          21       dehydration which I probably don't need to describe

          22       here, but in most cases, a patient has to become

          23       significantly dehydrated, for instance, to have the

          24       impact on their skin for instance, bearing in mind

          25       somebody may have a low blood pressure, and to become
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           1       dehydrated could be a tipping point for an elderly,

           2       infirmed and frail individual.  So I wouldn't wish to

           3       rely and I wouldn't expect, in the spirit of the NMC

           4       code of conduct, that we would rely on what you would

           5       call terminal observations that you would find with

           6       somebody who was severely dehydrated.

           7   Q.  Would you agree that it is not easy to keep proper fluid

           8       balance charts in the case of elderly patients suffering

           9       from C. diff infection and it is much easier to keep

          10       proper fluid balance charts in an acute care unit,

          11       especially if the patient is on a drip and catheterised

          12       and fluid intake can be difficult to gauge if relatives

          13       assist with this, fluid lost by vomiting and diarrhoea

          14       is very difficult to gauge?

          15   A.  It is, without doubt, more of a challenge to accurately

          16       determine fluid intake and output with patients with

          17       diarrhoea and incontinence, and, indeed, in many of my

          18       reports I have made that observation, that perhaps it is

          19       understandable that a completely accurate representation

          20       of intake and output could not be maintained.

          21           But I have always referred back to the fundamental

          22       question, is this individual patient receiving adequate

          23       intake?  That can be measured and, as we have seen on

          24       significant examples, sometimes that didn't happen.

          25   Q.  I have to put this to you, that according to you, you
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           1       found many examples of fluid balance charts improperly

           2       completed.  Is that correct?

           3   A.  That is correct.

           4   Q.  That included failure to total inputs and outputs?

           5   A.  Correct.

           6   Q.  It also included failures to record inputs and outputs;

           7       that seems to be the same point?

           8   A.  Correct.

           9   Q.  In the result, in many cases, the fluid balance charts

          10       are an unreliable guide to input and outputs?

          11   A.  In those examples, they have been unreliable.  As I have

          12       described earlier, it can be challenging with patients

          13       with diarrhoea, but I just refer to my previous comments

          14       in relation to intake, which is critical.

          15   Q.  Perhaps finally, in the case of the patients whose

          16       records you examined, there may have been liaison with

          17       medical staff and other healthcare professionals and

          18       relatives which has gone unrecorded?

          19   A.  Clearly that is correct.  I did, as part of my

          20       examination, carefully review the medical records and

          21       documented significant portions of that within each and

          22       every report.  I have also taken reference to other

          23       documents that have -- were either available at the time

          24       or have arisen subsequently, such as the dietician's

          25       chart, in forming my opinion, and other colleagues',

                                           123

           1       such as physiotherapists and speech and language

           2       therapists, but, quite right, there may be some members

           3       of the multidisciplinary team whose documentary evidence

           4       I have not seen.

           5   Q.  I think the point made is there may have been

           6       communications with the family, possibly in relation to

           7       C. diff, or with the medical staff, and these

           8       communications have taken place but have not been

           9       recorded in the records?

          10   A.  Clearly.  And that happens each and every day in every

          11       ward and department.

          12   MR MACAULAY:  Thank you very much, Professor.

          13   LORD MACLEAN:  Thank you very much, indeed, Professor, for

          14       coming and giving your evidence here.  I hope it wasn't

          15       too much for you.

          16   A.  It wasn't too bad.

          17   LORD MACLEAN:  Good, you are free to go.

          18                      (The witness withdrew)

          19   MR MACAULAY:  My Lord, that is all the evidence I propose to

          20       lead for this week.  I think, as the parties are aware,

          21       we are not sitting tomorrow, but we will reconvene on

          22       Monday morning.

          23   LORD MACLEAN:  10 o'clock on Monday morning?

          24   MR MACAULAY:  Yes, my Lord.

          25   LORD MACLEAN:  Very well.
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           1   (2.38 pm)

           2    (The hearing was adjourned until Monday, 11 July 2011 at

           3                            10.00 am)
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