           1                                         Thursday, 21 July 2011

           2   (10.00 am)

           3   MR MACAULAY:  Good morning, my Lord.  I would now like to

           4       call Elizabeth Colgan.

           5                   MS ELIZABETH COLGAN (sworn)

           6                    Examination by MR MACAULAY

           7   MR MACAULAY:  Good morning, Ms Colgan.  Are you

           8       Elizabeth Colgan?

           9   A.  I am.

          10   Q.  Could I ask you to tell the Inquiry what position you

          11       hold at present?

          12   A.  The position I hold at present is as manager of

          13       the infection prevention and hygiene team within the

          14       Regulation and Quality Improvement Authority.  This team

          15       is responsible for assessing infection control hygiene

          16       practices and hygiene cleanliness, environmental

          17       cleanliness, within a hospital environment.  This would

          18       also include the overview of care plans within each

          19       hospital ward to assess whether they had the appropriate

          20       plans in place for, for example, C. difficile and MRSA.

          21   Q.  Now, you haven't told us where that is, but I think your

          22       accent might give that away: is this in

          23       Northern Ireland?

          24   A.  Sorry, it is in Northern Ireland.

          25   Q.  Can I ask you to look at your CV: we have that on the
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           1       database at INQ01800001.  Perhaps I can begin by asking

           2       you, when did you qualify as a registered nurse?

           3   A.  I commenced my nurse training in 1974 and I qualified as

           4       a general nurse in 1977.

           5   Q.  If I can take you to page 4 of your CV, I think you

           6       begin your work history from November 1981.  Between the

           7       date of becoming a registered nurse in 1981, what did

           8       you do?

           9   A.  After I qualified, I specialised in surgery for six

          10       months.  This was a certificated course within the

          11       hospital I worked in.  I then went from general surgery

          12       to accident and emergency.  In 1979, in February,

          13       I started my training as a registered mental health

          14       nurse.  I then qualified there and staffed within both

          15       acute and psychogeriatric wards.  I applied then, in

          16       1981, for the sister's position in accident and

          17       emergency.

          18   Q.  Is that what you set out then as that first item in your

          19       work experience?

          20   A.  Yes.

          21   Q.  Moving on from there, November 1986 to January 1989, you

          22       were a nurse manager; is that correct?

          23   A.  That's correct.

          24   Q.  I think you tell us there what the essence of your

          25       responsibility was at that particular time?
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           1   A.  Yes.

           2   Q.  Now, then, if you move on to the next entry, that's

           3       from January 1989 to January 1992, you seem to have

           4       specialised in infection control; is that right?

           5   A.  That's correct.  I got an infection control position

           6       within the Northern Health and Social Services Board at

           7       that time within Northern Ireland.  I undertook

           8       a post-graduate diploma in infection control actually at

           9       the University of Glasgow and was based in Maryhill in

          10       the Infectious Diseases Centre.

          11           After I qualified, I worked within infection control

          12       until January 1992.

          13   Q.  Did you work in Glasgow or did you work in

          14       Northern Ireland?

          15   A.  No, I worked in Northern Ireland.

          16   Q.  You came to Glasgow to do the qualification; is that

          17       right?

          18   A.  Yes.  You came over in weekly interviews -- weekly

          19       intervals, and then you undertook your assessments

          20       within your workplace in Northern Ireland.

          21   Q.  From January 1992 to April 2005, can you tell us

          22       a little bit about what your position was then?

          23   A.  From January 1992 to April 2005, I was a nurse

          24       inspector.  I had responsibility for inspecting and

          25       registering nursing homes.  A large part of
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           1       the inspection would cover, not only the quality of

           2       life, the quality of the environment, the quality of

           3       the management within the home, but also reviewing the

           4       quality of care.

           5           Part of the review of the quality of care was the

           6       review of the nursing care plans, and we would have

           7       looked at the care plans as an integral part of

           8       the assessment within the inspection process.

           9   Q.  When you talk about care plans, can you just give us an

          10       understanding as to what you include within that

          11       description?

          12   A.  Okay.  The care plans that were undertaken within

          13       nursing homes are based on the activities of daily

          14       living and they are based on the Roper, Logan and

          15       Tierney model of nursing.

          16           So, within that, we would be looking at their

          17       nutritional care, their pressure management, continence

          18       management, for example, just the overall care of that

          19       particular patient within the home.

          20   Q.  In this particular case, and I will be looking at this

          21       in more detail in a moment, you have been asked to look

          22       at medical records and nursing records in relation to

          23       the patients you have looked at; is that correct?

          24   A.  That's correct.

          25   Q.  Within these records, have you seen the sort of material
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           1       that you would have seen in the past when you have been

           2       carrying out the sort of inspections you have been

           3       involved in?

           4   A.  Yes.

           5   Q.  Then, if we move on to April 2005 up to September 2008,

           6       your position then became lead inspector, Regulation and

           7       Quality Improvement Authority.  Can you give us an

           8       understanding as to what that involved?

           9   A.  Basically, within Northern Ireland there was a review

          10       carried out, Best Practice, Best Care.  Under that

          11       review, it was considered that the registration and

          12       inspection units that were covering the four boards

          13       would be joined as one body.  This was basically to

          14       ensure that there was continuity of standards throughout

          15       Northern Ireland, and that happened in 2005.

          16   Q.  Moving on, then, to the present, where you have given us

          17       some indication as to what your position is, your post

          18       seems to be described as senior officer/manager of

          19       the infection prevention/hygiene team?

          20   A.  That's right.

          21   Q.  Was the primary focus now on infection control?

          22   A.  Yes.

          23   Q.  Looking to your overall experience and to what we have

          24       seen, are you in a position to comment on the quality of

          25       nursing care developed to the patients that we have in
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           1       this particular case?

           2   A.  Yes, I feel I am.  I think that the experience I have

           3       gained, as an inspector reviewing care that nurses

           4       provided, gives me a wide scope to base my views on.

           5           From a personal level, I have also been privileged

           6       to have been able to nurse my elderly mother in the last

           7       years of her life and provide care for her.

           8           From a professional point of view, I feel that

           9       I have a wide breadth of experience.

          10   Q.  I think in recent times it has to be said that your

          11       experience has been at the inspector level; is that

          12       correct?

          13   A.  Yes.

          14   Q.  But before that, you did work as a nurse --

          15   A.  Yes.

          16   Q.  -- on the ward?

          17   A.  Oh, yes.

          18   Q.  In relation to the Inquiry then, I think it is right to

          19       say that you were asked to look at the medical records

          20       of seven individual patients; is that correct?

          21   A.  That's correct.

          22   Q.  You have produced seven separate reports in respect of

          23       each of these patients?

          24   A.  Yes.

          25   Q.  I think you have also provided us with an overview

                                             6

           1       report giving an overview in relation to what trends you

           2       may or may not have seen in the care of these patients?

           3   A.  That's correct.

           4   Q.  Just looking to what you were provided with in order to

           5       give you some understanding as to what sort of hospital

           6       the Vale of Leven was at the time, could you look,

           7       please, at GGC21730001?

           8           We are looking at the front page of the Junior

           9       Doctors' Handbook.  Were you provided with a copy of

          10       this so as to give you some general outline as to what

          11       sort of hospital the Vale of Leven was?

          12   A.  Yes, I was provided with a copy of this.

          13   Q.  Were you led to understand that the hospital was

          14       a hospital that had about 180 beds on site, including

          15       the areas of medicine set out on this front page of this

          16       document?

          17   A.  Yes.

          18   Q.  You have told us that you spent some time in Scotland in

          19       relation to the qualification that you studied for in

          20       Maryhill.  Have you ever worked in Scotland?

          21   A.  No, I have never worked in Scotland.

          22   Q.  Have you ever been to the Vale of Leven Hospital?

          23   A.  I have never been in the Vale of Leven.

          24   Q.  Just for some background information, is it right to say

          25       that every registered nurse has to register with the
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           1       regulatory body, the Nursing & Midwifery Council?

           2   A.  Yes, that's correct.

           3   Q.  There is a code of practice, I think, that is relevant

           4       to the nurses' practice; is that right?

           5   A.  Yes.  The Code of Practice is a vital document for all

           6       nurses.  It sets out the standards of practice that

           7       nurses should comply with and outlines clearly what

           8       a nurse's professional and practice responsibilities

           9       are.

          10   Q.  If we could look very quickly -- because we have done

          11       this before with other witnesses -- at INQ0197/0001, we

          12       have on the screen the code that was relevant, at least

          13       in July 2004, and if you turn to page 3 of the document,

          14       are we told at the very outset that, as a registered

          15       nurse, midwife or specialist community public health

          16       nurse, you are personally accountable for your practice?

          17       Does that set out one of the essential principles?

          18   A.  Yes, it does.  I mean, I think from the beginning of

          19       your nurse training, and throughout your training, you

          20       are continually made aware that you're accountable for

          21       your practice.

          22   Q.  We see, if we look at the last sentence, that the values

          23       that have been set out are the shared values of all the

          24       United Kingdom healthcare regulatory bodies?

          25   A.  That's correct.
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           1   Q.  Just to pick up one point from this, and leave it aside,

           2       if you turn to page 4, under the heading "Introduction",

           3       at 1.4, can we read that:

           4           "The nurse has a duty of care to the patients and

           5       clients, who are entitled to receive safe and competent

           6       care."

           7           Is that the fundamental principle, really, that lies

           8       at the heart of the nurse's duty?

           9   A.  Yes, that is one of the fundamental principles.

          10   Q.  The other introductory area I want to raise with you

          11       relates to record keeping.  If you could look, please,

          12       at a document for me at INQ02090001, we have on the

          13       screen the NMC code relating to record keeping.  Again,

          14       is this a document that you had regard to before coming

          15       to give your evidence?

          16   A.  Yes, of course.

          17   Q.  Is this something that ought to be well-known to any

          18       registered nurse?

          19   A.  Yes, all nurses should be aware of this document.

          20   Q.  Is record keeping important?

          21   A.  Record keeping is very important.  It is an essential

          22       aspect of clinical practice.

          23   Q.  I will take this short: is that effectively what we are

          24       being told in that very first paragraph of the code;

          25       that it is a tool of professional practice and one that
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           1       should help the care process, it is not separate from

           2       this process and it is not an optional extra?

           3   A.  That's correct.

           4   Q.  Leaving aside, then, these documents, in preparation for

           5       giving your evidence, were you also provided with a copy

           6       of the infection control manual that you understood was

           7       in place at the time?

           8   A.  Yes.

           9   Q.  If you could look, please, at GGC00780001, I think we

          10       have the document on the screen, is this what you had

          11       regard to?

          12   A.  Yes, that's correct.

          13   Q.  I just want to pick up one or two points out of this

          14       document.  If you could turn to page 252, we have on the

          15       screen the front page of the C. diff policy that we

          16       understand may have been in place at the time in

          17       2007/2008.

          18           If you just turn to page 254, there are instructions

          19       or advice given in relation to matters such as

          20       accommodation and whether a care plan would be

          21       available.

          22           Now, in relation to accommodation, we can read that:

          23           "A risk assessment should be carried out by the

          24       infection control team to determine if the patient

          25       requires isolation nursing."
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           1           Just in relation to that, so far as a patient with

           2       C. difficile is concerned, should that patient, if at

           3       all possible, be isolated?

           4   A.  Yes.  I think it is vital that patients are isolated as

           5       a control of the spread of infection.  I would expect

           6       a nurse to have isolated patients prior to the diagnosis

           7       of C. difficile.

           8   Q.  I will come to what you would hope prior to.  In any

           9       event --

          10   A.  I think prompt isolation is a key aspect of care.

          11   Q.  Just so I can understand what you mean by "isolation",

          12       what do you mean by "isolation"?

          13   A.  Well, isolation can either be within a side room -- the

          14       side room may have an ensuite or it may need separate

          15       equipment.  If this is not possible, and sometimes

          16       within a busy ward it isn't possible, they should put in

          17       place cohort nursing, which is trying to nurse all the

          18       patients with the same infection in the one bay area.

          19           If this is not possible, that is when the

          20       infection -- you know, the infection control team should

          21       be contacted and a risk assessment carried out to ensure

          22       that safe practice is applied.

          23   Q.  "Care plan available" is the other bit I was going to

          24       pick up with you.  If you have a patient who is

          25       diagnosed with C. difficile, then should there be a care
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           1       plan put in place?

           2   A.  I think it is very, very important that a care plan is

           3       put in place, because C. difficile is quite -- can be

           4       quite a devastating illness.  The patients can suffer --

           5       they can have nutritional needs and fluid replacement

           6       needs because of the loss of fluid.  They can also have

           7       pressure damage and they can also have serious and

           8       severe side effects, such as problems with

           9       pseudomembraneous colitis and mega toxic colon.

          10   Q.  If we can leave that policy aside and look at another

          11       document within the same manual, and this is at page 258

          12       of the document, we are now looking at the loose stools

          13       policy that was said to be effective from March 2004.

          14       Again, did you look at this before coming to give

          15       evidence today?

          16   A.  Yes, I did.

          17   Q.  You may have sort of anticipated this, but if you turn

          18       to page 259, the section dealing with accommodation, we

          19       are told that you should place a patient who could

          20       contaminate the environment with faeces in a single

          21       room, and it talks about whether or not suitable for

          22       isolation.  Just on the first point, if you have

          23       a patient who is suffering from potentially infectious

          24       diarrhoea, should that patient, if at all possible, be

          25       isolated?

                                            12

           1   A.  Yes, I think it's very important to place any patient

           2       with diarrhoea of unknown origin into precautionary

           3       isolation.

           4   Q.  Again, just to follow through, you mentioned before, if

           5       that is not possible, Ms Colgan, then what should you

           6       do?

           7   A.  I think, as I stated before, they should be -- the

           8       infection control team could be contacted and advice

           9       sought from them.  There are other steps, such as

          10       cohorting patients together, or placing them near

          11       a wash-hand basin, ensuring certain precautions are in

          12       place, where that would be the very last option that you

          13       would want to put in place.

          14   Q.  Again, we see on this page that there's reference to

          15       a care plan.  Would you expect that there be put in

          16       place a care plan for a patient who has loose stools,

          17       potentially infectious diarrhoea?

          18   A.  Yes, I would.

          19   Q.  The other point I want to take from this document is, if

          20       you look at documentation, we are told -- and it reads

          21       in this way:

          22           "Document all episodes of loose stools and actions

          23       taken on a stool or fluid balance chart and

          24       medical/nursing notes."

          25           Just on that, looking to the documentation of
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           1       stools, is that something that is important in the

           2       management of a patient who is suffering from loose

           3       stools?

           4   A.  Yes, I think it's very important.  Nurses need to be

           5       able to judge the frequency of the stools and how it's

           6       affecting the patient.  The other things that they need

           7       to look at are the consistency of the stool, the odour,

           8       the colour, and this will all give them indicators as to

           9       if the infection is improving or if the infection is

          10       deteriorating.  Without a clear record of loose stools,

          11       I would find this difficult to achieve.

          12   Q.  You were also, I think, provided with a number of other

          13       policy documents that it is being assumed were relevant

          14       to the Vale of Leven at the relevant time, and if you

          15       could look quickly at GGC2654/0001, we have on the

          16       screen a falls risk document, "Management of inpatient

          17       falls", dated 21 December 2006.  It is said to be

          18       relevant to NHS Greater Glasgow and Clyde.  Do you see

          19       that?

          20   A.  Yes.

          21   Q.  Did you look at this document when you were giving

          22       consideration to how the risk of falls was being managed

          23       in the Vale of Leven?

          24   A.  I looked at this document prior to coming to give

          25       evidence.
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           1   Q.  The other document I want you to look at is at

           2       GGC26440001.  Now, this is a document that has got the

           3       title "Inverclyde pressure ulcer protocol".  Did you

           4       look at this before giving evidence?

           5   A.  I did.

           6   Q.  Is there anything in these two documents you have looked

           7       at that would not reflect what you would regard as

           8       normal practice, in any event, from the nursing

           9       perspective?

          10   A.  No, I think that the documents provided gave the nurses

          11       in the Vale of Leven Hospital an adequate framework to

          12       work from and to provide care.

          13   Q.  In relation to the seven cases that you looked at, were

          14       you looking for any special skills when you were seeking

          15       to assess the way in which the nursing care for the

          16       patients you looked at was being provided?

          17   A.  No, what I was looking for was general nursing skills

          18       that are core to each nurse.  I mean, all nurses should

          19       be aware of the patients' nutritional needs, their

          20       pressure management.  Those are basic skills that are

          21       relevant to all nurses.

          22   Q.  In approaching the seven cases, did you approach them in

          23       an independent way by acting without any input from any

          24       external influence?

          25   A.  That's correct.
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           1   Q.  When you finished looking at the seven cases and you

           2       came to put together your overview report, were you able

           3       to find some general trends in the cases you looked at?

           4   A.  I think there were several general trends that were

           5       relevant to quite a few of the cases.  I mean, the

           6       record keeping in most instances within the care plans

           7       varied from: some areas were completed, other areas were

           8       not completed or fully completed and other areas were

           9       poor.

          10           Again, there was variation in the management of

          11       nutrition and fluid replacement and also from the

          12       general management of a patient with C. difficile.  In

          13       some instances, I could determine that the patients were

          14       placed in isolation.  In other patients, I was not able

          15       to determine this.

          16           The other thing that I didn't find, except for one

          17       particular case, was any care plan for C. difficile or,

          18       actually, any precautions, infection control

          19       precautions, that should be put in place were lacking

          20       within the care plans.

          21   Q.  Let's turn to look at the first case that I propose to

          22       look at with you, and that is the case in relation to

          23       the patient Julia Monhan.  Your report is on the

          24       database at EXP00550001.  The relevant records are at

          25       GGC21640001, and we also have records at GGC24290001.
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           1           If we turn to page 3 of the report, Ms Colgan,

           2       I think in relation to Mrs Monhan's case you looked at

           3       two relatively short admissions on her part to the

           4       Vale of Leven; is that correct?

           5   A.  That's correct.  Mrs Monhan was admitted on 5 December

           6       until 7 December, and then she was readmitted again on

           7       21 December until the 28th.

           8   Q.  Looking, then, to the first of the admissions, can you

           9       assist the Inquiry as to why she was admitted on

          10       5 December?

          11   A.  Mrs Monhan was an 80-year-old lady who was currently

          12       being cared for in Dalmoak Nursing Home.  Her first

          13       admission to the Vale of Leven was on 5 December.

          14           On admission, she had been feeling unwell for a few

          15       days and had had diarrhoea.  In the nursing home, she

          16       was found slumped in her chair.  She was unresponsive.

          17       This is the reason that she was admitted on this

          18       occasion.

          19   Q.  But she had diarrhoea on admission?

          20   A.  She did have diarrhoea.  The doctor actually records

          21       that it was very foul-smelling, mucous diarrhoea.

          22   Q.  I think they took a sample from her when she was first

          23       admitted; is that correct?

          24   A.  That's correct.

          25   Q.  If we look then at GGC242900019, can we see we are
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           1       looking at a report from the microbiology department?

           2       The date of collection is 5 December 2007.  We see that

           3       in the bottom right.  It was received by the lab on the

           4       same day.  It is a negative result?

           5   A.  That's correct.

           6   Q.  The address at the top as to what the source of

           7       the request was is unknown.  Was this something that

           8       happened in the medical assessment unit?  Were you able

           9       to work out if that is where the sample was taken, when

          10       she was first admitted to the hospital?

          11           Perhaps the answer can be found on page 5 of your

          12       report, because in the second main paragraph you say

          13       that she is in the MAU, and then:

          14           "Whilst the results of the stool sample are awaited

          15       for the patient, Mrs Monhan was transferred to ward 6."

          16   A.  That's correct.

          17   Q.  So it would appear the sample was taken in the MAU and

          18       they were still waiting for the results --

          19   A.  When she was transferred.

          20   Q.  To ward 6?

          21   A.  That's right.

          22   Q.  In any event, it was a negative result, as it turned

          23       out; is that right?

          24   A.  That's correct.

          25   Q.  In relation to isolation, standing the fact that she had
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           1       diarrhoea and they were waiting for the result of

           2       the specimen, should Mrs Monhan have been isolated?

           3   A.  Yes, I think it would have been important to isolate

           4       Mrs Monhan.  She had a history of diarrhoea and they had

           5       said that it was foul smelling and mucousy, which would

           6       be an indication of infectious diarrhoea.  Isolation of

           7       this lady would have been difficult because she had

           8       dementia and she was wandering about the ward.

           9   Q.  Just picking that point up in relation to her wandering,

          10       if you turn to page 6 of your report, and it is the last

          11       main paragraph on that page, do you say:

          12           "During the night of 5/6 December ... Mrs Monhan

          13       drank huge amounts of fluids ... on 6 December 2007 at

          14       10.35, the notes state that Mrs Monhan's mood was

          15       pleasant and she was wandering around the ward area at

          16       this time.  The stool result had not been returned, so

          17       she was still being treated as suspected C. difficile."

          18           So although they were waiting for the results, she

          19       was wandering about.  That is what you noted from the

          20       records?

          21   A.  Yes.

          22   Q.  Should that really happen if you are waiting for the

          23       result of an infection such as C. difficile?

          24   A.  Well, ideally, it shouldn't happen.  I know that there

          25       are difficulties with patients who are suffering from
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           1       dementia in the provision of isolation.  However, in my

           2       experience, there are other measures that can be taken,

           3       such as one-to-one nursing to help and assist in this

           4       manner.

           5   Q.  In any event, as I think you told us a little while ago,

           6       Mrs Monhan was discharged on 7 December?

           7   A.  That's correct.

           8   Q.  Are you able to work out from the records whether or not

           9       she was still suffering from diarrhoea when she was

          10       discharged?

          11   A.  Sorry, I'm not sure of that.

          12   Q.  If we turn to page 7 of your report, you tell us in the

          13       last main paragraph, the one beginning,

          14       "Mrs Julia Monhan was again admitted", that she was

          15       admitted again to the Vale of Leven on 21 December 2007.

          16       This is for the second admission.  Is that right?

          17   A.  That's correct.

          18   Q.  In between her discharge on the 7th and her admission on

          19       the 21st, was there a specimen, a stool specimen, taken

          20       and sent for analysis?

          21   A.  There was.  There was a stool sample sent on

          22       13 December.  It was sent to an outside laboratory.  The

          23       form actually didn't state where it had come from, but

          24       this specimen was C. difficile positive.

          25   Q.  If we can perhaps look at the report and just see if
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           1       that can assist us, it is GGC27240005.  We see the word

           2       "Soprano" in big print on the left-hand side, but

           3       I think you told us you weren't able to work out what

           4       the source of the request for the specimen was; is that

           5       right?

           6   A.  That's correct.

           7   Q.  It must have been when Mrs Monhan was back in the

           8       nursing home?

           9   A.  Yes, it must have been.

          10   Q.  As you just anticipated a moment ago -- well, we see the

          11       date of the report is 13 December 2007.  Do you see

          12       that, at the top?

          13   A.  Yes, that's correct.

          14   Q.  The result, as you anticipated a moment ago, is

          15       positive, if we look towards the bottom of the page; is

          16       that right?

          17   A.  Yes, that's correct.

          18   Q.  So it would appear that in this period when she's --

          19       after she was discharged, a sample has been sent and it

          20       has proved to be positive for C. diff?

          21   A.  Yes, that's correct.

          22   Q.  Coming to her admission on 21 December, are you able to

          23       tell us what the reason behind that admission was?

          24   A.  Again, Mrs Monhan was unwell within the nursing home.

          25       She had collapsed in the nursing home and the initial
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           1       assessment said that she was groaning and guarding her

           2       left side.  Therefore, she was sent for admission to the

           3       Vale of Leven.

           4   Q.  Was C. difficile mentioned as part of the admission?

           5   A.  Yes, it was.  I think that one of the doctors, during

           6       the admission assessment, did say that this was

           7       a recurrence of her C. difficile and she had been on

           8       medication for this.

           9   Q.  Was a sample then taken from her again in the

          10       Vale of Leven to test for C. difficile?

          11   A.  Yes.

          12   Q.  If we look then at GGC21640029, we have that on the

          13       screen, can we see that the collection date is the date

          14       of admission on 21 December?  Do we see that?

          15   A.  That's correct.

          16   Q.  It seems to be addressed to ward 4, Dr McCruden.  Can we

          17       see that the result is a positive result?

          18   A.  Yes, that's correct.

          19   Q.  Now, were you able to ascertain whether or not, when

          20       Mrs Monhan was admitted to the Vale of Leven on this

          21       occasion, she was isolated at this point in time?

          22       Perhaps I can help you, if we can look at the infection

          23       control card that you will find at SPF0133/0001.

          24           I think you understand, before we look at the

          25       details of the card, that the system in the
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           1       Vale of Leven involved having a card for each patient

           2       that may develop C. diff that the infection control

           3       nurse would record any relevant details.  Is that your

           4       understanding of the system?

           5   A.  That's correct.  That seemed to be the system in place.

           6   Q.  You can see here we see Mrs Monhan's name at the top.

           7       It seems to be relevant to ward 6 at this point.  I will

           8       come back to that.  Admitted on 21 December 2007.  Date

           9       positive is said to be 23 December 2007.  Then we see

          10       that, on 24 December, we can read:

          11           "Informed by ward staff patient admitted with

          12       diarrhoea.  Nursed in 2-bedded with other positive

          13       patient.  Commenced Metronidazole", and so on.

          14   A.  That's correct.

          15   Q.  So it would appear, at least from the perspective of

          16       the infection control nurse, that Mrs Monhan was being

          17       nursed in a two-bedded room with another positive

          18       patient?

          19   A.  Yes, that's correct.

          20   Q.  If you can't isolate the patient, then is this the

          21       cohorting scheme that you mentioned before?

          22   A.  Yes, that's correct.

          23   Q.  If we just look at the medical records at page 11, we

          24       are looking at the form that is relevant to the

          25       assessment in the medical assessment unit.
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           1           Can we see, about five lines from the top, that

           2       there is a reference to there being "incontinent,

           3       foul-smelling stools, specimen obtained"?  So would it

           4       appear that the specimen that was collected on

           5       21 December was obtained in the medical assessment unit

           6       on admission?

           7   A.  Yes, it was obtained there.

           8   Q.  We have just noted, I think, that the report of

           9       the specimen was being addressed to ward 6.  Did you

          10       understand that, having passed through the medical

          11       assessment unit, Mrs Monhan was then transferred to

          12       ward 6?

          13   A.  Yes, that's what I gleaned from the notes that

          14       I reviewed.

          15   Q.  If we turn to page 36 of the records, can we see the

          16       evaluation sheet for ward 6 for the date 21 December:

          17           "Patient admitted to ward 6 via MAU."

          18           So that seems to confirm the position.

          19   A.  Yes.

          20   Q.  If you go to page 9 of your report, can you tell us how

          21       Mrs Monhan progressed during the course of this

          22       admission?

          23   A.  Mrs Monhan -- on admission, she had pyrexia of unknown

          24       origin.  She was unresponsive with C. difficile and

          25       loose stools.  There was interventions then undertaken,
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           1       such as her observations, a chest X-ray, bloods and

           2       blood cultures.  She was also isolated, as per the

           3       protocol, and she required full assistance with

           4       activities of daily living, and oxygen therapy was being

           5       administered.

           6   Q.  If we move on to, let's say, 24 December, after she's

           7       been there for two or three days, have you noted from

           8       the records, in that third paragraph on page 9, that,

           9       come 24 December, in the medical notes there's

          10       a statement saying she is:

          11           "Much improved.  Diarrhoea still present.  Continue

          12       with Teicoplanin and oral Metronidazole."

          13           So it would appear there's been some improvement, at

          14       least in relation to the C. difficile?

          15   A.  Yes, there seems to be improvement then.

          16   Q.  If you go to the second-last paragraph, have you taken

          17       from the records that, on 27 December, the medical notes

          18       indicate that:

          19           "Mrs Monhan is still C. difficile positive and is to

          20       continue on 'Met' [I take it that's Metronidazole] until

          21       31 December."

          22   A.  Yes, that's correct.

          23   Q.  Can you tell me, in fact, when Mrs Monhan was discharged

          24       back to the nursing home?

          25   A.  She was moved to ward 5 on 28 December and then she was
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           1       subsequently discharged on the 29th.

           2   Q.  You note that, I think, towards the end of the first

           3       paragraph on page 10 of your report?

           4   A.  Yes.

           5   Q.  If we can summarise the position here, there is a short

           6       admission between 5 to 7 December when a sample has been

           7       taken which proved to be negative.

           8           There is then a positive sample obtained, it would

           9       appear obtained, in the community, and then, when she

          10       comes back on the 21st, there is a positive result in

          11       the hospital and she remains in the hospital for about

          12       eight days and then she is discharged?

          13   A.  Yes.

          14   Q.  So she has two relatively short admissions?

          15   A.  Yes, it was.

          16   Q.  If I can turn to page 12 of the report, you have

          17       a section or a discussion towards the top of page 12

          18       looking at what you were able to take from the records

          19       in relation to communication between the nurses and

          20       family members in the course of the first admission.

          21       Can you summarise that for us?  What did you take from

          22       the records on that topic?

          23   A.  During the first admission in the records that

          24       I reviewed, there seemed to be good communication with

          25       the family.  I mean, her son was kept informed, he
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           1       actually rang the MAU and was given advice about his

           2       mother.  So on the first admission, from what

           3       I evidenced, there was good communication.

           4   Q.  We are only talking about a period of what?

           5   A.  A few days.

           6   Q.  Two or three days?

           7   A.  Yes.

           8   Q.  Between the nursing staff and the medical staff, were

           9       you able to form a view on what the level of

          10       communication was?

          11   A.  The nursing and medical staff, there seemed to be --

          12       there was two-way -- there was good -- there was

          13       evidence that the nursing staff were aware of and

          14       communicated information to the medical staff and that

          15       the medical staff were informed about the changes in her

          16       condition.

          17   Q.  I think you summarise the position in relation to both

          18       admissions, in fact, on page 13 of your report, if we

          19       could perhaps look to that.  It is the paragraph you

          20       have just before you look at record keeping.  I think

          21       you say:

          22           "There is good written evidence of communication

          23       with her family on her first admission."

          24           Then you look at the second admission.  What about

          25       the second admission?
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           1   A.  I wasn't able to find, really, any evidence of

           2       communication with the family on this occasion.  It

           3       wasn't written down.  It may have been done, but not

           4       written down, but on this occasion there was no

           5       evidence.

           6   Q.  If we can move on to look at some specific aspects of

           7       care that you have focused upon in this report, and if

           8       you could turn to page 17 of the report, you have

           9       a section here dealing with nursing care plans, and

          10       before I ask you about it in any detail, can I just get

          11       some documents put on the screen?  The first document

          12       I want is GGC24290020.

          13           Now, we have an admission form on the screen, and if

          14       I can have next to that page 21 of the same records, if

          15       we look at the document to the left, we are looking at

          16       the nursing admission assessment form for Mrs Monhan for

          17       the admission of 5 December; is that right?

          18   A.  Yes, that's right.

          19   Q.  On the face of it, this seems to have been pretty fully

          20       completed; is that right?

          21   A.  Yes.

          22   Q.  If we look at the next document, next to it, page 21 of

          23       the records, we see this is an activity of daily living

          24       assessment.  It doesn't have a date and there is a blank

          25       for the ward and the admitting nurse.
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           1   A.  Yes, it is not fully completed.

           2   Q.  I'm sorry?

           3   A.  I say it is not fully completed, either from a ward

           4       point of view or the date or the nurse.  Also, the

           5       nutritional state is circled as "hair dull", skin

           6       condition is not completed, mental state, oral hygiene,

           7       et cetera, these are all not completed in this document.

           8   Q.  I think we can see for ourselves there are boxes that

           9       have not been completed.  Were these of any particular

          10       importance to this patient?

          11   A.  I think that her nutritional state during this

          12       assessment was important.  Also, the skin, the condition

          13       of her skin, should have been assessed on admission to

          14       give an indication whether the skin was intact or

          15       whether it was broken.  This is good practice with any

          16       patient.

          17           Also, her mental state.  She has dementia, so there

          18       would be certain aspects of that that should have been

          19       recorded.

          20   Q.  In any event, should really these sections be

          21       completed --

          22   A.  Yes.

          23   Q.  -- if this is to be done correctly?

          24   A.  To give a full assessment of a patient's needs on

          25       admission is very important.  It provides an outline,

                                            29

           1       a baseline, for the care that you are actually going to

           2       provide.

           3   Q.  The next document I want you to look at is at page 24 of

           4       that same record.  We are looking here at a document

           5       that we can see is described as a multiproblem care plan

           6       and the date is 5 December.  So we are dealing with the

           7       first admission.  There are two problems that look like

           8       "Loss of consciousness", is that --

           9   A.  It is "Loss of consciousness" and "C. diff? (infective

          10       diarrhoea)".

          11   Q.  "C. diff? (infective diarrhoea)".

          12   A.  Yes.

          13   Q.  I think we know C. diff was, in fact, not diagnosed by

          14       the laboratory sample, but there was a suspicion of

          15       C. diff?

          16   A.  There was.

          17   Q.  What about this: in itself, leaving aside what else

          18       there might have been, as a care plan, have you any

          19       comments to make on this document?

          20   A.  Well, this actual document doesn't -- it says "Loss of

          21       consciousness".  It doesn't actually say if this patient

          22       is still unconscious and, if they are unconscious, what

          23       actual care do they need.  It looks at C. difficile, but

          24       it doesn't give me an indication of what was actually

          25       put in place to manage the C. difficile.
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           1   Q.  If you look at the interventions that have been put in

           2       place, from a nursing perspective, are they of any

           3       particular assistance from the point of view of having

           4       a care plan put into place?

           5   A.  They are more like a list of interventions that would

           6       have to be undertaken, and some of them would be

           7       medical-based rather than nursing-based.  But they don't

           8       give me an indication as to the full -- a full picture

           9       of what care this lady actually required.

          10   Q.  As a care plan in itself, is it at all adequate, in your

          11       opinion?

          12   A.  In my opinion, no.  There should be individual care

          13       plans for each aspect of her care which set out very

          14       clearly her individual requirements in each area.  That

          15       would be my opinion of good care planning.

          16   Q.  If you had an individual care plan for the suspected

          17       C. diff, can you tell the Inquiry what sort of aspects

          18       of management might have been included in it?

          19   A.  Well, if you had a care plan in place for C. difficile,

          20       you would be looking that, firstly, the patient had been

          21       placed in isolation.  You would be looking for what

          22       precautions were put in place to advise nurses, such as

          23       hand washing, the use of PPE, enhanced cleaning of

          24       the environment.  You would also be looking at fluid

          25       replacement and her dietary requirements: did she have

                                            31

           1       any nutritional needs?  You would be looking at her

           2       diarrhoea, her loose stools, how many actual episodes of

           3       loose stools that she had on a daily basis.  These would

           4       be all aspects of care that you actually would be

           5       looking for within a care plan.

           6   Q.  Now, having regard to your understanding as to how this

           7       patient presented on admission, would you have

           8       anticipated any further care plans to be put in place to

           9       manage her problems?

          10   A.  I would have thought that there should have been a care

          11       plan for her nutritional needs, her wound care, because

          12       her skin was red and excoriated, and the management of

          13       her continence, because she did have a reoccurrence of

          14       her C. difficile, and within -- if a patient has

          15       problems with continence, it can cause actual pressure

          16       damage from the moisture and this should all be managed

          17       appropriately.

          18   Q.  You mentioned, I think, her mental state.  Should that

          19       have been catered for?

          20   A.  Yes.  I think that the nurses should have recorded what

          21       level, you know, her mental state was at.  It should

          22       have been recorded that she had problems with wandering,

          23       the level of her confusion, was she able to understand

          24       what the nurses were saying to her and the doctors, and

          25       all these -- I feel that these should have been an
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           1       aspect of her care.

           2   Q.  Well, then, let's leave aside the first admission and

           3       look at the second admission.  We are now looking at

           4       a different set of medical records.  Can I have it on

           5       the screen first of all, please: GGC21640031?  Could

           6       I have also next to that, and it is in the same batch of

           7       records, page 32?

           8           Now, on the left-hand side, we have the admission

           9       assessment form for 21 December; is that correct?

          10   A.  Yes.

          11   Q.  Again, it certainly seems to contain quite an amount of

          12       information, including the provisional diagnosis at the

          13       bottom of "? C. diff"?

          14   A.  Yes.

          15   Q.  Is this a reasonable assessment of the admission

          16       position so far as this document is concerned?

          17   A.  This was in the medical assessment unit, this admission,

          18       her assessment was undertaken.

          19   Q.  I think this is ward 6, in fact.

          20   A.  Sorry.

          21   Q.  If you look at the top right --

          22   A.  Yes, it is ward 6, sorry.  This was an initial

          23       assessment.  It wouldn't have outlined all of

          24       the activities of daily living, but I think we are going

          25       on to look at that presently.

                                            33

           1   Q.  Yes.  We can see there are boxes that are not completed,

           2       for example, the Waterlow is not completed, urinalysis

           3       and the observations.  In contrast to the last one we

           4       looked at, there is no information contained?

           5   A.  That's correct.

           6   Q.  Then, if we look at page 32, which is the activity of

           7       daily living assessment for ward 6 for this particular

           8       admission, we can see that there are a number of boxes

           9       that have been completed, but, for example, "Speech and

          10       communication", and then the four boxes "Eyesight",

          11       "Hearing", "Personal hygiene", "Dressing" have not been

          12       completed?

          13   A.  That's correct.

          14   Q.  Nor has "Pain" or "Sleep pattern"?

          15   A.  That's right.

          16   Q.  So far as this goes, was this a reasonable completion of

          17       this document?

          18   A.  No.  I think that -- I mean, if you are not going to

          19       complete any part of a document, you need to put in that

          20       part that it's not applicable to that patient.

          21           Therefore, when you are actually completing an

          22       activities of daily living, you would actually record

          23       something against each box.  In my opinion, that's what

          24       I would be looking for if I was inspecting a care plan.

          25   Q.  Now, then, if you turn to page 34 of these records, we
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           1       have a multiproblem care plan for this date,

           2       21 December.  It looks like:

           3           "Pyrexial.  Unknown cause.  Unresponsive.  C. diff.

           4       Loose stools."

           5           The goal is "To investigate and treat accordingly"

           6       and we have a list of interventions.  Do you have any

           7       views on this particular document?

           8   A.  Again, it is similar to the document that we looked at

           9       on the 5th and, again, I would suggest that it doesn't

          10       give me a clear indication of Mrs Monhan's particular

          11       needs in this instance.

          12           It would be more medically-based than actually

          13       nursing-based.  It is a list of medical instructions in

          14       some instances.

          15   Q.  If we focus on C. difficile, because, during this

          16       admission, Mrs Monhan was confirmed to be positive,

          17       should there have been a separate C. difficile care plan

          18       to manage that aspect of her care?

          19   A.  Yes, there should.

          20   Q.  Leaving that aside and having regard to what you know

          21       about her condition, were there any other aspects of her

          22       care that should have been managed separately in a care

          23       plan?

          24   A.  Well, she did have -- her skin was red and excoriated,

          25       so there should have been a care plan in place for that.
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           1       She also had nutritional needs, although these varied.

           2       On the first admission, it was said that she required

           3       a liquidised diet.  On the second admission, she

           4       required a soft diet.  Then, on the discharge, the

           5       sister had recorded that she actually was eating with

           6       assistance, and it didn't specify.

           7           So her needs in this area actually, to me, seemed to

           8       change quite a bit from -- and it is unusual in

           9       a patient that would be requiring a liquidised diet

          10       to -- you know, to return, after a period of illness, to

          11       a normal diet.  So it didn't give me a clear indication

          12       of what was actually happening to her in this instance.

          13   Q.  Ms Colgan, we have looked at the two admissions and we

          14       have focused on two multiproblem care plans.  Did you

          15       find any other care plans in the records you looked

          16       at --

          17   A.  No.

          18   Q.  -- in relation to either admission?

          19   A.  No.

          20   Q.  Can we move on to page 17 of your report?  Before I do

          21       that, in fact, there is a second page, or it may be

          22       a separate page, to the care plan we have been looking

          23       at on page 34.  If you could look at page 35, this may

          24       not be a continuation because it has a different date,

          25       24 December?
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           1   A.  Yes, that's correct.

           2   Q.  What does it say at the top?  Can you read that?

           3   A.  "K low".

           4   Q.  Can you help me on that one?

           5   A.  I took it to refer that her potassium was low.

           6   Q.  So this is something separate then that is being

           7       addressed?

           8   A.  That is a separate problem that has been identified.

           9   Q.  So far as the way this has been identified and managed,

          10       is this a reasonable approach?

          11   A.  This I actually find quite difficult to read.  I'm not

          12       sure whether it was the style of writing.  She said that

          13       supplements are to be given, "Encourage ..."

          14   Q.  It looks like "Encourage fluid and drink".

          15   A.  "Bloods to be checked".  In relation to --

          16   Q.  Something about "Bloods to be checked"?

          17   A.  Yes.

          18   Q.  Would these be the sort of interventions you would

          19       expect to see for someone with this sort of problem?

          20   A.  I mean, I think Sister has identified that she needed --

          21       that she had a particular problem with her potassium and

          22       it would also be -- this would also be a medical problem

          23       because the doctors would be monitoring her bloods to

          24       see if her potassium had increased.  High and low

          25       potassium does create problems and there can be cardiac
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           1       complications if this is not addressed.  So I think this

           2       is important.  I think sister has given an indication

           3       that these are the key areas that would need to be

           4       looked at.

           5   Q.  This might be described as good nursing care, because

           6       they have obviously spotted something during the time of

           7       the admission and put in place steps to deal with it?

           8   A.  Yes.

           9   Q.  I was going to move on to look at pressure management.

          10       You discuss that on page 17 of your report.  Can you

          11       summarise your discussion that is on that page, and it

          12       goes on to the following page?

          13   A.  Well, on admission, on the first admission to the

          14       Vale of Leven on 5 December, there was no pressure

          15       damage.  On the second admission, there actually was

          16       pressure damage observed on admission.

          17   Q.  If I can go back to the first admission, was there any

          18       assessment of her risk to pressure?

          19   A.  Sorry --

          20   Q.  I think we know that they used the Waterlow tool in the

          21       Vale of Leven.  Did you see any evidence of the Waterlow

          22       tool being used to assess her risk to pressure damage

          23       during the first admission?

          24   A.  No, there was no risk assessment undertaken on either

          25       admission.
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           1   Q.  In relation to the first admission, in your opinion

           2       should there have been a risk assessment?

           3   A.  Yes.  There should be a risk assessment.  There should

           4       have been a risk assessment in place.  This lady was

           5       frail, she had collapsed, she had various other nursing

           6       needs which would have indicated that a pressure

           7       management assessment should have been taking place.

           8       Also, she had nutritional needs at this particular time.

           9   Q.  In relation to the second admission, the admission of

          10       21 December, should there have been an assessment such

          11       as the Waterlow assessment carried out then?

          12   A.  Most definitely, because one of the reasons was that she

          13       did -- the admission records would indicate that she had

          14       damage, so it would have been important to assess that

          15       damage and ensure that a care plan was put in place to

          16       prevent further damage and also to care for that

          17       particular -- to give her the particular wound care that

          18       she needed in this instance.

          19   Q.  What did you take from the records then as to how the

          20       damage that she did have was being managed by the

          21       nursing staff?

          22   A.  I wasn't given, really, any indication that the actual

          23       care in this instance was assessed or planned.

          24   Q.  For example, in relation to positional changes, would

          25       you expect there to have been a turning chart to monitor
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           1       such changes?

           2   A.  I think turning charts are very useful, in that they

           3       give nurses an indication of what position a patient is

           4       actually in in bed so that a patient is not always

           5       nursed in the one position, because this would create

           6       further pressure on particular pinpoints within the

           7       body.  So that's the reason why nurses would put

           8       a turning chart in place.

           9   Q.  Would this be a case where you might have a wound chart

          10       to grade the wound or not?

          11   A.  There should -- I mean, in my experience, if there was

          12       damage, the nurses would put a wound chart in place.

          13       However, this was not available in the care plans that

          14       I reviewed.

          15   Q.  Just to be clear, when you talk about care plans in that

          16       context --

          17   A.  Sorry, case notes.

          18   Q.  -- are you talking about the case notes?

          19   A.  I am talking about the case notes, sorry.

          20   Q.  Why do you consider that it is important to have

          21       something like a wound chart to grade the wound for the

          22       pressure damage?

          23   A.  A wound chart is important because it gives nurses an

          24       indication of the size of the wound, the depth of

          25       a wound, what actual -- the care that has actually been
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           1       delivered.  It is usually filled in -- the nurses would

           2       complete and say that "This wound should be reviewed

           3       daily".  Depending on the type of dressing used, it

           4       could be reviewed in two days, three days, et cetera.

           5       I think that it just provides a picture that nurses can

           6       base and deliver their care from.

           7   Q.  Can I move on to the next section of your report where

           8       you address the issue of nutrition.  You begin by saying

           9       that you did not see any evidence of a nutritional

          10       assessment being carried out in relation to either

          11       admission; is that correct?

          12   A.  That's correct.

          13   Q.  Should there have been such an assessment carried out?

          14   A.  Yes.  It had been identified by the nursing home that

          15       she had problems with nutrition.  She was on

          16       a liquidised diet, so, therefore, there should have been

          17       a care plan in place for that.

          18           It is important, when patients are on a liquidised

          19       diet, that care is planned, not only from the

          20       nutritional point of view, but also from the risk -- if

          21       they are given the wrong food, there is a risk of

          22       choking and the risk of fluid actually going into the

          23       lungs, which would cause aspiration and pneumonia, which

          24       would be very serious in an elderly patient.

          25   Q.  You have looked at seven cases.  Did you see the
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           1       nutritional screening tool that we have certainly seen

           2       in other cases in any of the cases you looked at?

           3   A.  I saw them in a few of the cases.

           4   Q.  But not in this?

           5   A.  Not in this particular case.

           6   Q.  So the tool was there, but it wasn't, so far as you

           7       could see, employed in this case?

           8   A.  No.

           9   Q.  Fluid balance is something you also look at in your

          10       report, and perhaps we could turn to page 20 of your

          11       report.  Can you summarise what you were able to

          12       ascertain from the records in relation to how this was

          13       being managed?

          14   A.  Well, there were fluid balance charts, a few, in place.

          15       The notes would indicate that the fluid balance charts

          16       on both admissions were not totalled.  The nurses didn't

          17       actually give an indication of what her fluid intake or

          18       output was over a 24-hour period.

          19           On both occasions, she continued to have diarrhoea.

          20       Therefore, an accurate record of her fluid balance would

          21       have been important.  Whilst there was some evidence of

          22       the recording of her needs in this area, it didn't

          23       provide a full picture of actually the care -- of care

          24       delivered to her.

          25   Q.  If we take two examples and look at the first admission
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           1       and turn to page 30, GGC24290030, this relates to the

           2       first admission, 6/12 to 7/12.  Of course, this may be

           3       on the day of admission itself, so it may not be of

           4       any -- there is not much on it.  But if we look at the

           5       one at page 31, we see on the right of the screen

           6       a fluid balance chart covering the period from

           7       5 to 6 December.  We do see there a number of entries,

           8       but, as you pointed out, there is certainly no totalling

           9       carried out; is that correct?

          10   A.  I think, if you look at that, it says there the 5th,

          11       arrived on the ward.  So the first fluid balance chart

          12       would actually have been for the second day of her

          13       admission.

          14   Q.  Is that the one --

          15   A.  With very little entry.

          16   Q.  So the second day is the one on the left?

          17   A.  Yes, that's correct.

          18   Q.  So that is the one you would expect to see more --

          19   A.  Yes.

          20   Q.  It is not quite blank, but it is virtually blank.  The

          21       other one I want you to look at is on page GGC21640045.

          22       We have on the left a fluid balance chart for the period

          23       22 to 23 December, and, again, we see some entries but

          24       not many and no totalling?

          25   A.  Yes, that's correct.
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           1   Q.  Is this at all adequate for a patient who has been

           2       diagnosed with C. difficile?

           3   A.  No, it is not adequate at all.

           4   Q.  You then, on page 21 of your report, go on to discuss

           5       the position in relation to stool charts.  Was there any

           6       evidence of Mrs Monhan's stools being monitored by means

           7       of a stool chart?

           8   A.  Well, actually, there was a stool chart in this instance

           9       put in place on admission.  However, the only recording

          10       in it was that a sample had been sent for C. difficile.

          11       There was no actual entries on the chart.

          12   Q.  Is that the one we find at GGC24290032?

          13   A.  Yes, that's correct.

          14   Q.  So it is a stool chart?

          15   A.  It is.

          16   Q.  There is no date?

          17   A.  This was actually the first stool chart that I had come

          18       across in the review of the case notes.

          19   Q.  But this isn't monitoring of stool, it is just saying

          20       that something has been sent?

          21   A.  Yes.

          22   Q.  In relation to either admission, did you see a stool

          23       chart or stool charts that monitored the stools in the

          24       way you described earlier today?

          25   A.  No.
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           1   Q.  Should there have been stool charts in this case,

           2       particularly when the diagnosis was confirmed?

           3   A.  I think it would have been vitally important.

           4   Q.  Why do you say it would have been "vitally important"?

           5   A.  Well, the patient had a recurrence of her C. difficile

           6       on the second admission.  It is very important for

           7       nurses to record the consistency, the frequency, the

           8       odour and whether there is actually blood present or

           9       mucus present.  This all gives them an indication of how

          10       the infection is presenting.  It gives them an

          11       indication if there has been any improvement in the

          12       episodes of diarrhoea throughout the day.  It can give

          13       them an indication whether the patient is actually

          14       deteriorating or improving.

          15   Q.  You conclude, I think, on page 22, that:

          16           "There is little evidence to indicate that nursing

          17       staff were aware of the importance of recording bowel

          18       movements on a regular basis to give an indication of

          19       what is normal for the patient."

          20           Is that essentially the conclusion you arrive at

          21       here?

          22   A.  Yes, that is my conclusion.

          23   Q.  In relation to falls risk assessment then, that is

          24       something you look at.  First of all, I think you note

          25       that Mrs Monhan had a history of having had a fractured
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           1       neck of femur in 2006; is that correct?

           2   A.  That's correct.

           3   Q.  Was there any indication that she had had a history of

           4       falls in the nursing home?

           5   A.  No, in the letter that was sent from the nursing home

           6       there was no indication that falls was a particular

           7       problem in this area.

           8   Q.  Was there any falls risk assessment carried out in the

           9       course of either admission?

          10   A.  No.

          11   Q.  Should there have been, in your opinion?

          12   A.  I think it is important that nurses actually do carry

          13       out a falls risk assessment in elderly patients.  The

          14       prevention of falls is a very complex area and it does

          15       give nurses an indication of whether a patient would be

          16       at risk or not.

          17   Q.  So do you say there should have been an assessment

          18       carried out?

          19   A.  In this instance, there was no evidence within the notes

          20       that this would have been a particular problem.  But it

          21       would have been good practice to introduce this.

          22   Q.  Moving and handling that you also touch upon, you say

          23       there was no evidence to indicate that such an

          24       assessment was carried out.  On either admission, do you

          25       think this should have been done?
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           1   A.  Yes, there should have been a moving and handling

           2       assessment.  I think that, legally, we have to carry out

           3       a moving and handling assessment on patients and find

           4       out their requirements.

           5   Q.  You also, I think, look at the DNAR position.  If we

           6       turn to page GGC24290014, we have the document on the

           7       screen, it seems to have been dated 5 December -- that's

           8       the first admission, I think; is that correct?

           9   A.  That's correct.

          10   Q.  It looks like Dr Forbat has signed it, and CPR is

          11       unlikely to be successful due to, and he just writes

          12       "frail".  What I want to ask you is this: was there any

          13       evidence that the nursing staff were aware, so far as

          14       you could see, of the fact that there was a DNAR order

          15       in place?

          16   A.  The nursing notes actually record that the patient was

          17       not for 2222, which, to me, would not be for

          18       resuscitation.

          19   Q.  Then you finally look at the nursing management for

          20       C. difficile on page 24 of your report.  I think in an

          21       earlier discussion we covered most of this.  As we know,

          22       on the first admission, Mrs Monhan was not diagnosed as

          23       being positive for C. difficile; is that right?

          24   A.  That's correct.

          25   Q.  I think the point you made earlier, you would have still
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           1       expected her to be isolated on suspicion?

           2   A.  Yes.  I mean, she was -- when she was admitted, she did

           3       have foul-smelling diarrhoea, so precautionary isolation

           4       should have been in place.

           5   Q.  In relation to the second admission, you weren't able to

           6       ascertain whether or not she was isolated on admission;

           7       is that right?

           8   A.  Not in the medical assessment unit, not in ward 6.

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

          10       SPF01330001, I think what we noted before for the 24th

          11       was that she was nursed in a two-bedded with another

          12       positive patient?

          13   A.  That's correct.

          14   LORD MACLEAN:  What's not clear from that, though, is

          15       whether that is the situation that obtained when she was

          16       admitted to the ward.  It records what happened, what

          17       the situation was on the 24th.

          18   A.  That's correct.

          19   LORD MACLEAN:  That was when the sample was found to be

          20       positive.

          21   A.  That's correct.

          22   LORD MACLEAN:  Strictly speaking, you might be able to infer

          23       that that is where she was from the start, but it

          24       doesn't say so anywhere else, does it?

          25   A.  Sorry, the multiproblem care plan that was on the second
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           1       admission does state that she was, I think -- no, it

           2       doesn't, sorry, that was on the first admission.

           3   MR MACAULAY:  Were you able to ascertain from the nursing

           4       notes themselves, the notes for ward 6, whether she was

           5       isolated when admitted to ward 6 on the 21st?

           6   A.  No, I wasn't.

           7   Q.  I think we have already touched upon what you said about

           8       no stool chart and no care plan for C. difficile.  If

           9       you just look at page 26, you say in that last main

          10       paragraph that there is some evidence in the case notes

          11       to indicate that nurses were aware of the importance of

          12       controlling infection:

          13           "The multiproblem care plan indicates that

          14       Mrs Monhan was isolated as per protocol."

          15           Now, is that absolutely correct, if we look at the

          16       care plan at GGC21640034?  That is the point at item 13;

          17       is that right?

          18   A.  That's correct.

          19   Q.  "Isolated per protocol".  If that relates to the 21st,

          20       there may be an inference there that that is when she

          21       was isolated?

          22   A.  Yes, I think that is where I was getting my information

          23       from.

          24   Q.  Is there a contradiction between that and what is in the

          25       infection control card?
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           1   A.  I think if we go back to the actual laboratory report,

           2       the stool sample had been sent on 21 December.  It had

           3       been received by the laboratory on the 22nd, but it was

           4       only reported on the 24th.  So there had been some delay

           5       in actually being sent and being received by the ward.

           6           This may be what the infection control nurse is

           7       actually recording in her record; that she was informed

           8       by the lab on the 24th.

           9   Q.  If we look then to page 27 of your report, what you

          10       conclude is that there is no indication that nursing

          11       staff adhered to hospital policy in relation to the

          12       C. difficile associated diarrhoea, there is no care plan

          13       or evidence that a risk assessment was undertaken; is

          14       that --

          15   A.  That's correct.

          16   Q.  Before we look to your conclusions, if I can go briefly

          17       back to page 13 of your report, you have quite a lengthy

          18       discussion there under reference to the heading "Record

          19       keeping", and I will touch upon one or two points in

          20       a moment, but in the main, have we covered the points

          21       you make there under reference to the specific records

          22       that we have looked at over the last little while, for

          23       example, the point you make about ADL and care planning?

          24   A.  I think so, yes.

          25   Q.  You make some specific points on page 16, and here you
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           1       are touching upon the quality.  It is the second-last

           2       main paragraph, the quality of the records, which

           3       deviated from NMC guidelines, and you give a number of

           4       examples where records did not comply with the

           5       guidelines; is that right?

           6   A.  That's correct.

           7   Q.  For example, that entries were written over and some

           8       were not signed, and so on; is that correct?

           9   A.  That's correct; yes.

          10   Q.  That takes me to your conclusions in this particular

          11       case.  Do you really summarise your position in that

          12       very first paragraph that you have on page 27?

          13   A.  I think that probably does summarise my opinion of

          14       the standard of care delivered.

          15   Q.  I will come to that in a moment, but the other part, you

          16       are effectively, I think, dealing with matters we have

          17       already looked at in detail.

          18   A.  Yes.

          19   Q.  Looking, then, to your overall conclusion, what is it?

          20   A.  Well, overall, I believe that the standard of care

          21       received in this instance by Mrs Monhan would not always

          22       have followed the recognised practice in place at that

          23       time in Scotland.

          24           On analysis of the records, the appropriate care

          25       plans were not in place and care plans outlining the
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           1       specific care required were not devised.  For instance,

           2       there were no care plans written for her nutritional

           3       needs, especially on her first admission, when it

           4       actually was recorded that she was malnourished.  On the

           5       second admission, in relation to her ongoing

           6       C. difficile infection, no care plans were devised, and

           7       also for her wound care and continence, her wound -- her

           8       skin in that admission was red and excoriated, and also

           9       for the specific management of her C. difficile

          10       infection and the actual infection control precautions

          11       that should have been in place.

          12   Q.  Having regard to the NMC codes of conduct that we looked

          13       at this morning, in your opinion, did the nursing care,

          14       insofar as you could see from the records, comply either

          15       with the duties on the nurse to give proper care and the

          16       record keeping envisaged by the other code?

          17   A.  The actual case notes that I reviewed would not have

          18       been in line with NMC guidance.  They didn't give me

          19       a clear indication of the particular needs of this

          20       patient, the plans of care that should have been in

          21       place.  They didn't review the care and they didn't

          22       evaluate the care properly.  So, no, I don't believe

          23       that they were in keeping with NMC guidance.

          24   MR MACAULAY:  Thank you for that.

          25           My Lord, if your Lordship was to plan to have
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           1       a break, this might be an appropriate time for that.

           2   LORD MACLEAN:  We will have a short break now.

           3   A.  Thank you.

           4   (11.25 am)

           5                         (A short break)

           6   (11.50 am)

           7   MR MACAULAY:  The next case I want you to look at,

           8       Mrs Colgan, is that of Mary Broadley.  If you have

           9       a copy of your report in front of you, and we will put

          10       it on the screen as well, it is EXP00360001, and we have

          11       the medical records at GGC00000001.

          12           If I can take you to page 3 of your report on the

          13       database, is this a patient who was initially admitted

          14       to the Royal Alexandra Hospital following a fall at

          15       home?

          16   A.  Yes.  Mrs Broadley was admitted to the Royal Alexandra

          17       on 21 September 2007 after a fall at home, which

          18       resulted in a fractured neck of right femur.

          19   Q.  I think you said that she had a fall and she fractured

          20       the neck of her right femur; is that correct?

          21   A.  That's correct.

          22   Q.  Was she then treated for that in the Royal Alexandra

          23       Hospital?

          24   A.  Yes, she was.

          25   Q.  Then was she transferred to the Vale of Leven Hospital?
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           1   A.  She was transferred to the Vale of Leven on the 10th --

           2       no, sorry, I beg your pardon.

           3   Q.  I think you note it is on 27 September?

           4   A.  On the 27th.

           5   Q.  What was the purpose of the transfer?

           6   A.  The reason I could determine for the transfer was that

           7       she was to be rehabilitated.

           8   Q.  I think she was quite an elderly lady; is that right?

           9   A.  That's correct.  Mrs Broadley was 91 on admission.  She

          10       actually lived at home with her son and had no social

          11       services input at all.  She actually was quite -- she

          12       was mobile to a certain extent.  She was termed in the

          13       notes as a "furniture walker", which meant she was able

          14       to get about the house holding onto the furniture.  So

          15       she was reasonably independent and, for her age, she was

          16       in a good state of health.

          17   Q.  In the Vale of Leven did she have another fall on

          18       13 October?

          19   A.  She did.  On admission, she had reduced mobility and she

          20       had a couple of falls prior to the 13th, but on the

          21       13th, she fell and sustained a fractured wrist and that

          22       was determined as a Colles fracture.

          23   Q.  What happened then?  Did she go back to the Royal

          24       Alexandra for that to be --

          25   A.  She went back.  She had plaster of Paris applied and was
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           1       transferred back to the Vale of Leven.

           2   Q.  So she has the fall in the Vale of Leven on 13 October,

           3       she is transferred to the Royal Alexandra Hospital and

           4       she's then back to the Vale of Leven on 15 October; is

           5       that correct?

           6   A.  Yes.

           7   Q.  Between then and 15 November -- and I will come to look

           8       at what happened then -- did she have any other falls in

           9       the Vale of Leven?

          10   A.  She had two falls -- sorry, I beg your pardon.  She had

          11       the two falls, or the fall that happened on 15 November,

          12       and she did have a couple of falls, and within the

          13       actual nursing notes there was continuous reference to

          14       her taking risks when she was actually mobilising.

          15   Q.  But on 15 November, in the Vale of Leven, did she have

          16       a significant fall?

          17   A.  She had a very significant fall which resulted in two

          18       fractures.  She fractured her hip -- her femur again and

          19       she fractured her wrist in two places in the radius and

          20       the ulna.

          21   Q.  What ward was she in in the Vale of Leven?

          22   A.  She was in ward 14 initially.

          23   Q.  At the time of the significant fall on 15 November, was

          24       she still in ward 14 at that time?

          25   A.  She was.
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           1   Q.  Again, because of the damage she had sustained, was she

           2       transferred to the Royal Alexandra Hospital for

           3       treatment?

           4   A.  She was.  She was transferred for a period of time.

           5   Q.  My note says she was transferred back to the

           6       Vale of Leven on 23 November.

           7   A.  That's correct, to ward 15.

           8   Q.  This is to ward 15?

           9   A.  Yes.

          10   Q.  If we just then look at that period where she's had

          11       a number of falls with a number of fractures, was there

          12       any evidence during that period of diarrhoea or loose

          13       stools?

          14   A.  No, she was initially diagnosed with diarrhoea on

          15       2 December.  She had the first instance of loose stools

          16       on 2 December.

          17   Q.  If I take you to page 5 of your report, towards the

          18       bottom of the page, do you note that, on 2 December,

          19       loose stools were noted?  Is that correct?

          20   A.  That's correct.

          21   Q.  A specimen was taken on the 4th?

          22   A.  That's correct.

          23   Q.  Did that specimen prove to be positive for C. diff?

          24   A.  Yes, it did.

          25   Q.  If we could have the report on the screen, that is at
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           1       GGC00050080.

           2   LORD MACLEAN:  Mr MacAulay, on my copy, it is page 3, not

           3       page 5.  Am I wrong?  The bottom of page 3.

           4   MR MACAULAY:  I'm working off the Lextranet.  This is one of

           5       the cases where the Lextranet number is different to the

           6       pagination on the report and that causes confusion.

           7           If we take the report and put it to the side for the

           8       moment, we can see the Lextranet number is 5.

           9   LORD MACLEAN:  I will be guided by you.

          10   MR MACAULAY:  We can only get it on the screen if I give the

          11       Lextranet number.  I know it is confusing.

          12           So we have on the screen Lextranet number 5, but

          13       pagination number 3.

          14   LORD MACLEAN:  Oh, I see what you mean, yes.

          15   MR MACAULAY:  We can only get it up if I give the Lextranet

          16       number.  So we are now looking at page 80 of the medical

          17       records.

          18           Can we see, Mrs Colgan, that the sample has been

          19       collected on 4 December, it is addressed to ward 15,

          20       where you told us she is now, and it is a positive

          21       result?

          22   A.  That's correct.

          23   Q.  Thereafter, to see how Mrs Broadley progressed, did she

          24       continue to have loose stools?

          25   A.  She continued -- she actually was -- she continued to
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           1       have loose stools.  She was diagnosed again in December

           2       with C. diff and a reoccurrence of C. diff and norovirus

           3       again in January, so during her period in hospital, she

           4       continued to have problems with diarrhoea.

           5   Q.  Perhaps we can sort of cut to the chase here, then, and

           6       summarise the position.  If we look at page 73 of

           7       the records, do we have here a report that relates to

           8       a sample that was collected on 17 December, received by

           9       the lab on 18 December and, again, it is a positive

          10       result?

          11   A.  That's correct.

          12   Q.  If you could then turn to page 67, we are now

          13       into January, and can we see there was a sample

          14       collected on 12 January, received by the lab some days

          15       later, on 15 January, and, again, it is a positive

          16       result?

          17   A.  Yes, that's correct.

          18   Q.  If we then look at the infection control card at

          19       SPF00420001, do we see that for 5 December, which was

          20       the time when there was the first positive diagnosis,

          21       "Informed by lab staff patient isolated as also MRSA

          22       positive"?

          23           Now, what was your understanding at this point in

          24       time in relation to her state of isolation then?

          25   A.  From the review of the notes, it would suggest that she
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           1       was isolated at that time as she had been MRSA positive.

           2       In fact, she had gone through two eradication programmes

           3       for MRSA.  So it was my understanding that she was

           4       isolated at this time.

           5   Q.  For MRSA?

           6   A.  For MRSA.

           7   Q.  But the diagnosis of C. difficile coincidentally meant

           8       she was isolated at that point in time?

           9   A.  Yes.

          10   Q.  Then, on 17 December, it is noted that she was

          11       asymptomatic.  Now, we have noted ourselves from the

          12       microbiology reports that, in fact, there was a positive

          13       result at that time; is that correct?

          14   A.  That's correct.

          15   Q.  Was there any evidence of that positive result being

          16       recorded in the infection control card?

          17   A.  No.

          18   Q.  Then we see, on 14 January, "Symptomatic again", and

          19       that must relate to the sample we saw a moment ago; is

          20       that correct?

          21   A.  That's correct.

          22   Q.  Then we read "Symptomatic again.  Moved to single room".

          23       What did you understand about isolation at this point in

          24       time, having regard to that information?

          25   A.  Well, that would give me to understand that she had been
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           1       moved out of the single room -- I'm not sure where into

           2       the ward -- and then moved back into a single room.

           3   Q.  We know from the microbiology that she was positive on

           4       17 December.  Were you able to ascertain what her status

           5       was vis-a-vis isolation from 17 December through to

           6       14 January?

           7   A.  No.

           8   Q.  Is it the case that, shortly after the positive

           9       diagnosis that we have looked at, Mrs Broadley died?

          10   A.  Yes, she died on 20 January.

          11   Q.  If we look at the death certificate at SPF00030001, at

          12       section 4 we can see she was now aged 92; is that right?

          13   A.  That's correct.

          14   Q.  The cause of death, 1(a), is said to be the Clostridium

          15       difficile enteritis.  There is also mention of dementia.

          16       Did you understand from the records that she was

          17       suffering from dementia?

          18   A.  No, I didn't actually determine that from the records.

          19   Q.  But the fractured neck of femur --

          20   A.  What I determined from the record was that she was seen

          21       by the psychiatrist because she was depressed and,

          22       actually, her son had requested this.  I didn't actually

          23       see anything about dementia within the notes.

          24   Q.  But the fractured neck of femur, what's your

          25       understanding about that?  Was that as a result of
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           1       the fall she had in the hospital?

           2   A.  Well, she was admitted to hospital with a fractured neck

           3       of femur --

           4   Q.  Originally, yes.

           5   A.  -- originally, and then she sustained another fractured

           6       neck of femur within the hospital.

           7   Q.  The original fractured neck of femur, was that the same

           8       side?

           9   A.  Yes, it was.

          10   Q.  What was the position with that fracture by the time she

          11       had the next fracture?

          12   A.  What I could determine from the notes, that Mrs Broadley

          13       was progressing fairly well and there was talk about her

          14       actually going home.  You know, there were indications

          15       that there would be home visits arranged.  So to my

          16       understanding, she was actually making very good

          17       progress before the second two fractures occurred.

          18   Q.  She was transferred from the Royal Alexandra to the

          19       Vale of Leven for rehabilitation?

          20   A.  Yes.

          21   Q.  That happened, I think you told us, on

          22       27 September 2007?

          23   A.  Yes.

          24   Q.  I think you said that she had a significant fall where

          25       she fractured her femur and her wrist in two places on
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           1       15 November --

           2   A.  That's correct.

           3   Q.  -- quite some time later?

           4   A.  Yes.

           5   LORD MACLEAN:  Could I just draw your attention to the fact

           6       the death is on 22 January, not the 20th?

           7   A.  Sorry, I apologise, thank you.

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

           9           Against that background, can I take you to page 7 of

          10       the report.  The second paragraph under section 4, you

          11       make some comments about communication with family

          12       members.  What were you able to ascertain from the

          13       records in that connection?

          14   A.  What I was able to ascertain was that the family were

          15       fairly proactive in actually approaching the staff.

          16       There was numerous references of the family wanted to

          17       know information, the family requested meetings with

          18       various doctors, and that -- it was proactive from

          19       a family point of view, but probably reactive from

          20       a staff point of view.  I didn't see very much evidence

          21       of staff actually writing down that they had approached

          22       the family.

          23   Q.  I think you say on page 6 of the report that the family

          24       had expressed some concerns about Mrs Broadley's risks

          25       of falling; is that right?
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           1   A.  That's correct, and that Sister assured them that she

           2       would put the appropriate care in place.

           3   Q.  What about information about Mrs Broadley's C. difficile

           4       infection?  Did you ascertain from the records whether

           5       information was given about that to family members?  If

           6       you turn to page 8 of your report, the penultimate

           7       paragraph, where you make some comments about that.

           8   A.  As far as I can recall, yes, the family were informed of

           9       her C. difficile.

          10   Q.  Certainly what you say there in that second-last

          11       paragraph in the third line down:

          12           "On 5 December, Sister Madden spoke with

          13       Mrs Broadley's daughter to inform her that her mother

          14       was C. diff positive."

          15           You put in quotes:

          16           "Have reassured her that her mother is receiving the

          17       appropriate treatment."

          18           You have taken that from the records?

          19   A.  Yes, I have.

          20   Q.  On page 9 of the report, the last line of that first

          21       paragraph, you have noted that Mrs Broadley's son was

          22       informed on 19 December that his mother was C. difficile

          23       positive again; is that right?

          24   A.  That's correct.

          25   Q.  In relation to the positive result on the 14th, at just
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           1       about halfway down, you make reference to a meeting

           2       between the family and Dr Johnston:

           3           "Mrs Broadley was C. difficile positive again on

           4       14/1/08.  There is no mention of her family being

           5       informed."

           6   A.  That's correct.

           7   Q.  Just in relation to communication between the nursing

           8       staff and the medical staff, if you turn to page 10 of

           9       the report, you make a point, three paragraphs from the

          10       bottom of the page, as to what Mrs Broadley's position

          11       was in relation to weight by 28 December.  What is the

          12       point you are making there?

          13   A.  The point I'm making there is that Mrs Broadley was

          14       admitted to hospital, she had lost approximately -- she

          15       was a very frail lady.  Obviously, I'm not familiar with

          16       her size, but her initial weight would give me an

          17       indication that she was tiny.  With somebody -- I mean,

          18       she lost -- that 7.5kg was approximately 21 per cent of

          19       her body weight, so that was actually a very significant

          20       amount.

          21           The point I was making in her weight loss was that

          22       nurses actually were recording on quite a frequent basis

          23       that weight loss had been occurring, but actually, you

          24       can see, when she was in ward 14, that she had been

          25       referred to a dietician and some action had been taken.
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           1           However, when she was transferred then to ward 15,

           2       there was little evidence that nurses took any action in

           3       relation to this weight loss.

           4   Q.  I think this is something you touch upon when you look

           5       at nutrition in particular.

           6   A.  Yes.

           7   Q.  But you are making a point here, I think, that it is not

           8       evident in the medical notes that the medical staff had

           9       been informed of the weight loss; is that the point?

          10   A.  Yes, I could see no evidence within the medical notes

          11       that they actually -- there was never any discussion

          12       about weight loss within the medical notes.

          13   Q.  The final paragraph on page 10, moving into page 11, you

          14       make some further comments about what communication

          15       there was with the medical staff and the nursing staff.

          16       What is the point you are making there?

          17   A.  Sorry, the medical staff were informed of various

          18       issues.  However, it would suggest that nurses weren't

          19       keeping them informed of all issues, such as the weight

          20       loss and the wound care that she had, for advice about

          21       how to manage this or that they had been informed of

          22       this.

          23   Q.  Now, then, can we move on to page 15 of the report?  You

          24       have a section there dealing with nursing care plans.

          25       Can I just put some materials on the screen and we can
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           1       then look at that?  If you could have on the screen

           2       page 196 of the medical records and beside that

           3       page 197.  We are looking here at a form of document

           4       that we see on occasion in relation to the admission of

           5       patients to the Vale of Leven.  Was this one of

           6       the documents you looked at in connection with this

           7       patient?

           8   A.  Yes, it was.

           9   Q.  We see that the date of admission is 27 September and

          10       that was following upon the transfer from the Royal

          11       Alexandra Hospital?

          12   A.  That's correct.

          13   Q.  Some information is given on that first page, and then,

          14       moving along to page 197, if we can have that on the

          15       screen, can we see there are also sections dealing with

          16       activities of daily living?

          17   A.  Yes.

          18   Q.  Do you see this is an activities of daily living

          19       assessment of the kind we have seen in the previous case

          20       we looked at --

          21   A.  Yes.

          22   Q.  -- albeit in a different style?

          23   A.  Yes.

          24   Q.  Has this been adequately completed?

          25   A.  No.  Given -- if you look back at the first page, it was
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           1       initially made out in ward 14 and then, obviously, on

           2       her transfer to ward 15, they used the same document,

           3       only scored out the actual ward.  On both admissions --

           4       sorry, if we can go back.

           5   Q.  To page 197?

           6   A.  Please, thank you.  If we look at this page, it is very,

           7       very poorly.  I mean, it actually -- "independently

           8       mobile previously".  It doesn't mention that she'd had

           9       a fracture or that she was in the ward for

          10       rehabilitation, nor is it updated, when she moved to

          11       ward 15, to actually give us an indication that she had

          12       suffered another fracture, which would affect her

          13       mobility.

          14           I think it is very, very poorly recorded.  I mean,

          15       there is nothing really tells me there what care she

          16       would actually need.

          17   Q.  Just to be clear on what you're saying, and as we have

          18       seen from the records, she was originally admitted to

          19       ward 14 in the Vale of Leven?

          20   A.  That's correct.

          21   Q.  She was moved to ward 15, I think we note, on

          22       23 November?

          23   A.  Yes.

          24   Q.  Did you see any separate admission documentation and

          25       activities of daily living dealing with the specific
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           1       admission to ward 15?

           2   A.  No.

           3   Q.  So you are making the assumption that somebody has used

           4       this document twice and simply scored out the "14" and

           5       written in "15"?

           6           We see that on page 196, if we can go back to

           7       page 196.  On the top right, when we see the ward

           8       number, someone has scored "14" and put in "15".  Do you

           9       see that?  That is what you are pointing to, is it?

          10   A.  Yes.

          11   Q.  Is that at all acceptable, to use a form that was used

          12       some significant time before to deal with the admission

          13       details of a patient?

          14   A.  It does happen on some occasions, but it is not

          15       acceptable.  I mean, it should be updated to actually

          16       reflect the patient's needs at that particular time.

          17   Q.  Because, as you have indicated, between admission to

          18       ward 14 and the admission to ward 15, this lady has had

          19       a number of fractures?

          20   A.  Yes.

          21   Q.  Looking specifically at care planning, if you turn to

          22       page 403 of the records, the first care plan we are

          23       looking at, problem number 1, it appeared to relate to

          24       the admission to ward 14, and we see the date of

          25       27 September 2007 in the column "Review date"; is that
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           1       right?

           2   A.  Yes.

           3   Q.  This appears to be directed towards the original fall,

           4       that is the fall that caused her to be admitted to the

           5       Royal Alexandra Hospital; is that right?

           6   A.  That's correct.

           7   Q.  As a care plan directed towards that, have you any views

           8       to make?

           9   A.  It actually covers quite a few other things, other than

          10       what the initial -- I mean, it says her problem was

          11       a fall and the goal was "To aid healing of wound site

          12       and return mobility", yet, within the actual care plan,

          13       it deals with MRSA swabs, maintain catheter care, so it

          14       is actually -- and give assistance with washing and

          15       dressing and eating and drinking.  So it is all

          16       contained in this one care plan, whereas, in my opinion,

          17       there should have been separate care plans for these

          18       issues.

          19   Q.  In relation to the actual fall -- I suppose "refer to

          20       physio" would be relevant to that?

          21   A.  That's correct.  "Assist with mobility after liaising

          22       with physio.  Maintain safety and dignity".

          23   Q.  So these are interventions that would all be relevant to

          24       the fall?

          25   A.  Yes.  Although they wouldn't be all the interventions

                                            69

           1       that I would have anticipated that should have been in

           2       place.

           3   Q.  Are you suggesting there should have been other

           4       interventions as well to deal with the fall?

           5   A.  I mean, there are certain things that you would look at.

           6       The actual care of falls is a very complex area, but

           7       there are certain very simple steps that could be put in

           8       place, like making sure that the call bell is within

           9       reach, making sure that the patient has a drink of water

          10       which is close at hand, ensuring that their shoes or

          11       slippers fit correctly.  These are very simple measures

          12       that nurses are aware of that can be put in place to

          13       prevent falls.

          14   Q.  Now, the next document, if we can look at the next page,

          15       is page 404.  This is problem number 2.  It is talking

          16       about a break in continuity of skin, right lower leg.

          17       Again, the date seems to be 27 September.

          18           As a care plan designed to manage that particular

          19       problem, is this an appropriate care plan?

          20   A.  It doesn't actually -- it says that there is a break in

          21       the continuity of the skin, but it doesn't actually tell

          22       me -- give me an indication of what the break is.  Is

          23       it -- what size it is or what grade it is.  It is

          24       very -- I mean, it could be that it's a tear in the

          25       skin, they said that her skin is very fragile and liable
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           1       to tear, and so she requires gentle handling --

           2   Q.  It would appear --

           3   A.  -- but it would appear that they are putting some care

           4       in place to try to address this particular issue.

           5   Q.  In relation to the revision that has been put in place

           6       on 26 October, which talks about a burst haematoma to

           7       the right leg, is that the same -- can you say if that

           8       is something different or --

           9   A.  No, I would have determined from the notes that this was

          10       the same problem that had deteriorated.

          11   Q.  So do we see then that the problem -- there has been

          12       a problem identified and some interventions and, indeed,

          13       review has taken place in connection with it?

          14   A.  Yes.  However, there was -- I mean, there was some care

          15       put in place, but it wasn't reviewed on a daily basis.

          16       I mean, it is just -- if you see at the side, there are

          17       no dates for further review.

          18   Q.  Yes.  Now, then, the next one, if I can look at it, is

          19       page 405.  Are we here dealing with the fractured wrist

          20       that Mrs Broadley sustained as a result of a fall in the

          21       Vale of Leven?

          22   A.  That's correct.

          23   Q.  That is given as the problem.  The date is 16 October

          24       and a number of interventions are put forward.  What

          25       about this as a care plan to deal with this particular
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           1       problem?

           2   A.  Well, I think, in the first instance, the thing that

           3       should be recognised with the management of falls for

           4       Mrs Broadley is that she didn't at this particular stage

           5       have a risk assessment undertaken to identify her risk

           6       of falls, which would have been appropriate to put in

           7       a care plan, that she had been identified at risk.

           8           What I think I have said was that the sister had --

           9       or whoever the staff nurse was had put some processes in

          10       place to look at and care for the plaster of Paris that

          11       had been in situ for her Colles fracture.

          12   Q.  Are you able to give a view on whether you consider this

          13       to be a reasonably adequate care plan?

          14   A.  It is reasonably adequate, but, actually, it also

          15       mentions "assist with her diet".  I mean, it is also --

          16       they seem to be overlapping with the care.  Instead of

          17       making actual individual care plans for patients, they

          18       are recording all on one.

          19   Q.  There is also another care plan in the records, if we

          20       can just look at it now, at page 139 of the records.

          21       You will see we are looking at a pro forma moving and

          22       handling care plan that relates to Mrs Broadley.

          23       A number of interventions have been looked at.  We can

          24       see the assessment dates, the first is 24 November 2007.

          25       I think that is just after the transfer into ward 15.
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           1       Is that correct?

           2   A.  Yes.

           3   Q.  We see some proposed review dates as well.  What about

           4       this?  Did you have regard to this?

           5   A.  I did.  I looked at this.  This, to me, is more of an

           6       investment of her needs rather than a planning of her

           7       care.  I mean, I know that it is called a care plan, but

           8       it is more the assessment.  It does give some indication

           9       of care, but I felt that, in Mrs Broadley's particular

          10       case, given the fact that she has sustained three

          11       fractures in the Vale of Leven Hospital, that an

          12       individual care plan for her mobility should have been

          13       in place.

          14   Q.  If we then come to your report on page 15, you say that:

          15           "On analysis of the records, the appropriate care

          16       plans were not in place for Mrs Broadley."

          17           Are there care plans that you envisage ought to have

          18       been put in place that, if what we have looked at is all

          19       there is, were not put in place?

          20   A.  There should have been care plans in place for her

          21       nutritional needs.  There should also have been care

          22       plans in place for her pressure management, because she

          23       had reduced mobility, and also for the specific

          24       management of her C. difficile.

          25           There's no actual records of effective pain
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           1       management as well, especially after Dr Herd had noted

           2       that she had a prolapsed rectum, which, in my

           3       experience, is very painful.

           4   Q.  You have mentioned C. difficile, for example, and we

           5       have already seen the history of the times that she was

           6       diagnosed as being positive.  You found no care plan

           7       directed specifically towards the management of that

           8       problem?

           9   A.  No, I didn't find anything.

          10   Q.  Pressure management, then, you also look at on page 15.

          11       In relation to an assessment of her pressure management,

          12       was there a Waterlow assessment carried out?

          13   A.  Yes, there was a Waterlow assessment undertaken on

          14       17/10.

          15   Q.  If we look at page 191 of the records, I think this is

          16       the Waterlow assessment that was carried out in ward 14;

          17       is that right?

          18   A.  Yes, that's correct.

          19   Q.  If we put on the screen beside that page 192, we see

          20       that the date here is 17 October, which I think is the

          21       date you mentioned a moment ago; is that right?  And you

          22       mention it in your report.

          23   A.  Yes.

          24   Q.  This is some weeks after Mrs Broadley has been admitted

          25       to hospital?
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           1   A.  That's correct.

           2   Q.  Should this have been done earlier?

           3   A.  This should have been done -- although her skin was

           4       intact on admission to the Royal Alexandra, the Royal

           5       Alexandra actually sent a referral letter to the

           6       Vale of Leven which states that Mrs Broadley had

           7       excoriation to her sacrum, which was grade 1, and she

           8       also had the skin flap tear to her right leg, so in this

           9       instance, yes, a Waterlow score should have been

          10       undertaken on admission.

          11   Q.  Is this the only Waterlow assessment that you saw in the

          12       records?

          13   A.  Yes, that's the only one I saw.

          14   Q.  In relation to the assessment on the 17th where it was

          15       being suggested the next assessment was due weekly,

          16       albeit that I think she was at high risk, was there any

          17       evidence of any further assessments being carried out?

          18   A.  No, there was no care plan put in place for the fact

          19       that she had been identified at high risk or the fact

          20       that she actually had pressure damage.

          21   Q.  Did you see any evidence of any pressure management

          22       equipment such as special mattresses being referred to,

          23       cushions and the like?

          24   A.  No.

          25   Q.  Looking to the position of this lady, particularly after
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           1       she sustained the serious fall that she did and

           2       fractured her femur, was there some importance in her

           3       pressure being properly managed?

           4   A.  Yes.  I mean, her -- she would have had reduced

           5       mobility, she could have been on bed rest for a certain

           6       length of time, and all of these would be important to

           7       ensure that the correct equipment and treatment was in

           8       place, such as positional changes to relieve any

           9       pressure that the bed rest could have --

          10   Q.  Should there have been a turning chart to monitor that?

          11   A.  Yes, there should have been.

          12   Q.  What about referral to a tissue viability nurse, and

          13       I think you discuss that on page 17 of your report.

          14       Were you able to assess whether or not this was

          15       a patient that should have been referred to the tissue

          16       viability nurse?

          17   A.  I think, given the fact that this lady, at this

          18       particular time, had lost a significant amount of

          19       weight, her skin obviously was very, very fragile.  She

          20       had developed a black area on her sacrum and there were

          21       significant aspects of her care that, at this stage,

          22       would have been complicated.  I would have suggested

          23       that nurses could have called a tissue viability nurse

          24       at this particular time for advice regarding

          25       Mrs Broadley's care.
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           1   Q.  Would you have expected a wound chart to have been put

           2       in place?

           3   A.  I would, yes.

           4   Q.  Looking at the way her pressure management status was

           5       being managed as a whole, Mrs Colgan, can you express

           6       a view on how you consider it was managed, if what you

           7       see in the records reflects the correct picture?

           8   A.  It wasn't managed particularly well.  I mean, there was

           9       one risk assessment which wasn't updated; there were no

          10       care plans put in place.  Therefore, no, I would not say

          11       that her care was appropriately managed.

          12   Q.  Within the context of the NMC code that we looked at

          13       earlier this morning, did her pressure management accord

          14       with the principles set out in the code?

          15   A.  No, it gave no evidence of the actual care planning --

          16       the assessment, care planning, review and evaluation of

          17       care, which are outlined within the -- the nurses must

          18       do within the code.

          19   Q.  If we move on to page 17 of your report, you look at the

          20       issue of nutrition.  You say, I think, that

          21       a nutritional screening tool risk assessment was carried

          22       out in connection with this patient; is that correct?

          23   A.  That's correct.

          24   Q.  If we turn to page 195 of the records, is this the

          25       nutritional screening tool that you mention?
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           1   A.  Yes.

           2   Q.  Do we see it is not dated in the main box for the date,

           3       that the height is given as 1.50 metres and the weight

           4       that is given here is 43.8; is that right?

           5   A.  That's correct.

           6   Q.  Do we see, first of all, that she is put at high risk

           7       when we look at the bottom?

           8   A.  Yes.

           9   Q.  There are reassessment dates up at least until

          10       11 November; is that right?

          11   A.  That's correct.

          12   Q.  Did you see any evidence of reassessment after

          13       11 November?

          14   A.  No.

          15   Q.  Should she have been reassessed?

          16   A.  Of course.  I mean, she continued to lose weight.  So

          17       she definitely should have been reassessed.

          18   Q.  You have quite a lengthy section dealing with nutrition

          19       in your report.  Can you summarise your conclusions on

          20       this particular aspect of her care?

          21   A.  Basically, there was no -- Mrs Broadley then was

          22       transferred to ward 15.  This nutritional assessment

          23       wasn't updated.  She continued to lose weight.  She lost

          24       approximately 21 per cent of her body weight.  I could

          25       see no evidence that she, at this time, was referred to
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           1       a dietician for help and guidance, as she had been in

           2       ward 14.  I felt that this was a serious failing on the

           3       part of the nurses, that they did not take action when

           4       it was clearly evidenced -- there is another chart

           5       somewhere within the case notes that clearly shows you

           6       her weight loss.

           7   Q.  I think you did ascertain that, when she was in ward 14,

           8       there were food charts put in place?

           9   A.  That's correct.

          10   Q.  If we look at page 202 to pages 203 and 204, first of

          11       all 202, that is a food chart that I think is dated --

          12       it begins on 29 October 2007; is that right?

          13   A.  That's correct.

          14   Q.  Insofar as ward 14 is concerned, at least, was there

          15       some attempt to chart her food intake?

          16   A.  There was some attempt to chart, and on some occasions

          17       it was better than others, but if you look at the actual

          18       top of the chart, it gives you quite clear guidance on

          19       what the nurses should or whoever is filling in the

          20       chart should be recording, and this wasn't always done

          21       in all instances.

          22   Q.  If you look at page 16 of your report -- and this is the

          23       middle paragraph, I think, when you are focusing on this

          24       period -- what inference were you able to draw, then,

          25       from the food charts that you saw as to what
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           1       Mrs Broadley's intake was?

           2   A.  There was some intake noted, but it wasn't clear enough

           3       to give evidence of all intake that she had.

           4   Q.  What you say in that paragraph is that she was reviewed

           5       again on 29 October by a dietician, who outlined some

           6       care and reported that nurses say the patient is

           7       managing full meals and taking nutritional supplements.

           8       Food charts commenced again from 29 October to

           9       31 October and a poor record of intake is noted.  So is

          10       that what you took from the records?

          11   A.  Yes, I think that is what I took.

          12   Q.  Did the food charts then stop as at 30 October?

          13   A.  Yes, that's correct.

          14   Q.  I think you say that there was no nutritional screen

          15       risk assessment undertaken in ward 15; is that right?

          16   A.  That's correct.

          17   Q.  Should there have been, in your opinion?

          18   A.  Of course there should have been, particularly --

          19       I mean, there was a period of time that she seemed to

          20       gain a kilogram, but then she then lost weight again.

          21       Given her frailty at this time and her weight loss,

          22       there should have been a nutritional assessment and

          23       a care plan in place and also referral to a dietician.

          24   Q.  If you turn to page 141 of the records, is this the

          25       document you had in mind a moment ago where we can trace
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           1       the loss of weight to a point when, on 28 December, her

           2       weight is at 35.5kg?

           3   A.  Yes.

           4   Q.  Is that a significant loss of weight?

           5   A.  For somebody whose original weight was 43, I think that

           6       that calculates out at 21 per cent of her body weight.

           7       To me, that would be significant.

           8   Q.  Your conclusion, then, in relation to this specific

           9       aspect of management on page 19 is that there are no

          10       records available to indicate that nursing staff

          11       recognised the importance of nutrition and specialist

          12       input of a dietician for patients with C. difficile.

          13           In your final conclusion, you talk about a "serious

          14       failing".  Can you just elaborate on that?  That is

          15       quite strong language?

          16   A.  Well, I do feel that it is a serious failing.  If nurses

          17       have evidence -- I mean, clearly the nurses were

          18       recording that this lady was losing weight, but actually

          19       failed to take any action on the loss of this weight.

          20       So, to me, that would be a serious failing.

          21           In any inspection -- if I saw this during an

          22       inspection, I would have to take further steps and the

          23       nurse would have to look at her care.  I mean, there

          24       have been incidents that this has been part of issues

          25       that have been reported to the NMC about not ensuring
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           1       that patients have had an adequate nutritional intake

           2       and also the fact that there was evidence to suggest

           3       that the actual patients had weight loss, but nurses

           4       failed to take action.

           5   Q.  Is it of particular importance when you put it within

           6       the context of a patient who was diagnosed on a number

           7       of occasions with C. difficile?

           8   A.  I think it is very important.

           9   Q.  You then move on to look at fluid balance, and perhaps

          10       you can just summarise what you were able to ascertain

          11       from the records here?

          12   A.  There were fluid balance charts available for the IV

          13       infusions which commenced on 4 December to 8 December.

          14       There were dietary intake sheets, but the fluid balance

          15       charts in place don't actually give you any indication

          16       of her fluid intake.  Rather, they give you an

          17       indication of what she was having from an IV point of

          18       view.

          19   Q.  If we take an example, page 229 of the records, do we

          20       have a fluid balance chart covering the period from

          21       19 to 20 January 2008 where we have reference to the IV

          22       fluids but no references to the fluid intake or, indeed,

          23       output?

          24   A.  Yes, correct.

          25   Q.  Is this at all adequate as a fluid balance chart?
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           1   A.  No.  If nurses are putting a fluid balance chart in

           2       place, they should adequately record in that fluid

           3       balance what actual fluids have been delivered and the

           4       amount.  These should also be totalled on a daily basis

           5       to give an indication of whether that patient actually

           6       has had enough fluid for the 24-hour period.

           7   Q.  Were there fluid balance charts put into place to cover

           8       the periods that the patient was suffering from

           9       C. difficile infection?

          10   A.  No.

          11   Q.  Should there have been?

          12   A.  Yes.

          13   Q.  Stool charts is the next thing you look at, on page 20

          14       of your report.  Were there any stool charts to be found

          15       in the records?

          16   A.  No, there was only bowel function charts.

          17   Q.  I think we saw that a moment ago.

          18   A.  We saw that, yes.

          19   Q.  Should there have been stool charts particularly

          20       covering the periods the patient was diagnosed with

          21       C. difficile?

          22   A.  Yes, there should have been some kind of a chart that

          23       gave nurses an indication of the frequency of the bowel

          24       movements.

          25   Q.  If you look at the falls risk position that you begin to
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           1       consider at the bottom of the report on page 21 and into

           2       page 22, what were you able to ascertain from the

           3       records in connection with this aspect of care?

           4   A.  The actual -- her management of falls, as we have

           5       previously talked about, was not good, in fact was poor,

           6       within the Vale of Leven.  The fact that Mrs Broadley

           7       suffered a Colles fracture on 13 October and

           8       subsequently, a month later, two more fractures, I think

           9       is totally unacceptable.

          10   Q.  These weren't the only falls she had?

          11   A.  No, she had a number of other falls.

          12   Q.  Was there a falls risk assessment carried out?

          13   A.  No, not in ward 14.

          14   Q.  But in ward 15?

          15   A.  There was one in ward 15 on her transfer back from the

          16       Royal Alexandra.

          17   Q.  If we look at page 135 of the records, I think we see

          18       that this relates to ward 15 and the first assessment

          19       appears to be 24 November, if I am reading that

          20       correctly.  Is that correct?

          21   A.  That's correct.

          22   Q.  That is, I think, shortly after the transfer back from

          23       the Royal Alexandra after the fractured femur; is

          24       that --

          25   A.  That's correct.
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           1   Q.  The risk category there is 2, which puts the patient at

           2       high risk, and then, the next assessment, is that

           3       17 January?

           4   A.  Yes, that's correct.

           5   Q.  That puts her at very high risk.

           6   A.  Actually, on 24 November, I think that's -- it is

           7       totalled incorrectly.

           8   Q.  Should it have been a higher category?

           9   A.  It should have been 16, which would have placed

          10       Mrs Broadley in the very high risk category, which would

          11       have subsequently identified her with a red dot on the

          12       front of her notes.

          13   Q.  Should there have been a risk assessment carried out on

          14       her admission to ward 14?

          15   A.  Definitely, yes.

          16   Q.  Should there have been a care plan put in place?

          17   A.  Yes.

          18   Q.  Would these steps have been designed to prevent the sort

          19       of falls that this patient suffered thereafter?

          20   A.  Yes.  I mean, I certainly think that the fact that they

          21       were talking on 16 October about her progression with

          22       home visits, the subsequent falls, in my opinion,

          23       certainly prolonged her stay in hospital on

          24       a considerable -- for a considerable extent and

          25       eventually led to her development of C. difficile and
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           1       her subsequent death.

           2   Q.  I think you touch upon that, in fact, on page 24 of your

           3       report.  It is the final paragraph.  I think it is

           4       a conclusion in this context.  About halfway down the

           5       paragraph you say:

           6           "The number of falls and injuries sustained

           7       certainly prolonged her stay in hospital.  However,

           8       falls not only cause physical damage, but also

           9       psychological damage, which can lead to a lack of

          10       confidence; social isolation; and in some cases

          11       depression ..."

          12           Is that your concluding view on this particular

          13       aspect?

          14   A.  Yes.

          15   Q.  If you are suffering falls, would the treatment of

          16       fractures involve treating the patient with antibiotics?

          17   A.  It may do.

          18   Q.  Do you know if that was the position in this case or

          19       not?

          20   A.  I'm not sure.

          21   Q.  You are not focused on that.

          22           Now, you also look at moving and handling.  I think

          23       we saw that there was a moving and handling assessment

          24       completed on 24 November in connection with this

          25       particular patient; is that right?
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           1   A.  That's correct.

           2   Q.  If you turn to page 25 of your report, I think that

           3       assessment did recognise that she was at a high risk of

           4       falls?

           5   A.  It did.

           6   Q.  You don't look upon that assessment that we looked at as

           7       a care plan?

           8   A.  No.

           9   Q.  Do you consider there should have been a separate care

          10       plan in addition to the assessment?

          11   A.  Yes.

          12   Q.  In relation to DNAR, that you look at on page 25 of your

          13       report, I think you say there were three DNAR forms in

          14       the records; is that right?

          15   A.  That's correct.

          16   Q.  If we have page 193 on the screen, we have one here

          17       dated 23 October 2007, but someone seems to have scored

          18       it out; is that --

          19   A.  Yes, it seems to have been discontinued at -- and

          20       I wasn't sure of the date.

          21   Q.  Page 24, if we look at that.  That doesn't appear to be

          22       the right page.  Let's look at page 4.  Is that one of

          23       the forms you had in mind?

          24   A.  Yes, that's --

          25   Q.  It is a different form --
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           1   A.  That is the third form.

           2   Q.  This is the one that is -- does it have a date?

           3   A.  The 15th, up at the top.

           4   Q.  Ah, yes, you are right.  So this is very close to the

           5       date of death?

           6   A.  Yes.  It was reviewed by Dr Johnston on the 21st.

           7   Q.  Does it give the reasons why CPR is unlikely to be

           8       successful?  Is that section left blank?

           9   A.  It is not fully completed.  I mean, the fact that her

          10       relatives and others have been consulted isn't actually

          11       answered.

          12   Q.  I think the third one that you looked at, is that at

          13       page 10 of the records?

          14   A.  That's correct.

          15   Q.  Just look at that.  That is dated 10 December; is that

          16       right?

          17   A.  Yes.

          18   MR PEOPLES:  Before you leave the last production, I just

          19       picked up that there is a reference in that form to

          20       dementia.  I think there was an issue about whether that

          21       was a problem.  At least there is some reference, at

          22       least late on.

          23   MR MACAULAY:  Yes.  I will clarify that.

          24           If you go back to page 4, when it says "Patient

          25       consulted", it says -- "Yes/no" is not scored out and
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           1       someone has put in brackets "(dementia)".  Do you see

           2       that?

           3   A.  I do see that.

           4   Q.  I think we discussed this earlier: did you see any

           5       evidence --

           6   A.  I didn't see any evidence.

           7   Q.  -- for such a conclusion to be drawn?

           8   A.  No.

           9   Q.  That may be something someone else can look at, but if

          10       we then move to page 10, this is dated 10 December.

          11       There is nothing for the family section and, again, if

          12       we read it:

          13           "CPR is unlikely to be successful due to" can we see

          14       "Dementia and general frailty"?

          15   A.  Yes.

          16   Q.  The general frailty, at this point in time, if we focus

          17       on that, to what extent, in your view, would her weight

          18       loss and her problem with her fractures feed into that

          19       frailty?

          20   A.  I think that would have been a significant factor in the

          21       fact that she had deteriorated to such an extent.

          22   Q.  Also, if you look at the C. difficile that she had --

          23   A.  And the fact that she was started -- commenced to have

          24       loose stools on 2 December and was diagnosed on

          25       5 December would also have contributed to this.
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           1   Q.  Was there any evidence, if you turn to page 26 of your

           2       report, that the DNAR position was communicated to the

           3       nursing staff?

           4   A.  No, there was no evidence that this was communicated to

           5       the nursing staff within the case notes.

           6           I can understand that, whilst this is, finally,

           7       a medical decision, I think it is important that nurses

           8       are aware of the status of a patient, because they are

           9       with the patient on a 24-hour basis.

          10   Q.  Now, you then look at the nursing management of

          11       C. difficile on page 26 of your report.  I think we have

          12       probably covered a number of these points already, but

          13       if you turn to page 27, you say in the second paragraph

          14       from the bottom that:

          15           "There is no indication in the patient's records

          16       that the care that was already in place was changed in

          17       accordance with the diagnosis of C. difficile on three

          18       occasions.

          19           "There is no adequate evidence in the case notes to

          20       indicate that nurses were aware of the importance of

          21       controlling infection in relation to C. difficile."

          22           What do you mean by these comments?

          23   A.  On the three occasions that Mrs Broadley had

          24       C. difficile, there were no care plans put in place to

          25       guide and direct nurses.  The management of her
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           1       nutrition, which is a significant factor in patients

           2       with C. difficile, was not managed appropriately.  There

           3       wasn't adequate evidence of the fluid management of this

           4       patient.

           5           There were other things, such as the precautions

           6       that should have been in place, the importance of hand

           7       washing, the isolation that should have been -- and the

           8       correct use of personal protective equipment.

           9   Q.  I think, as we saw this morning, and you touch upon this

          10       in the final paragraph on page 28, it would appear that

          11       the instructions in relation to the appropriate

          12       management of C. difficile were, in the main, contained

          13       in the policy documents; is that correct?

          14   A.  Yes, they were.

          15   Q.  Before I look at your conclusions here, if we go back to

          16       page 11 of your report, on the Lextranet numbering, you

          17       have a section here dealing with record keeping.

          18           I think, in the main, we have covered the points you

          19       make about record keeping under reference to the

          20       specific documentation.  Is that right?

          21   A.  Yes.  I think one of the key factors in the record

          22       keeping in this instance was that there were dates

          23       missing within the actual care records.  There were

          24       dates where there was no actual nursing record made.

          25           If you look in particular --
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           1   Q.  If we look at page 14, is that where you address that

           2       particular point?

           3   A.  Yes.

           4   Q.  Can you just elaborate on the point you are making then?

           5   A.  I mean, I think, on the 4th, to the best of my

           6       recollection -- on the 3rd, Mrs Broadley had suffered

           7       a fall, and the doctor records in his notes that he

           8       actually examined Mrs Broadley on the 4th, and then --

           9       but there is no actual nursing notes to indicate what

          10       the doctor had said.

          11   Q.  If we just pick up a number of the other points I think

          12       you make --

          13   A.  Another instance is the 15th, when she was diagnosed

          14       again with C. difficile.

          15   Q.  You also make a point about there being no entries in

          16       the nursing notes on particular days; is that right?

          17   A.  Yes.

          18   Q.  You have focused on a number of days.  For example, in

          19       ward 14, you say -- let's look at the page.  It is

          20       page 111 of the records.

          21   A.  Given the fact that she was admitted on the 27th, and

          22       for two days after her admission there was no recordings

          23       until the 30th, I think is a significant error on the

          24       part of nurses.  I mean, there should have been daily

          25       recording of this patient.
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           1   Q.  Did you find in ward 14 a number of examples where

           2       recordings were not being made?

           3   A.  Yes.  I mean, I have noted on the report the days that

           4       were missing.

           5   Q.  In relation to this particular patient, was that at all

           6       acceptable?

           7   A.  No, it wasn't acceptable.

           8   Q.  Similarly in ward 15, as you have noted in your report,

           9       did you find, again, examples where there were days when

          10       notes were not made in the nursing records?

          11   A.  Yes, and I have noted that in my report as well.

          12   Q.  Was that at all acceptable?

          13   A.  No.  Particularly on the last occasion, on the 20th,

          14       which was two days prior to her death, there was no

          15       recording.  From the case notes, there was significant

          16       deterioration in Mrs Broadley's condition at this

          17       particular time.

          18   Q.  Finally, in relation to Mrs Broadley, if we turn to your

          19       conclusions, and turn to page 28 of your report, you

          20       begin by saying that, overall, the standard of nursing

          21       care received by Mrs Broadley in the

          22       Vale of Leven Hospital was not in line with the

          23       recognised nursing practice guidance, and you mention

          24       care plans.  Then you go on to say:

          25           "The nursing care she received for her nutritional
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           1       needs could be construed as neglect, as the nurses did

           2       not act on the information recorded regarding her weight

           3       loss."

           4           Again, that is quite a strong criticism in relation

           5       to that particular aspect of care.

           6   A.  Yes, it is.  The actual review of this care plan --

           7   Q.  When you --

           8   A.  -- case notes, I apologise, was actually very

           9       disturbing, and I'm not -- it put -- it caused me a few

          10       sleepless nights when I actually was undertaking the

          11       review because of -- I felt that nurses neglected to

          12       adequately take action about her weight loss.  For

          13       a woman of this size, there was a significant weight

          14       loss.

          15   Q.  If we turn to your final comment in relation to this

          16       patient on page 33, again you have used strong language,

          17       because what you say there is that:

          18           "The care received by Mrs Broadley in relation to

          19       the management of falls and nutrition would, based on my

          20       experience, be classed as abuse of a vulnerable adult."

          21           Now, that is strong language.

          22   A.  It is strong, and I don't apologise for that fact, but

          23       I think that my professional opinion in this instance is

          24       that it would be abuse of a vulnerable adult.

          25           I have been involved as an inspector in the
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           1       investigations of abuse of vulnerable adults, and

           2       these -- at times, we would have to investigate

           3       incidents of poor care, which would have included

           4       nutritional aspects and also falls management.

           5   Q.  What made Mrs Broadley so vulnerable in this particular

           6       instance?

           7   A.  I think under the classification -- if you look at the

           8       classification that is for a vulnerable adult,

           9       Mrs Broadley would be -- I mean, her age, her frailty,

          10       the fact that she had suffered so many falls within the

          11       hospital, would also -- would have made her very

          12       vulnerable.

          13   MR MACAULAY:  I have finished looking at that case.

          14       My Lord, it is approaching 1 o'clock and that might be

          15       an appropriate time to adjourn for lunch.

          16   (1.00 pm)

          17                     (The short adjournment)

          18   (2.05 pm)

          19   MR MACAULAY:  Mrs Colgan, the next case I want you to look

          20       at is that of Mr John Boyle.  If I could have your

          21       report on the screen, please, it is EXP00540001, and the

          22       Vale of Leven records are GGC00030001, and just to have

          23       to hand the Royal Alexandra Hospital records,

          24       GGC00040001.

          25           If we turn to page 3 of the report, you have
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           1       a section there with the heading "Medical history" and

           2       I think it gives information about Mr Boyle's medical

           3       history and, in particular, was it the case that

           4       Mr Boyle was initially admitted to the Royal Alexandra

           5       Hospital on 3 January 2008?

           6   A.  That's correct.  He was admitted after a fall at home.

           7   Q.  In relation to the consequence of the fall, what were

           8       you able to ascertain from the records as to what the

           9       consequences of the fall were?

          10   A.  The records would indicate that there was some soft

          11       tissue injury to his left hip, but no fracture was

          12       identified.

          13   Q.  Was he then, on 10 January, transferred to the

          14       Vale of Leven Hospital?

          15   A.  That's correct.

          16   Q.  What was the purpose of the transfer?

          17   A.  He was transferred to ward 15 for rehabilitation.

          18   Q.  Have you noted in your report what age Mr Boyle was on

          19       his admission to the hospital?

          20   A.  Mr Boyle was 89 years of age on his admission and he

          21       celebrated -- he had his 90th birthday during his

          22       admission to hospital.  I think that the thing that

          23       I took from the review of Mr Boyle's notes was that,

          24       prior to admission, he was fairly independent, he was

          25       able to get out and about each day with the help of
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           1       walking sticks.  In fact, the notes record that he was

           2       able to go to the bookies on a daily basis.  So his

           3       general health, although he was of considerable age, he

           4       was generally healthy for his age.

           5   Q.  Looking to his admission to the Vale of Leven, I think

           6       I'm right in saying that he was admitted to ward 15; is

           7       that correct?

           8   A.  That's correct.

           9   Q.  If you turn to page 5 and page 6.  At the bottom of

          10       page 5, you make reference to the transfer form that was

          11       sent with Mr Boyle from the RAH to the Vale of Leven; is

          12       that right?

          13   A.  That's correct.

          14   Q.  What information did that impart to the Vale of Leven?

          15   A.  Well, there was actually quite a few things imparted on

          16       the transfer form.  It indicated that he was ambulant

          17       with the assistance of two nurses, so from his fall to

          18       10 January, he was starting to retain his mobility.

          19           He also required -- he required, at this stage, help

          20       with his personal hygiene.  He needed prompting with his

          21       meals.  He also had developed two blisters on his

          22       sacrum, but he had been cared for in the Royal Alexandra

          23       on a special cushion and AirWave mattress and he was

          24       incontinent of urine and faeces.

          25   Q.  So that information, then, was all passed on to the
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           1       Vale of Leven?

           2   A.  Yes, that's correct.

           3   Q.  If we just look to the position in relation to the

           4       diagnosis of C. diff, and if you turn to page 8 of your

           5       report, in the first main paragraph, do you note that,

           6       on 25 January, Mr Boyle was diagnosed with C. difficile

           7       infection at 1450?

           8           Just looking to that -- and we will look at the

           9       relevant documentation in a moment -- was there evidence

          10       of Mr Boyle having diarrhoea as at 25 January?

          11   A.  No, there was no evidence prior to 25 January that

          12       Mr Boyle was having diarrhoea.

          13   Q.  When you say there was no evidence, do you mean that

          14       there is no record of that?

          15   A.  No, there is no written record available to suggest that

          16       this was a problem.

          17   Q.  If we look at the report on page 25 of the Vale of Leven

          18       records, can we see that the specimen was collected on

          19       22 January 2008.  Do you see that?

          20   A.  Yes.

          21   Q.  That is, I think, three days before it was actually

          22       received by the lab on the 25th?

          23   A.  Yes.

          24   Q.  On the 22nd, and in the period shortly before that, was

          25       there any evidence at all, then, that there was
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           1       a concern over his stools?

           2   A.  No.

           3   Q.  Can we see that this is a positive result -- we see that

           4       in the body of the report; is that correct?

           5   A.  Yes, it's positive.

           6   Q.  Towards the top right, can we note that Mr Boyle is in

           7       ward 15?

           8   A.  That's correct.

           9   Q.  If we look to the clinical details, it is described as

          10       "loose stool" and the specimen comment is "semi-formed

          11       faeces".  Do you see that?

          12   A.  Yes.

          13   Q.  So it appears to be the case, although you say there is

          14       nothing in the records to substantiate this, that

          15       Mr Boyle's stools must have been of such concern that

          16       a specimen was taken and sent for analysis?

          17   A.  Obviously there must have been some concern if

          18       a specimen was sent for C. difficile testing.  He

          19       obviously was experiencing loose stools.  So that

          20       assumption would be right.

          21   Q.  If we look at the infection control card next, if you

          22       look at SPF00410001, can we see that some of

          23       the information we have been given we have already

          24       looked at, that he was admitted on 10 January 2008, we

          25       see that reference on the screen.  The date positive is
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           1       noted as 25 January and I think we saw from the report

           2       that that is the date that the specimen was received in

           3       the lab?

           4   A.  Yes.

           5   Q.  Although we have noted it was actually collected on the

           6       22nd?

           7   A.  The 22nd.

           8   Q.  The next date, can we just maybe make that a bit bigger

           9       so we can see what date it is, it is either the 25th or

          10       the 28th?

          11   A.  Sorry, in my review of the case notes I assumed it was

          12       the 28th.

          13   Q.  The second digit certainly looks different from the "5"

          14       we see in the "25" in the other entry?

          15   LORD MACLEAN:  That was the date when it was confirmed,

          16       I mean from the microbiologist's report.

          17   MR MACAULAY:  Perhaps to pick up his Lordship's point, if we

          18       go back to page 25 of the records, and we can keep the

          19       infection control card on the screen, as his Lordship

          20       has observed, can we see the reporting date from the lab

          21       is the 28th?

          22   A.  That's correct.  However, the lab obviously must have

          23       contacted the ward, because the nursing records for that

          24       particular date record that, on 25 January, Mr Boyle was

          25       diagnosed and infection control were notified at 3.30

                                           100

           1       and his family were informed.

           2   Q.  If we go back to the infection control card, although it

           3       appears the ward were aware on the 25th, if we take this

           4       to be the 28th, and that is what it looks, we can see

           5       that, looking to the information given, what is noted

           6       is:

           7           "Advised isolate and commence oral Metronidazole."

           8           Do you see that?

           9   A.  Yes, I do.

          10   Q.  Did you see any evidence, prior to this suggestion in

          11       the infection control card, in the remainder of

          12       the records that Mr Boyle was isolated?

          13   A.  Yes, I did.

          14   Q.  When did you think he was isolated?

          15   A.  It actually records in the nursing notes -- on the 25th,

          16       at 4 o'clock, it is recorded that Mr Boyle has been

          17       moved to a side room, and at 5 o'clock -- or is to be

          18       moved to a side room, I apologise -- and at 5 o'clock,

          19       he was moved to a side room.

          20   Q.  If you turn to page 42 of the records, we are looking at

          21       the 25th, towards the bottom of the page, and if we can

          22       maybe just focus on that, there is reference to "refused

          23       all diet at lunchtime" and then, at 1450:

          24           "Received notification that Jake is C. diff

          25       positive."

                                           101

           1           Then at 1530:

           2           "Infection control notified."

           3           Then there is some further reference to "Family

           4       informed.  To be transferred to a side room".  Then "Now

           5       in side room" and there is reference to the

           6       Metronidazole?

           7   A.  That's correct.

           8   Q.  So the ward knew on the 25th, but also, it is suggested

           9       that they, the ward, made contact with the infection

          10       control team?

          11   A.  Yes, they did.

          12   Q.  Then, if we go back to page 8 of your report, did

          13       Mr Boyle continue to have diarrhoea after the

          14       confirmation of the diagnosis?  I'm looking in

          15       particular -- this might be of help to you -- to the

          16       second-last paragraph on page 8 where you make some

          17       comments on what you see in the nursing notes.

          18   A.  Yes, from the records, Mr Boyle continued to have loose

          19       stools from the date -- from that date until 3 February.

          20       There were no recordings made regarding his bowel

          21       movements from this date until his death on 6 February.

          22   Q.  Let's just take that in stages.  It is clear, you say,

          23       from the records, that he continued to have diarrhoea --

          24   A.  Yes.

          25   Q.  -- up until, did you say, 3 February?
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           1   A.  That's correct.

           2   Q.  But there is no record as to whether or not he had

           3       diarrhoea from then to 6 February?

           4   A.  No.

           5   Q.  You also make mention in that particular paragraph of

           6       there being a red area on the right buttock.  Do you see

           7       that?

           8   A.  Yes, I do.

           9   Q.  There is a suggestion that a care plan was devised, and

          10       we will come to look at that.  Is that evidence of some

          11       pressure damage?

          12   A.  Yes.

          13   Q.  What about diet?  You make some comments about that as

          14       well at this point in your report.  What do you say?

          15       This is on page 8.

          16   A.  It is recorded that his diet continued to be poor on

          17       27 January and on 2 February.  On 3 February, it is

          18       recorded that Mr Boyle was not tolerating oral fluids

          19       and remained very poorly.  He was started on

          20       subcutaneous fluids six-hourly, and on the ward round on

          21       4 February the nurse states that IV fluids were

          22       discontinued, to be given fluids as able.

          23   Q.  Can you summarise the position for us, then: what is

          24       happening here with regard to his nutrition?

          25   A.  Well, this would suggest to me that Mr Boyle was at the
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           1       end -- you know, he was coming near the end of his life.

           2       He wasn't tolerating any oral fluids.  He had to be

           3       given assistance with fluid management.  The nurses

           4       actually -- it's recorded that he was just to be given

           5       fluids as able.

           6   Q.  If you go back to page 7 of your report, just above

           7       halfway, the main paragraph, you have a comment there

           8       that Mr Boyle was assessed by the SLT.  Is that the

           9       speech and language therapist?

          10   A.  Sorry, yes, that is the speech and language therapist.

          11   Q.  Did he have some difficulty with his swallow?

          12   A.  He did.  He was assessed on 15 January by the SLT.  He

          13       actually had difficulty swallowing.  However, he was

          14       able to manage small amounts.  He then was seen by

          15       another SLT, speech and language therapist, on

          16       16 January, and she reported a staff had reported to her

          17       that he was coughing and choking with his meals at

          18       breakfast time.

          19           This SLT records weak and delayed swallow and

          20       occasional absence -- when he actually put food into his

          21       mouth, he had problems swallowing it, so the patient was

          22       at very high risk of choking and she recommended that

          23       oral intake was not recommended, so at that time he was

          24       commenced on IV fluids.

          25   Q.  I think you have already told us that Mr Boyle died on
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           1       6 February 2008?

           2   A.  That's correct.

           3   Q.  If we look at the death certificate, you can find that

           4       on SPF00020001.  Can we observe that Mr Boyle is now

           5       90 years of age?  I think we saw -- you told us his

           6       birthday was when he was in the Royal Alexandra

           7       Hospital, on 8 January.  He died on 6 February; is that

           8       correct?

           9   A.  That's correct.

          10   Q.  Can we see, looking at the cause of death, that the

          11       first cause is the Clostridium difficile enteritis?

          12   A.  Yes.

          13   Q.  Then we see, section II, dementia?

          14   A.  Yes.

          15   Q.  Did you see evidence of dementia from what you saw in

          16       the records?

          17   A.  From the records, it is recorded on admission that he

          18       was a bit confused.  However, the indication prior to

          19       admission was that he was able to get out and about and

          20       he went to the bookies.  So his level of confusion at

          21       that time would have -- he may have been slightly

          22       confused, but it wouldn't have prompted me to think that

          23       he had dementia.

          24           However, I can recall from the notes that the Sister

          25       actually records on admission that his daughters said
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           1       that, over the last couple of days prior to his

           2       admission, he had been more confused than usual.

           3   Q.  Other conditions can cause confusion that are not

           4       associated with dementia; for example, if you are

           5       dehydrated, can that cause confusion?

           6   A.  Yes.

           7   Q.  If you have a urinary tract infection, can that cause

           8       confusion?

           9   A.  Yes, all of those can cause -- also, the change of

          10       environment.  Admission to hospital and then another

          11       change on admission to the Vale of Leven can all

          12       contribute to an increase in confusion.

          13   Q.  Did you see any formal assessment in the Vale of Leven

          14       records that would justify the conclusion that he was

          15       suffering from dementia?

          16   A.  No, I didn't.

          17   Q.  If we then move on to page 11 of your report, you have

          18       a paragraph, it is the main paragraph on that page

          19       beginning "The nursing evaluation notes", and in that

          20       paragraph you make some observations about communication

          21       with Mr Boyle's family following his admission on

          22       10 January.  What were you able to ascertain from the

          23       records in relation to communication?

          24   A.  In relation to communication with Mr Boyle's family was

          25       that his family seemed to be quite proactive in seeking
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           1       information for Mr Boyle.  They were obviously concerned

           2       with his condition and they asked nurses on several

           3       occasions for information.  They also requested meetings

           4       with the doctors to discuss his condition.

           5           So communication -- the communication in respect of

           6       his family to the nurses was pretty good.  In relation

           7       to the nursing staff to his family, I really couldn't

           8       see any evidence of the records actually saying that the

           9       nurses approached the family to give information.

          10   Q.  You make some reference in that paragraph to some

          11       material that you have taken from the records.  You say:

          12           "Mr Boyle's daughter asked Nurse Stokes who had

          13       spoken to a grandson (no name given) as the grandson had

          14       stated that the way his grandfather's condition and

          15       situation was addressed to him was 'quite brutal'."

          16           I think there was also the occasion where there was

          17       a request made for a meeting with the doctor?

          18   A.  That's correct.

          19   Q.  What about information being passed to the family that

          20       Mr Boyle was suffering from C. difficile?  I think you

          21       make some comments in relation to that towards the top

          22       of page 12.

          23   A.  Mr Boyle's family were informed on 25 January by the

          24       nursing staff -- that is one instance that they did

          25       contact the family -- that he had C. difficile; and also
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           1       on 27 January about meeting with Dr Herd on the Monday

           2       or Tuesday about a choice letter.

           3           I'm not familiar with the term "choice letter".  It

           4       is not a term that is used in Northern Ireland.

           5       I assumed that it was to do with providing nursing care

           6       in the community.  So at this stage, the hospital seemed

           7       to be considering his discharge.

           8   Q.  Looking to the position of communication between the

           9       nursing staff and the medical staff, what evidence did

          10       you see of that?

          11   A.  There was documented evidence that there was

          12       communication with the medical staff in the nursing

          13       evaluation sheets.  For example, on 12 January they

          14       record that he had -- his cough was troublesome today

          15       and he was seen by Dr Herd on the 14th and he was

          16       commenced on antibiotics to help his laceration, but

          17       also to help his chest.

          18   Q.  I think you make some further comments on page 12

          19       through to page 13 about the medical involvement

          20       following upon discussions with the nursing staff.

          21   A.  Sorry, yes.

          22   Q.  If we move on then to page 15 of the report, you have

          23       a section dealing with nursing care plans.  If we can

          24       just look at some of the documentation that we have, if

          25       you could turn to page 8 of the records, we have what
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           1       bears to be a care plan for swallowing dated

           2       18 January 2008; is that right?

           3   A.  Yes, that's correct.

           4   Q.  If you look towards the bottom, this appears to have

           5       originated from the nursing and speech and language

           6       therapist.

           7   A.  It was put in place by Christine Butler, who was the

           8       speech and language therapist.  However, it was put in

           9       place at 10 o'clock but was discontinued at quarter

          10       past 10 because Mr Boyle had managed to take small sips

          11       of fluids.

          12   Q.  Would this appear to be, on the face of it, a pro forma

          13       care plan for swallowing?

          14   A.  It would be a pro forma to give nurses an indication as

          15       to how he should be supervised with his meals.

          16   Q.  But in any event, as you pointed out, it was cancelled

          17       almost --

          18   A.  Immediately.

          19   Q.  -- as soon as it was put in place.

          20           If you then look at page 36 of the records, we have

          21       here a care plan for ward 15 and the problem is reduced

          22       mobility and falls, and the goal is to regain optimum

          23       level of mobility and minimise risk of falling.

          24           Now, it would appear, on the left, the date seems to

          25       be 13 January 2008; do you see that?
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           1   A.  Yes, I do.

           2   Q.  If you just focus on what we have for the moment, as

           3       a care plan directed towards this problem, have you any

           4       comments to make?

           5   A.  Firstly, the care plan wasn't devised on admission, it

           6       was devised three days after his admission to ward 15.

           7       It gives some indication of the care that Mr Boyle would

           8       have required in this area, but not all care.  I mean,

           9       as we spoke about in another case, there are simple

          10       measures that can be put in place to reduce mobility and

          11       falls.  It doesn't actually refer to -- that his

          12       confusion may be a problem as well in the reduction of

          13       his mobility.

          14   Q.  We do at least see some interventions?

          15   A.  Yes, there are some indications of care.

          16   Q.  There's a review date I think put in for 20 January.

          17   A.  That's correct.

          18   Q.  Do we see evidence of review?

          19   A.  No, there was no review of the care plan.

          20   Q.  If you turn to page 37 of the records, this is problem

          21       number 2.  We see the date at the top is 15 January 2008

          22       and the problem is described as a small skin

          23       tear/abrasion over right lower back and the goal is "To

          24       heal area and prevent deterioration", and we are given

          25       a number of interventions.
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           1           Again, looking to the problem that has been

           2       identified, do you have any comments to make in relation

           3       to this care plan?

           4   A.  Firstly, on admission from the Royal Alexandra, they had

           5       identified that he had two blisters on his sacrum.

           6       A care plan wasn't devised for that skin damage.  This

           7       particular care plan gives an indication that there

           8       should be a pressure-relieving mattress on the bed.

           9       This is also reflected within the nursing progress

          10       notes.  It also states that they should ensure

          11       positional changes, especially in bed.

          12           However, there were no turning charts in place to

          13       give an indication that these actually were carried out

          14       on a frequent and ongoing basis.

          15   Q.  That is something I think you look at also when you are

          16       looking at pressure management?

          17   A.  Yes.

          18   Q.  Again, they appear to at least have focused on

          19       a particular problem and put some steps in to deal with

          20       it?

          21   A.  Yes.

          22   Q.  There was a review date, I think, of the 17th?

          23   A.  No, it wasn't reviewed.

          24   Q.  Was there any review?

          25   A.  No.
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           1   Q.  I think the third care plan we have is at page 38.  The

           2       problem here is "Raised red area on right buttock" and

           3       the goal is "To prevent further damage and promote

           4       healing".  Is this something different to the pressure

           5       damage that had been noted in the transfer letter from

           6       the Royal Alexandra Hospital?

           7   A.  I assumed, yes, it was.

           8   Q.  One talked about the sacrum --

           9   A.  Yes.

          10   Q.  -- and this is --

          11   A.  And this is on the buttock.

          12   Q.  What about this, then, as a care plan for that problem?

          13   A.  Well, this actually probably wasn't as good as the other

          14       one.  I mean, it just says "Attempt to keep John on his

          15       side", whereas the other care plan refers to positional

          16       changes and "review daily", however there is no review

          17       date noted.  It wasn't reviewed when I -- on looking at

          18       the case notes.

          19   Q.  We have looked at, I think, these three care plans that

          20       have been completed.  Were there any other care plans in

          21       the records, so far as you could see?

          22   A.  No.

          23   Q.  Were there any other aspects of care in relation to

          24       which there ought to have been care plans?

          25   A.  Well, in my opinion, there should have been a care plan
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           1       put in place for his nutritional needs.  He required

           2       help and prompting with his meals.  There should also

           3       have been a care plan for the management of his

           4       continence and the wound care for the break on his left

           5       shin.

           6           He also experienced sleeping difficulties during his

           7       admission and confusion and agitation.  These would all,

           8       to me, have required a care plan, and also the

           9       management of his C. difficile infection.

          10   Q.  Are you saying that there were a number of areas of

          11       management of care that demanded separate care plans?

          12   A.  Yes.

          13   Q.  Including C. diff?

          14   A.  Yes.

          15   Q.  Did you see in the records the kind of activities of

          16       daily living assessment that we have seen in other

          17       cases?

          18   A.  I saw -- there was an activities of daily living

          19       undertaken in the Royal Alexandra Hospital.

          20   Q.  I'm focusing on the Vale of Leven.

          21   A.  No, I don't -- I didn't see an activities of daily

          22       living assessment that was undertaken.

          23   Q.  What we have, if you turn to page 35, is a document that

          24       relates to Mr Boyle.  We see the sticker with his name.

          25       The date of admission is 10 January.
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           1   A.  Yes.

           2   Q.  We see "Transferred from" at the top, and we see some

           3       personal details are given and there is some reference

           4       to past medical history.

           5           Would this qualify as an activities of daily living

           6       assessment?

           7   A.  No.

           8   Q.  In relation to the Vale of Leven, is it your evidence,

           9       having looked at the records, that there was no such

          10       assessment carried out?

          11   A.  There was no assessment.

          12   Q.  Should there have been such an assessment?

          13   A.  Yes, there should, to give a baseline of the care

          14       required.

          15   Q.  If you move on in your report to page 16, you are

          16       dealing here with pressure management.  You have touched

          17       upon this already.  First of all, can you confirm that

          18       there was a Waterlow assessment carried out for

          19       Mr Boyle?

          20   A.  Yes, there was, three days after his admission.

          21   Q.  If we look at page 48 of the records, on page 48 we are

          22       looking at the tool that provides the method of

          23       assessment which, apart from the reference to the

          24       hospital and Dr Johnston's name, is blank; is that

          25       correct?
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           1   A.  Yes.

           2   Q.  If we can put next to that page 49, we are now looking

           3       at the next part of this form, and can we see that the

           4       date is 13 January, which, as you have said, is three

           5       days after admission?

           6   A.  Yes.

           7   Q.  Mr Boyle has been assessed at high risk --

           8   A.  Yes.

           9   Q.  -- with a next assessment due on 20 January; is that

          10       correct?

          11   A.  That's correct.

          12   Q.  Do you say this assessment should have been done on

          13       admission?

          14   A.  Yes.

          15   Q.  Was there any evidence of there being any further

          16       assessment?

          17   A.  No, there was no evidence that it was reviewed at all.

          18   Q.  Should it have been reviewed?

          19   A.  Yes, it should, particularly as he had evidence of

          20       damage.

          21   Q.  Apart from the evidence of damage he had on admission,

          22       on transfer, according to your assessment of the records

          23       did he also develop further damage when he was in the

          24       Vale of Leven?

          25   A.  Yes, he did.  I mean, there are care plans in place that
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           1       the nurses put in place for further damage.  However, it

           2       is difficult to actually determine how -- the degree of

           3       the damage, because there was no grading system put in

           4       place.  There was no wound chart available to give me an

           5       indication of the extent of the damage.

           6   Q.  I think you tell us, if you look at page 16 of your

           7       report, that although the assessment is high risk, you

           8       consider that the scoring wasn't correctly carried out?

           9   A.  Yes.

          10   Q.  Why do you say that?

          11   A.  Well, they had scored him, to the best of my knowledge,

          12       as 1, occasional incontinence, but there was reference

          13       to -- on his admission statement, and from the

          14       Vale of Leven, that he was incontinent of urine and

          15       faeces.

          16   Q.  Had the scoring been correctly done, would that have

          17       placed him at very high risk?

          18   A.  No, it wouldn't, not -- it wouldn't have changed the

          19       overall risk assessment at that particular time.

          20       However, if his assessment had have been reviewed, it

          21       would have placed him in very high risk category.

          22   Q.  If he had been reviewed on --

          23   A.  16 January.

          24   Q.  I think you say the 16th because, if you are at high

          25       risk, the review should be at least every second day?
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           1   A.  Yes, that is what it says in the documentation.

           2   Q.  Once you are at high risk, the review is daily?

           3   A.  Yes.

           4   Q.  If the review is daily, does that mean that your chances

           5       of suffering pressure damage are minimised; is that the

           6       purpose of it?

           7   A.  If the proper care is in place and the proper

           8       preventative measures are put in place, you are

           9       minimising the risk of developing pressure damage.

          10   Q.  Did you say a moment ago that you saw no evidence of

          11       a wound chart in this case?

          12   A.  No, I didn't.

          13   Q.  Should there have been such a chart put in place?

          14   A.  Yes.

          15   MR KINROY:  We have a slight misapprehension here.  I think

          16       you say that the examination should have been every

          17       second day for high risk and every day for a very high

          18       risk.  That is page 116.  I wonder if you are slightly

          19       confused about that.

          20   MR MACAULAY:  Sorry.

          21   A.  Sorry, in the actual documentation, if you look at the

          22       Waterlow score, it says, if you are at very high risk,

          23       it is daily, or as the patient's condition changes.

          24   Q.  Perhaps I should clarify this and then my learned friend

          25       can indicate if he is satisfied with it.
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           1           If we look at page 48 of the tool, I think we see

           2       that if someone is categorised as at high risk, and we

           3       see this towards the bottom, then the frequency of

           4       reassessment is recommended as "every second day; sooner

           5       if the patient's general condition changes".

           6           Is that what we see the advice to be?

           7   A.  That's correct.

           8   Q.  Then, if someone is categorised as at very high risk,

           9       the recommendation is "daily, or as the patient's

          10       general condition changes"?

          11   A.  That's correct.

          12   Q.  I understood you to say in this particular instance that

          13       you would have envisaged, at high risk, that, having

          14       regard to the policy, reassessment should be every

          15       second day.

          16   A.  If he was --

          17   Q.  At high risk.

          18   A.  At high risk, every second day.

          19   Q.  But if the categorisation changes to very high risk,

          20       then you would envisage, at least in the first instance,

          21       that reassessment should be daily?

          22   A.  Yes.

          23   MR MACAULAY:  I don't know if that helps to clarify the

          24       matter.

          25   MR KINROY:  Yes, I'm grateful.  I think there was
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           1       a confusion of language, but it is certainly corrected

           2       now.

           3   LORD MACLEAN:  Good.

           4   MR MACAULAY:  If we go back to your report, I think you have

           5       indicated, and we have already looked at this, that

           6       there was a care plan put into place to deal with the

           7       pressure damage that Mr Boyle had sustained on his

           8       buttock; is that right?

           9   A.  That's correct.

          10   Q.  We have discussed that.  Was there a care plan put in

          11       place to deal with the sacral damage that had been in

          12       place when he was admitted to the hospital?

          13   A.  No.

          14   Q.  In your view, should that have been addressed in a care

          15       plan?

          16   A.  Yes, it should have been.

          17   Q.  I think I did ask you this, but just to be clear, do you

          18       consider that a turning chart to record positional

          19       changes should have been put in place here?

          20   A.  Well, one of the care plans actually -- or the two made

          21       reference to the need for positional changes.

          22       Therefore, there should have been a turning chart in

          23       place to give nurses clear guidance in this area.

          24   Q.  In the nursing evaluation sheets, the case notes, was

          25       there reference --

                                           119

           1   A.  There was occasional indication of positional changes,

           2       but you would have had to have trawled through.  It

           3       didn't give you an indication if the patient was on his

           4       right side, left side, et cetera.

           5   Q.  If you have a turning chart designed to give you that

           6       sort of specific information, then does that provide

           7       clear guidance as to what the next position should be?

           8   A.  Yes.

           9   Q.  There is also, I think, some mention in one of the care

          10       plans to a special pressure mattress being put into

          11       place?

          12   A.  Yes.

          13   Q.  Apart from that reference, did you see any reference to

          14       that in the case notes?

          15   A.  Yes, there was reference in the case notes that

          16       a mattress had been put in place.  It doesn't give you

          17       any indication of what type of mattress, but, yes, there

          18       was reference to that.

          19   Q.  Looking to someone in Mr Boyle's position showing

          20       evidence of some damage on admission, can you express

          21       a view as to when the pressure mattress of

          22       the appropriate design should have been put into place?

          23   A.  Well, I suggested previously there should have been

          24       a risk assessment carried out on admission and a care

          25       plan put in place for the pressure damage noticed on his

                                           120

           1       transfer from the Royal Alexandra Hospital.  At this

           2       time, the care plan should have clearly identified that

           3       pressure-relieving equipment was put in place.

           4   Q.  What you tell us, if you look at page 17 of your report,

           5       it is the second-last paragraph, you are talking about

           6       turning charts, and we have already covered that.  Then

           7       you go on to say that the care plans do reference, on

           8       15 January "pressure-relieving mattress on bed".

           9           So it would appear that, certainly by then, the

          10       pressure-relieving mattress is on the bed; is that

          11       correct?

          12   A.  That's correct.

          13   Q.  Then you go on to say:

          14           "The care plan states: 'ensure pressure-relieving

          15       devices used'."

          16           So, again, there is some advice being given that

          17       pressure-relieving devices should be in place?

          18   A.  That's correct.

          19   Q.  Your final comments, then, towards the bottom of

          20       page 17, can you just take us through that?

          21   A.  I think, as we have talked about previously, although

          22       there were care plans put in place for two areas of

          23       pressure damage, there was no care plan put in place

          24       initially on admission for his damage that was noted

          25       from the Royal Alexandra Hospital.  It didn't always
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           1       give you the clear evidence of what was actually in

           2       place because there was no one chart to actually say,

           3       "This is what Mr Boyle needs in relation to pressure

           4       damage".

           5           From my review of the case records, there was no

           6       increase in the care that he received in this area after

           7       his diagnosis of C. difficile.

           8   Q.  Do you consider there should have been an increase in

           9       his care after the diagnosis?

          10   A.  Yes.  I mean, at that time, I mean, he obviously was

          11       experiencing significant loose bowel movements, which

          12       would all -- which would have significant implications

          13       for continence management in ensuring that his pressure

          14       areas were kept clean and dry.

          15   Q.  In the next section of your report, Mrs Colgan, you look

          16       at the issue of nutrition.  Was there a nutritional

          17       assessment carried out on admission to the

          18       Vale of Leven?

          19   A.  There was an assessment in place, but it was not

          20       undertaken.  There was a tool in place, but it actually

          21       wasn't completed.

          22   Q.  Let's look at that, then, if you could turn to page 50

          23       of the records.  Again, we have seen these documents in

          24       other cases.  We are looking at the nutritional

          25       screening tool, and we see that the sticker is there to
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           1       indicate that it relates to Mr Boyle.  We also see his

           2       weight has been inserted at 48.7kg, but really -- and

           3       you can correct me if I am wrong -- the rest of the form

           4       is blank?

           5   A.  Yes, that's correct.

           6   Q.  Is this of any assistance to anyone?

           7   A.  It is of absolutely no assistance at all to the nursing

           8       staff to give any direction of how care should be

           9       delivered.

          10   Q.  Should this assessment have been fully carried out to

          11       see what risk Mr Boyle was at?

          12   A.  Yes, definitely.  I mean, he did require prompting with

          13       his meals, so that would suggest that he wasn't always

          14       taking -- he may not always have been taking his meals.

          15           Also, the guidelines say that the nutritional risk

          16       assessment should be undertaken on admission.

          17   Q.  Looking to what you say in your report on page 18, do

          18       you consider, having regard to Mr Boyle's nutritional

          19       status, that a referral should have been made to

          20       a dietician as part of the assessment?

          21   A.  Yes, he should have -- when he was nil orally, he had

          22       a reported weight loss, he was also nil orally from

          23       16 January.  I think, in this instance, it would -- it

          24       may not be -- if he was nil orally, the dietician

          25       probably wouldn't have been of help in this instance.
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           1   Q.  I think you note that it was clear that Mr Boyle was

           2       losing weight.  If you turn to page 51 of the records,

           3       where I think we have a bowel function record, has it

           4       been recorded that, on 12 January, Mr Boyle's weight was

           5       48.7kg, which I think is the weight we have seen in the

           6       nutritional assessment?

           7   A.  Yes.

           8   Q.  Then it seems to drop from that to, 2 February, where it

           9       is 46.3.  So he's losing weight?

          10   A.  He is losing weight, but, I mean, in this instance, he

          11       was nil orally -- he wasn't taking fluids or taking very

          12       little fluids and he was on subcutaneous fluids at this

          13       time.

          14   Q.  If we turn to page 19, then, of your report towards the

          15       top of that page, you, I think, draw together your views

          16       in relation to nutrition.  What conclusion do you set

          17       out for us on that particular page?

          18   A.  Well, I felt that Mr Boyle should have had a risk

          19       assessment undertaken on admission and a care plan to

          20       identify his particular needs in relation to nutrition.

          21   Q.  You then look at fluid balance in the next section of

          22       your report, on page 19.  Did you find that Mr Boyle's

          23       fluid intake was being monitored with fluid balance

          24       charts?

          25   A.  No -- well, very poorly.  On two occasions there were
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           1       two charts available, on 16 and 18 January, and these

           2       only note the volume of IV or subcut fluids.  There is

           3       no real record of any oral intake.

           4   Q.  Let's look at what we have.  If you turn to page 28 of

           5       the records, we have here a chart for 16 and 17 January.

           6       Then, if we put that to one side of the screen and turn

           7       to page 31, looking to the two charts, is there any

           8       evidence of oral intake in either chart?

           9   A.  No.  Although, in saying that, he was considered to be

          10       nil orally at this time.  However, the notes do refer

          11       that he was to take fluids as able.  So, therefore,

          12       I would have anticipated that even sips of water would

          13       have been recorded at this -- you know, at this time.

          14   Q.  We just have the two charts.  Should there have been

          15       more than two charts in relation to Mr Boyle, who, as we

          16       know, developed C. diff?

          17   A.  Well, I mean, if -- on the 16th and 17th, I mean, this

          18       gentleman was nil orally, so I would have anticipated

          19       that there should have been fluid balance charts in

          20       place for every day that he was either on subcut fluids

          21       or IV fluids, and also, when he was beginning to

          22       deteriorate, to give some indication of his fluid

          23       intake.

          24   Q.  We know that he was diagnosed with C. diff at least by

          25       25 January --
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           1   A.  Yes.

           2   Q.  -- and he continued for a period after that to have

           3       loose stools.

           4   A.  Yes.

           5   Q.  Should there have been fluid balance charts to cover

           6       that period?

           7   A.  Yes, there should.

           8   Q.  In the next section of your report you address the

           9       matter of a stool chart.  Was there a stool chart to be

          10       found in the records?

          11   A.  No.

          12   Q.  Should Mr Boyle's stools have been monitored by the use

          13       of a stool chart?

          14   A.  Yes, when he was -- when they identified that he had

          15       loose stools, and on his diagnosis of C. difficile, he

          16       should have had some form of stool chart in place to

          17       give nurses an indication whether the diarrhoea was

          18       increasing or whether it was improving.  Without a stool

          19       chart to measure this, it would be difficult to.

          20   Q.  I think what we do have, if you turn back to page 51 of

          21       the records, is the bowel function chart we looked at

          22       earlier.  Can we just have that on the screen?  Thank

          23       you.  Now, this isn't a stool chart, of course; is that

          24       right?

          25   A.  No, this is a bowel function record.
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           1   Q.  We know that Mr Boyle died on 6 February, I think; is

           2       that right?

           3   A.  That's correct.

           4   Q.  Although we seem to have entries for what would appear

           5       to be 24th, 25th, 26th.  Clearly, these must have been

           6       recorded in error.

           7   A.  Yes, I did identify that in the report.

           8   Q.  Falls risk assessment, if you look at that on page 21.

           9       Was a falls risk assessment carried out?

          10   A.  The falls risk assessment was carried out on 13 January.

          11   Q.  If we turn to page 45 of the records, can we see, as you

          12       have pointed out, that this is ward 15 and the date is

          13       13 January in the relevant column; is that right?

          14   A.  That's correct.

          15   Q.  Is Mr Boyle assessed at very high risk?

          16   A.  Yes.

          17   Q.  "VHR"?

          18   A.  Yes.

          19   Q.  Do you note in your report in the third paragraph that

          20       the day before, on 12 January, Mr Boyle had been found

          21       lying on the floor beside his bed, cot sides still up,

          22       with a lump to the side of the head?

          23   A.  Yes, that's correct.

          24   Q.  Certainly, chronologically, it would appear that the

          25       falls risk assessment was then carried out on the 13th?
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           1   A.  That's correct.

           2   Q.  You note that there's no record to indicate that

           3       a doctor was called.  Looking to a fall of this nature,

           4       do you consider a doctor should be called to assess the

           5       patient?

           6   A.  Well, in this instance, a lump was identified on

           7       Mr Boyle's head.  He said -- he was found on the floor.

           8       That wouldn't have given any indication as to whether he

           9       had lost consciousness in this instance.  So, therefore,

          10       you would have contacted a doctor to give an overall

          11       assessment or to form an opinion of any care required.

          12   Q.  Should the falls risk assessment have been done before

          13       13 January?

          14   A.  Given that Mr Boyle was admitted originally with a fall,

          15       I would be of the opinion that it should have been

          16       carried out on admission to the Vale of Leven on the

          17       10th.

          18   Q.  Was there a care plan put in place to manage the risk of

          19       falls?

          20   A.  There was a care plan put in place for his reduced

          21       mobility and falls on the 13th.

          22   Q.  I think we looked at that.  That is the same date as the

          23       risk assessment?

          24   A.  Yes.

          25   Q.  Now, the risk assessment document that we still have on
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           1       the screen, there is no further assessment that we can

           2       see looking to the document.  Should this have been

           3       reassessed?

           4   A.  Well, he was identified as very high risk, so I would

           5       have assumed that it would have been assessed.

           6       Actually, within his notes it is evidenced that he was

           7       taking -- he was observed at night taking risks, but

           8       after the 22nd, I really could find no evidence that

           9       nurses had given any regard to his risk of falls.

          10       There was nothing recorded within the case notes.

          11   Q.  I think you conclude this section by saying that:

          12           "Mr Boyle's risk assessment and care plan were not

          13       reviewed or updated after the initial recordings."

          14           What I want to ask you is, should the risk

          15       assessment and care plan have been reviewed?

          16   A.  Yes, it should.

          17   Q.  In relation to moving and handling, which you look at,

          18       at page 22, you do say that a moving and handling care

          19       plan was completed, again on 13 January.  If we turn to

          20       page 47 of the records, this is similar to a document

          21       that we looked at earlier.  Can we see that this is said

          22       to be a patient care plan: moving and handling, in

          23       a pro forma form?

          24   A.  Yes.

          25   Q.  Towards the bottom, the date assessed is 13 January and
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           1       the proposed review date is 20 January; is that correct?

           2   A.  That's correct.

           3   Q.  Was there any evidence of review?

           4   A.  No.

           5   Q.  Should this have been reviewed?

           6   A.  Yes.

           7   Q.  In relation to the DNAR position, I think you discovered

           8       in the records that there were two DNAR forms; is that

           9       right?

          10   A.  That's correct.

          11   Q.  If we look at them in chronological order, if you look

          12       at page 4 of the records -- in fact, I think you should

          13       probably look first at page 10.  We can perhaps put them

          14       on the screen together, if that is possible.  Page 10,

          15       in any event.  The date here is 21 January.  It is

          16       similar to the form we looked at in the last case.  It

          17       is, I think, a different style of form, looking to the

          18       one on the right-hand side of the screen.  The "Patient

          19       consulted" section is scored out "No" and the reason

          20       why, presumably it is given as "dementia".  Do you see

          21       that?

          22   A.  Yes, I do.

          23   Q.  We have looked at that already.  Is there any indication

          24       here that any relative was consulted?

          25   A.  No.
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           1   Q.  The other one on the screen, on the left-hand side, this

           2       is dated 24 January, I think, on the left-hand side.

           3   A.  Yes.

           4   Q.  It is dated 24 January.  It was "18th", but that has

           5       been scored out.

           6   A.  Yes.

           7   Q.  In relation to "Discussed with the family", "daughter"

           8       has been -- well, everything else has been scored out

           9       and the reference to "daughter" has been left in, and

          10       the date 18 January has been inserted.  That infers that

          11       there has been some discussion with the daughter.

          12   A.  Yes.

          13   Q.  But in relation to why the decision was made, that

          14       section appears to be blank.

          15   A.  That's correct.

          16   Q.  What I want to ask you is this: did you see evidence in

          17       the nursing records, in the case notes, whether DNAR was

          18       discussed with the nurses?

          19   A.  No, I didn't.

          20   Q.  Did you see any evidence from the nursing records that

          21       the nurses were aware of the DNAR decision?

          22   A.  No, there was no evidence in the records that I reviewed

          23       that nurses were aware.  It wasn't recorded in the

          24       nursing progress notes that this instruction had been

          25       given by the medical staff.
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           1   Q.  Moving on then to the final section that you deal with,

           2       and that is the nursing management of C. difficile,

           3       again, we have, I think, covered a number of the points

           4       you discuss here, but the first point you make, I think,

           5       as we have seen from our earlier discussions, is that

           6       there is no evidence in the records that Mr Boyle was

           7       having diarrhoea prior to the stool sample being taken;

           8       is that right?

           9   A.  That's correct.

          10   Q.  I think we saw it was collected on 22 January; that's

          11       right?

          12   A.  Yes.

          13   Q.  In relation to isolation, then, there was evidence that

          14       he was moved to a side room once the diagnosis was

          15       confirmed?

          16   A.  Yes, that's correct, he was.

          17   Q.  What about the position before the diagnosis was

          18       confirmed?

          19   A.  Well, there was no evidence to suggest that he was in

          20       any type of precautionary isolation.  There was no

          21       evidence of loose stools.  But it was referred that he

          22       was, on diagnosis of C. difficile, moved to a side room.

          23   Q.  I think we have already touched upon this, but did you

          24       see any evidence of a care plan being put into place to

          25       manage his C. difficile?
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           1   A.  No, there was no care plan put in place.

           2   Q.  You touch upon this on page 24 of your report: did you

           3       see any evidence of the specific precautions envisaged

           4       by the infection control manual, such as hand washing

           5       with soap and water, use of personal protective

           6       equipment, and so on, in the nursing notes?

           7   A.  No, there was no evidence that any of these were put in

           8       place.

           9   Q.  Did you, in fact, see any evidence from your examination

          10       of the records if Mr Boyle was dehydrated?

          11   A.  There is no evidence to suggest that he was dehydrated.

          12       However, given his reduced fluid intake and the fact

          13       that he was nil orally, there may have been problems

          14       with dehydration.  However, it is not clearly indicated

          15       within the nursing notes.

          16   Q.  I have been asked to ask you this, and I will do it now

          17       because I think it fits into this context, put to you on

          18       behalf of the health board: do you accept that Mr Boyle

          19       was on intravenous and then subcutaneous fluids, not

          20       because he had been assessed as dehydrated, but because

          21       of the risk of choking?

          22   A.  I couldn't honestly say.  There was no evidence in the

          23       notes that he was dehydrated.  However, the likelihood

          24       of dehydration being a problem -- as other things aren't

          25       recorded in the notes, he may have been dehydrated
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           1       because of his reduced fluid intake.

           2   Q.  But I think the thrust of the question I have been asked

           3       to put to you is: was the reason he was put on

           4       intravenous and subcutaneous fluids, not because it was

           5       concluded that he was dehydrated, but because of his

           6       risk of choking, because of his problems with

           7       swallowing?

           8   A.  Yes, it would appear to be.

           9   Q.  Coming on to what you say about record keeping, going

          10       back to page 13 of your report, you go through this for

          11       two pages or so, but I will come to one aspect of it in

          12       a moment, but in the main, subject to some points you

          13       make specifically about how records should be completed,

          14       have we covered the main points that you have made here

          15       in relation to stool charts, and so on?

          16   A.  Yes, I think we have covered the majority.  There were

          17       instances that the record keeping didn't comply with

          18       what would be laid out within the NMC guidance.

          19   Q.  You give some examples of that on page 14.  It is about

          20       halfway down where you say there are specific issues in

          21       relation to the quality of records which deviated from

          22       NMC guidance relating to dates, and so on; is that

          23       correct?

          24   A.  That's correct.  However, I did see good practice in

          25       relation to one particular nurse, Staff Nurse David, who
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           1       had printed his name under his first signature and

           2       continued to do so throughout the care plan or

           3       throughout the progress notes.

           4   Q.  That is good practice?

           5   A.  Yes, that is good practice.

           6   Q.  The point you make in the third-last paragraph, that

           7       there are dates where there are no nursing entries, is

           8       this similar to the point you made in relation to the

           9       other case, that there were dates where the nurses don't

          10       appear to have recorded anything in relation to the

          11       patient?

          12   A.  That's correct.

          13   Q.  For example, if we take the example that you give for

          14       19 January on page 42 of the records, can we see that

          15       the date towards the top is 18 January and then the next

          16       date we have is the 20th; is that right?

          17   A.  That's correct.

          18   Q.  So we see the 18th, it's not in the date section, but in

          19       the problem number section, and then we see the 20th

          20       appears to be the next date; is that right?

          21   A.  Yes, that's the way --

          22   Q.  That is one of the gaps you pointed to?

          23   A.  Yes.

          24   Q.  Again, just on the same page, between the 20th and the

          25       22nd, again, is there no --
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           1   A.  There is no recording on the 21st.

           2   Q.  I think we noted that it was a sample that was taken on

           3       the 22nd that was sent for C. diff analysis; is that

           4       right?

           5   A.  Yes.

           6   Q.  The nursing notes don't tell us what was happening on

           7       the dates that have not been looked at?

           8   A.  No.

           9   Q.  Should there have been some nursing observations in

          10       relation to these dates, in your opinion?

          11   A.  Yes, there should.  I mean, given that, at this

          12       particular time, Mr Boyle was deteriorating on a fairly

          13       rapid basis, there should have been daily or more

          14       frequent recordings in his progress notes.

          15   Q.  Finally, in relation to Mr Boyle's case, if we can turn

          16       to page 25 of your report, again, you have summarised in

          17       some detail the points I think that you have set out in

          18       your report.

          19           If we focus on the first paragraph, do you really

          20       summarise the whole position, as it were, by and large

          21       in that first paragraph of this conclusion?

          22   A.  That's correct.  Overall, I felt that the standard of

          23       nursing care received by Mr Boyle would not always have

          24       been in line with a recognised practice.  On analysis of

          25       the records, appropriate care plans were not put in
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           1       place.  Care plans were not devised on admission.  No

           2       nursing care plans were written for his nutritional

           3       needs, despite his difficulties with swallowing and

           4       weight loss.

           5           I felt there was no adequate monitoring of his fluid

           6       intake or bowel movements, especially after his

           7       diagnosis of C. difficile.  On admission, no care plan

           8       was devised for a skin break on his left shin which

           9       subsequently required antibiotic treatment.  There was

          10       no assessment of his skin within six hours of care put

          11       in place.

          12   Q.  On the next page, I think you finish the paragraph on

          13       that particular page.

          14   A.  There was no care plan put in place even though

          15       communication from the Royal Alexandra Hospital

          16       indicated that he did have pressure damage.

          17           There was no evidence of any effective pain

          18       management when he had developed C. difficile and there

          19       was no records in place to indicate that he received the

          20       care required for the specific management of

          21       C. difficile and there was little indication that the

          22       infection control team were adequately involved in his

          23       care.

          24   Q.  Your final comment page 29, in the very last comment you

          25       make, what was your overall conclusion?
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           1   A.  I felt that, overall, the nurses failed to demonstrate

           2       by their recording that they had provided the adequate

           3       care for Mr Boyle.  As the NMC says, you have to make an

           4       assumption that, if care is not recorded, it hasn't been

           5       delivered.

           6   Q.  We have looked at some aspects of the records where it

           7       is clear that things have not been inserted, for

           8       example, in the fluid balance charts, that you envisage

           9       that more information should have been inserted; indeed,

          10       there should have been more fluid balance charts put in

          11       place.

          12   A.  Yes.

          13   Q.  Who would be ultimately responsible for auditing within

          14       the ward that the proper documentation was being used

          15       and that proper record keeping was being made?

          16   A.  It would have been the ward manager or the senior charge

          17       nurse in place in the ward to make sure that the proper

          18       documentation was in place, that nurses were recording

          19       in the documentation, they were appropriately assessing

          20       planning and reviewing the care that was delivered.  So,

          21       yes, it would be the charge nurse's responsibility.

          22   MR MACAULAY:  I'm finished with Mr Boyle's case.

          23           My Lord, if you were thinking of having a short

          24       break this afternoon, this might be an appropriate point

          25       to have it.
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           1   (3.15 pm)

           2                         (A short break)

           3   (3.30 pm)

           4   MR MACAULAY:  Mrs Colgan, the next case I want to look at

           5       with you is that of Martha McGregor.  If we can have

           6       your report on the screen, it's EXP00560001.  We have

           7       the Vale of Leven records in a number of places, but

           8       let's focus for the moment on GGC21630001.

           9           If we look to your report and we turn to page 3

          10       where you have a section dealing with the medical

          11       history, do you note that Mrs McGregor, who was 79 at

          12       the time, was admitted to the Vale of Leven on

          13       20 January from Bloomhill Nursing Home?

          14   A.  Yes, that's correct.

          15   Q.  Can you tell us what the reasons for her admission were

          16       at that time?

          17   A.  She was initially admitted to the medical assessment

          18       unit as an emergency admission.  The initial admission

          19       records record that, on admission, her eyes were open,

          20       she was responding to touch, there was weakness to her

          21       hands, and her legs were oedematous and she was moaning

          22       intermittently.

          23           At this time, a transient ischaemic attack was

          24       queried, or CVA.  She had previously been seen by the

          25       out-of-hours GP in the nursing home and she was
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           1       prescribed paracetamol for pyrexia.  She had been

           2       incontinent of loose stools and the notes record that

           3       below her breasts and groin were excoriated.

           4   Q.  Can you tell me what ward she was admitted to at this

           5       time?

           6   A.  She was transferred from the medical assessment unit to

           7       ward 6.

           8   Q.  Was it also noted that she had a history of falls?

           9   A.  It's recorded that she had reduced mobility.  She's

          10       usually mobile with a Zimmer and her communication --

          11       she could communicate to a degree.  She was fully

          12       dependent of all activities of daily living and required

          13       supervision.

          14   Q.  If we turn to page 5 of your report, have you taken from

          15       the records -- this is the second paragraph -- that, on

          16       24 January 2008, the doctor records "Patient clinically

          17       very dry, patient unwell, increase fluid input, monitor

          18       fluid input and output"?

          19   A.  That's correct.

          20   Q.  Was that also recorded in the nursing notes?

          21   A.  Yes.

          22   Q.  You comment, I think, in not the next paragraph but the

          23       next paragraph, on an entry you have taken from the

          24       medical notes dated 28 January that reads:

          25           "Mrs McGregor was seen again by a doctor on
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           1       28 January 2008 who states that she had no more

           2       diarrhoea."

           3           Was there any evidence at all up until that point

           4       that Mrs McGregor was having diarrhoea?

           5   A.  No, there was no further -- that was the last entry that

           6       I saw that she had diarrhoea up to her diagnosis of

           7       C. difficile.

           8   Q.  Just to be clear, following upon her admission, and you

           9       have told us that was on 20 January 2008, was there

          10       evidence that she was having diarrhoea in the

          11       Vale of Leven up to 28 January?

          12   A.  No.

          13   Q.  I think she did develop diarrhoea later; is that

          14       correct?

          15   A.  That's correct.

          16   Q.  If we turn to page 6 of your report, just below halfway,

          17       the first paragraph, where you say:

          18           "On 19 February 2008, the doctor records that the

          19       nursing staff have reported a large loose stool this

          20       am."

          21           Is that correct?

          22   A.  That's correct.

          23   Q.  Was it about this time that it would appear that she

          24       developed diarrhoea?

          25   A.  A sample was sent on -- she was diagnosed as
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           1       C. difficile on 25 February.

           2   Q.  What date did you say, sorry?

           3   A.  The 25th.

           4   Q.  Before we come to that, though, and perhaps the quickest

           5       way of dealing with this is to look at the reports, if

           6       you look at GGC21740005, we're looking at a report from

           7       the microbiology department, and you can see the

           8       collection date is 19 February 2008.  Do you see that?

           9   A.  Yes, I do.

          10   Q.  It is received by the lab on the same day.  You can see

          11       the printing is quite some time later, and I think you

          12       can take it this was because that was requested after

          13       the records had been obtained, but can you see that this

          14       is a negative result?

          15   A.  That's correct.

          16   Q.  So it would appear that a stool sample was obtained and

          17       tested negative for C. diff at this point?

          18   A.  Yes.

          19   Q.  We can observe that Mrs McGregor was in ward 6 at this

          20       time; is that correct?

          21   A.  That's correct.

          22   Q.  If you go on to page 6 in the same records, we have

          23       another report from the microbiology department.  The

          24       collection date isn't given.  The receipt date is

          25       20 February, just the day after we have been looking at.
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           1       Again, can you see that this is a negative result?

           2   A.  Yes, that's correct.

           3   Q.  There would appear to have been two negative results at

           4       about this time, but I think you told us that she did

           5       test positive for C. difficile after that?

           6   A.  Yes, on the 25th.

           7   Q.  If we turn to the records that we had on the screen

           8       I think before, GGC26920001, if we could just make that

           9       a little bit bigger, please, can we see that this sample

          10       was collected on the 25th, received by the lab on the

          11       25th and this is positive?

          12   A.  That's correct.

          13   Q.  Thereafter, particularly focusing on the position with

          14       C. diff, did Mrs McGregor's position improve?

          15   A.  There was a stool chart put in place for her that

          16       covered the dates 22, 23, 24, 25 and 29 February.  There

          17       was also another sample sent on 29 February, which was

          18       negative, and a subsequent sample on 1/3, which was

          19       negative.  So that would give some indication that

          20       Mrs McGregor was still experiencing loose stools on

          21       these dates.

          22   Q.  The samples you have mentioned, if we could look at

          23       GGC21740009, that is the one that was collected on the

          24       29th and, as you have indicated, that was a negative

          25       result; is that right?  We see that?
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           1   A.  That's correct.

           2   Q.  The other one, at page 10 in the same records, collected

           3       on 1 March and, again, that is a negative result?

           4   A.  That's correct.

           5   Q.  The point I think you make is that she was still having

           6       diarrhoea, as we can see from the nature of

           7       the specimen, liquid faeces?

           8   A.  Yes.  She actually was still having diarrhoea on

           9       discharge from the Vale of Leven and, after that, two

          10       additional samples were sent from an outside laboratory.

          11           However, at this time, they were not tested for

          12       C. difficile, even though she was still continuing to

          13       have diarrhoea.

          14   Q.  In relation to her discharge then, when was she

          15       discharged from the Vale of Leven?

          16   A.  She was discharged on --

          17   Q.  I think you tell us on page 7, towards the bottom of

          18       the page.

          19   A.  Sorry, can I just point out that I have asked for my

          20       care plans to be updated, because the numbers on the

          21       copies I have have been out of sequence with your

          22       numbers.

          23   Q.  I think you probably mean your case notes.

          24   A.  The case notes, yes.

          25   Q.  We will see what we can do on that, but in relation to
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           1       the date of discharge, do we see the second-last

           2       paragraph on page 7, that you indicate --

           3   A.  She was discharged on the 13th.

           4   Q.  On 13 March?

           5   A.  Yes.

           6   Q.  It will appear, then, she was admitted on 20 January and

           7       that she is diagnosed with C. diff on 25 February, and

           8       she is then discharged subsequently on 13 March, but you

           9       said earlier that, at the time of discharge, she was

          10       still suffering from diarrhoea?

          11   A.  Yes.

          12   Q.  Was she discharged back to the nursing home?

          13   A.  That's correct.

          14   Q.  If we can just look at some aspects of her management,

          15       first of all, looking at the point about communication

          16       with family members, if you turn to page 10 of your

          17       report, in the second-last paragraph on that page you

          18       make some observations about communication with family

          19       members.  What did you take from the records?

          20   A.  The communication with family members is noted in the

          21       nursing home transfer document that was sent with her on

          22       admission.  They indicated that they had informed the

          23       family of her admission.  There was also communication

          24       with Mrs McGregor's family on the 25th to inform them of

          25       her cancelled -- 25 February, to inform them of her
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           1       cancelled discharge.

           2   Q.  Just on that, there was a plan to have her discharged

           3       before 25 February; is that right?

           4   A.  Yes.

           5   Q.  What stopped the discharge taking place?

           6   A.  Her diagnosis of C. difficile.

           7   Q.  What further do you say on this topic?

           8   A.  Whilst there was some evidence of communication with her

           9       family, there was no evidence I could find in the case

          10       notes that they actually were informed of her diagnosis

          11       of C. difficile.

          12   Q.  In relation to the medical staff, you touch upon that at

          13       the very top of page 11.  What were you able to conclude

          14       from the records?

          15   A.  I felt there was evidence within the case notes that the

          16       medical staff were informed of various issues by the

          17       nursing staff.

          18   Q.  Can we then move on to page 13 of the report, to the

          19       section dealing with nursing care plans, and can I have

          20       some documents put on the screen while we are looking at

          21       that?  I will give the full reference: GGC21630118 and

          22       also page 119.  On the right-hand side, we have the

          23       admission assessment form -- it has now been changed

          24       around: on the left, the admission assessment form and,

          25       on the right, the activity of daily living assessment.
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           1           Just looking at the admission assessment form, can

           2       we see that information is provided there, although

           3       there are some sections that are blank?

           4   A.  Yes, that's correct.

           5   Q.  But the activities of daily living, do you have any

           6       comments to make on that?

           7   A.  Well, it had given some indication as to her needs in

           8       this area, but, again, it wasn't fully completed.

           9   Q.  Although most of the boxes, it would appear --

          10   A.  To be ticked.

          11   Q.  -- have been ticked.

          12   A.  Yes.

          13   Q.  If you look at page 115, this I think is the transfer

          14       from the nursing home; is that right?

          15   A.  That's correct.

          16   Q.  Does this also provide some information to the hospital

          17       about Mrs McGregor's activities of daily living?

          18   A.  Yes, I think it is a fair assessment of her needs from

          19       the nursing home to the hospital.

          20   Q.  One of the reasons given for transfer is diarrhoea.  Do

          21       we see that?

          22   A.  Yes, I do see that.  She did have diarrhoea on

          23       admission.

          24   Q.  Between the period of admission on the 20th and the 28th

          25       that we saw the note earlier, was there any evidence of
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           1       diarrhoea over that period?

           2   A.  No, not after that.

           3   Q.  Can you then turn to page 203?  We are now looking at

           4       a multiproblem care plan for ward 6.  Can we see the

           5       date is 20 January and the problems are given as --

           6       "Fall" I think is the first reference.

           7   A.  Yes.

           8   Q.  Can you read the next word for me?

           9   A.  "Diarrhoea".

          10   Q.  No, the one after "fall"?

          11   A.  "Fall ? CVA/TIA".

          12   Q.  Then "Diarrhoea"?

          13   A.  Yes.

          14   Q.  What about this then as a care plan setting out these

          15       problems?

          16   A.  This really is more of a list of interventions to carry

          17       out for various issues, rather than a particular care

          18       plan for her fall management or for her diarrhoea.

          19   Q.  Were there aspects of care, leaving aside C. diff for

          20       the moment, that ought to have been put into a care plan

          21       at the time of her admission to the hospital?

          22   A.  Her breasts were excoriated on admission.  She was

          23       unresponsive.  She was --

          24   Q.  It might help if I remind you by taking you to page 13

          25       of your report.  We can perhaps put that on the screen.

                                           148

           1       It is the section dealing with the nursing care plans

           2       where you make some comments about what you envisage

           3       should have been the position.  Does that help in

           4       reminding you what your views were?

           5   A.  Well, I felt that the care plans outlining her specific

           6       care, all the specific care that she required, were not

           7       devised.

           8           For example, there were no care plans written for

           9       her nutritional needs, especially in relation to her

          10       C. difficile infection and her reduced fluid and fluid

          11       intake.

          12           There were no care plans devised for the management

          13       of continence or wound care.

          14   Q.  Then moving on to page 14 --

          15   A.  Pressure damage, catheter care, falls, moving and

          16       handling or -- and, again, for the specific management

          17       of C. difficile.

          18   Q.  Again, we may come to some of that in a moment, but the

          19       multicare plan that was in place you say did not fully

          20       address the care required for the identified problems.

          21       Is this simply the point you make about there being

          22       a list of things set out rather than nursing

          23       interventions?

          24   A.  Yes, the multiproblem care plan that was in place I felt

          25       didn't appropriately address her needs at that on the
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           1       time of admission.  It didn't actually plan or give any

           2       plan of care that would give nurses guidance in this

           3       area.

           4   Q.  If you look at item 12 in the list of interventions,

           5       stool chart is item 12; is that right?

           6   A.  Yes.

           7   Q.  For diarrhoea, would that be an appropriate intervention

           8       to put in place?

           9   A.  Yes, very appropriate.

          10   Q.  Was a stool chart, in fact, put in place at this time?

          11   A.  No, not until 22 February.

          12   Q.  That is over a month later?

          13   A.  Yes.

          14   Q.  What about the references to the sending of stool

          15       samples that we see in the last three or four entries.

          16       Would it be appropriate to have that information in the

          17       care plan?

          18   A.  Yes.  I mean, that was some indication that nurses were

          19       trying to give some kind of evaluation of what was

          20       actually going on with her at that time.  But it

          21       wouldn't give you a full indication or a review of her

          22       care, it just stated that a stool sample was sent.

          23   Q.  Moving on then to what you say about pressure management

          24       on page 14 of your report, you indicate at the beginning

          25       that, on admission to ward 6, the nursing home transfer
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           1       sheet and the activities of daily living assessment

           2       indicated that Mrs McGregor's skin was intact.  Is that

           3       right?

           4   A.  That's correct.

           5   Q.  Although you make a point about Mrs McGregor's breasts

           6       and groin area were excoriated?

           7   A.  Yes.

           8   Q.  Was there a Waterlow assessment carried out on

           9       admission?

          10   A.  No, there wasn't.

          11   Q.  Should there have been such an assessment carried out?

          12   A.  Yes.

          13   Q.  In your opinion, was Mrs McGregor at risk of pressure

          14       damage?

          15   A.  Mrs McGregor had multiple problems, so that all would

          16       have given an indication to nurses that there should

          17       have been some assessment of her skin made on admission.

          18           Also, the guidance that was in force at that

          19       particular time in Scotland would have indicated that

          20       there should have been a skin inspection within six

          21       hours of admission.

          22   Q.  Did Mrs McGregor, in fact, sustain pressure damage?

          23   A.  Yes, she did.

          24   Q.  If we turn to page 15 of your report, it is the third

          25       paragraph just above halfway, do you mention that
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           1       Mrs McGregor's right heel was black?

           2   A.  Yes.

           3   Q.  Just looking to the grading of pressure damage, is that

           4       possible to say where that is?

           5   A.  Well, that would give me some indication that it could

           6       have been a grade 3 or possibly a grade 4.  However,

           7       there is not enough information there to make

           8       a professional judgment, but definitely, if something --

           9       if skin is black, it would definitely be at least

          10       a grade 3.

          11   Q.  The blisters that you say Mrs McGregor had on her right

          12       arm -- and that is in the previous paragraph where you

          13       make some mention of that -- is that evidence of

          14       pressure damage or is that caused by some other

          15       mechanism?

          16   A.  That was caused by her -- it was caused -- she had

          17       a Venflon inserted into her arm which may have caused

          18       these blisters.

          19   Q.  You indicated there wasn't a Waterlow assessment carried

          20       out.  In relation to pressure damage, should there have

          21       been a care plan?

          22   A.  There was no assessment and there was no -- her skin was

          23       intact on admission.  However, when skin damage was

          24       observed, there should have been a care plan.

          25   Q.  What about the use of pressure-relieving equipment?  Was

                                           152

           1       there evidence of that?

           2   A.  There is some evidence of positional changes in the care

           3       plan.  There was --

           4   Q.  When you say "care plan", do you mean case notes?

           5   A.  Sorry, I beg your pardon.  Yes, there was some evidence

           6       of pressure-relieving equipment in place.

           7   Q.  I think if you look at page 14, you note in the

           8       second-last paragraph that Mrs McGregor was on bed rest

           9       on 23 January:

          10           "The night nurse records that position changes were

          11       difficult due to pain.  At 5.15 am, the same nurse

          12       records 'now on mattress pressure, ? at risk, unable to

          13       move ?'."

          14           Would it appear, then, on 23 January, that certainly

          15       Mrs McGregor was on some form of pressure-relieving

          16       equipment?

          17   A.  I got that impression from the notes.

          18   Q.  Then, if you move on to page 15, we have looked at the

          19       pressure damage to the heel.  In the final paragraph on

          20       that page, do you also note that there was some further

          21       pressure damage sustained?

          22   A.  Can I just say about the pressure damage from her heel,

          23       there was no further indication within the nursing notes

          24       of this damage.  There was no care plan put in place for

          25       what, to me, was a significant pressure area damage.
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           1       I could find nothing else recorded within the notes to

           2       say that nurses followed up on this area and to me there

           3       was no action taken for this damage.

           4   Q.  Would you have expected, for example, a wound chart to

           5       have been created to monitor this?

           6   A.  Of course, yes, in this area.

           7   Q.  Moving on, I was going to ask you about that paragraph

           8       where you mention some further pressure damage.  Is this

           9       additional, then, damage sustained by Mrs McGregor

          10       during her stay in the Vale of Leven?

          11   A.  Yes.

          12   Q.  What was this damage?

          13   A.  On the 29th, it is recorded that her right buttock had

          14       a broken area and, on 2 March, it is recorded that her

          15       sacral area was slightly red.  Also on this date, it is

          16       recorded that there was a small sacral sore on left

          17       buttock and that a dressing of Inadine and Mepore were

          18       applied.

          19   Q.  Are these different areas of damage?

          20   A.  They appear to be, yes.

          21   Q.  I may have asked you this already, but would you have

          22       expected turning charts to have been put in place to

          23       record the positional changes in this case?

          24   A.  There was reference, there's no mention of -- the notes

          25       do, sorry, record positional changes on 9 February, so
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           1       there was reference that actually they were being done.

           2       So I would have expected a chart to be put in place to

           3       give nurses clear guidance as to what position to

           4       actually move the patient to.

           5   Q.  This seems to be a patient who, as you have indicated,

           6       her skin was intact on admission to the Vale of Leven?

           7   A.  That's correct.

           8   Q.  By this time in late February, she has pressure damage

           9       in different areas?

          10   A.  That's correct.

          11   Q.  Would you have expected the patient to have been

          12       referred to a tissue viability nurse in such

          13       circumstances?

          14   A.  It is difficult to judge on the majority of damage that

          15       occurred actually what grade it was, because there is

          16       not sufficient evidence.  On the instance of the black

          17       area on her heel, if the nurses had have been having

          18       problems with that particular wound, they should have

          19       referred to a tissue viability nurse for her guidance.

          20   Q.  If a nurse feels that she's not managing the wound for

          21       whatever reason, then would that be a reason to refer?

          22   A.  Of course.

          23   Q.  Can I then take you to page 17 of your report?  You are

          24       here looking at the issue of nutrition.  Was there

          25       a nutritional assessment carried out in relation to

                                           155

           1       Mrs McGregor, so far as you could see from the records?

           2   A.  The review of the patient notes indicated that an

           3       assessment was not undertaken.

           4   Q.  Should there have been a nutritional assessment for this

           5       patient?

           6   A.  Yes, there should.

           7   Q.  Why is that?

           8   A.  Well, prior to admission, the form indicated that she

           9       had a normal diet.  However, she was -- she did have

          10       diarrhoea on admission.  She had also suffered from

          11       a query suspected CVA or TIA.  She remained nil orally

          12       and was on IV fluids on 20 January.  So I would have

          13       anticipated that there should have been an assessment

          14       put in place and a care plan outlining her care.

          15   Q.  Would you envisage that this would be a case that --

          16       well, I think you actually tell us, was the dietician

          17       involved in this particular case?

          18   A.  I wasn't given any indication or reference to diabetic

          19       notes in this case, but I did receive these afterwards,

          20       after I had completed my report.

          21   Q.  Did that indicate to you that the dietician had been

          22       involved?

          23   A.  Yes, that indicated there was involvement by the

          24       dietician.

          25   Q.  Would that have been your expectation?
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           1   A.  Yes.

           2   Q.  You also say, I think, that there were food charts

           3       available for periods during this admission; is that

           4       right?  That is on page 17 towards the bottom.

           5   A.  That's correct, there were food charts available from

           6       1 February to 5 March.  However, there were days within

           7       that period that the food intake was not recorded and

           8       I do note that there were a significant number of days

           9       when this occurred.

          10           The charts -- I would suggest that the charts

          11       available didn't always follow the clear guidance that

          12       was on the top of the charts for them to follow.

          13   Q.  Just looking to the dietician's involvement, on page 18

          14       you note on 1 February that Mrs McGregor was seen by the

          15       dietician and that she was only managing a few spoonfuls

          16       of single-texture diet:

          17           "There is no record in the nursing notes of

          18       Mrs McGregor being seen again by the dietician."

          19           But were you able to ascertain from the additional

          20       documentation whether or not Mrs McGregor was seen again

          21       by the dietician after 1 February?  If you can't recall,

          22       we can look at that.

          23   A.  No, I can't recall.

          24   Q.  You don't recall.  Okay.

          25   LORD MACLEAN:  Could I ask you, please, there is
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           1       a reference -- a further reference, I should say, to

           2       CVA -- what is the next one?  Is it DVA?

           3   A.  No, TIA.

           4   LORD MACLEAN:  TIA.  What does that stand for?

           5   A.  It is a transient ischaemic attack.

           6   LORD MACLEAN:  Thank you.

           7   MR MACAULAY:  Did Mrs McGregor's dietary position improve?

           8       If you turn to page 19 -- this is, I think, the final

           9       paragraph of this particular section -- do you observe

          10       that, from 5 March to the date of discharge, the nursing

          11       notes would indicate that her dietary intake was good?

          12   A.  Yes, it would indicate that she was tolerating a good

          13       dietary intake from this period.

          14   Q.  Looking at fluid balance that you look at on page 20 of

          15       your report, were there fluid balance charts completed

          16       for Mrs McGregor?

          17   A.  Yes, there was.

          18   Q.  What conclusions do you come to having regard to what

          19       you saw in the charts?  Perhaps if you turn to the top

          20       of page 21, where I think you summarise the position.

          21   A.  From 30 January, there were fluid balance charts

          22       available until 14 February.  However, none of these

          23       charts had been properly completed to give a full

          24       indication of her fluid intake.  The fluid charts from

          25       14 February were in a different section of the notes.
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           1       Her notes were very difficult to follow and it required

           2       a lot of searching through to obtain the information.

           3   Q.  You don't find them all in the same place?

           4   A.  No, they were --

           5   Q.  If you look then to page 22, where you, I think, repeat

           6       that conclusion, you say:

           7           "The review of Mrs McGregor's case notes indicated

           8       that there were fluid balance charts in place.  However,

           9       these were rarely totalled and at times the recordings

          10       were poor.  It is important that nurses total the amount

          11       of fluid intake over a 24-hour period to alert staff if

          12       fluid intake has been inadequate."

          13           Is that correct?

          14   A.  That's correct.

          15   Q.  Is that particularly important if a patient is suffering

          16       from C. difficile?

          17   A.  Yes, very important.

          18   Q.  You make a point in the next paragraph:

          19           "Whilst there is some evidence in the recordings of

          20       fluid intake and output, this was not in sufficient

          21       detail to provide evidence that Mrs McGregor's needs

          22       were fully met in this area, particularly when there is

          23       evidence of dehydration."

          24           Do you see that?

          25   A.  I do.
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           1   Q.  In relation to dehydration, did you, yourself, come to

           2       any conclusion as to whether or not Mrs McGregor was

           3       dehydrated?

           4   A.  I think that, given that she had a reduced fluid intake

           5       and that -- there was some evidence that she may have

           6       been dehydrated during the admission.

           7   Q.  I have been asked to put to you on behalf of the health

           8       board whether you would accept that your report on

           9       Mrs McGregor cites only a query as to whether or not she

          10       was dehydrated on 3 March 2008.  That is a specific

          11       point in time.  Are you able to comment on that?

          12   A.  In my opinion, if somebody is querying dehydration,

          13       there is the chance that they are actually dehydrated.

          14       There was no other evidence to suggest in the notes that

          15       she wasn't dehydrated.

          16   Q.  Is the issue of dehydration -- I have also been asked to

          17       put this to you -- a medical question --

          18   A.  No, I think --

          19   Q.  -- rather than a nursing question?

          20   A.  No, I think it is very important for nurses to be fully

          21       aware of a patient's condition in relation to

          22       dehydration.  The nurses are with the patient 24 hours

          23       a day.  They are making the observations of

          24       the patients.  They are ensuring that there is adequate

          25       fluid intake to provide care in this area.  They are
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           1       also reviewing the patient's care, looking at their

           2       skin.

           3           However, in the elderly, sometimes it is difficult

           4       to determine dehydration from actual skin inspection

           5       because of the older skin, and its formation is

           6       different.  So therefore I wouldn't say that it is fully

           7       a medical issue, no.

           8   Q.  Moving on to look at what you say about stool charts on

           9       page 22, I think you may have mentioned this already,

          10       but there was a stool chart commenced in connection with

          11       Mrs McGregor; is that right?

          12   A.  That's correct.  There was a stool chart put in place.

          13   Q.  If we turn to page GGC21630171, this I think is the

          14       stool chart you had regard to when considering

          15       Mrs McGregor's case; is that right?

          16   A.  That's correct.

          17   Q.  Apart from this, was there anything else in the records

          18       that you could find?

          19   A.  Yes, there was.  There was also recordings of her loose

          20       stools in the fluid balance charts as well.

          21   Q.  But if we look at this document, just focus on this, can

          22       we see that the first entry is for 22/2, "loose watery

          23       stool"?

          24   A.  Yes.

          25   Q.  So that actually coincides with the date that the stool
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           1       sample was collected for diagnosis?

           2   A.  Was sent, that's correct.  Yes.

           3   Q.  Then we have some further entries giving some detail

           4       about the position of the stools up to 1 March 2008.  As

           5       a stool chart, then, is this an adequate monitoring of

           6       Mrs McGregor's stools?

           7   A.  It does give you some indication of what was actually

           8       occurring at that time.  It does say that it was foul

           9       smelling, on occasions there was mucous and blood.  So

          10       it does give you an indication of what her loose stools

          11       were like.

          12   Q.  You also mention -- you have set this out very

          13       conveniently in your report -- that loose stools were

          14       also recorded in the nursing notes, and you set that out

          15       on page 23 of your report; is that right?

          16   A.  That's correct, from the --

          17   Q.  But can we see that there are some occasions loose

          18       stools are recorded in the nursing notes but not in the

          19       stool charts?

          20   A.  Yes, there were variations in recording.

          21   Q.  Are you able to say whether, if this is to be managed in

          22       an appropriate way, the recordings really should be in

          23       the one place?

          24   A.  Well, from my review of the case notes, there were

          25       recordings within the stool chart, within fluid balance
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           1       charts and also within the nursing evaluations.

           2       However, there were variations in the recordings.  And

           3       without actually having them all in the one place, it

           4       would actually make assessment of how the infection is

           5       progressing or actually improving; difficult for the

           6       nursing staff.

           7   Q.  We have heard some evidence from other witnesses about

           8       the use of the Bristol stool chart, and no doubt that is

           9       a familiar tool to you?

          10   A.  It is.

          11   Q.  Did you see any evidence that in the Vale of Leven they

          12       were applying the principles of the Bristol stool chart

          13       to the recording of stools?

          14   A.  No, I did not.

          15   Q.  Now, if they weren't using the Bristol stool chart, just

          16       looking to the stool chart we have here, would this sort

          17       of description then be really the next best thing, if

          18       I can put it that way?

          19   A.  Well, they were recording it was loose.  They were in

          20       parts recording the frequency, the colour and they were

          21       recording in some instances that it was foul smelling,

          22       which would give you some indication that this was

          23       a patient with C. difficile.

          24   Q.  If we turn to page 24 of your report, and you have

          25       already mentioned this, but here you set it out in
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           1       detail, that loose stools were also recorded in the

           2       fluid balance charts?

           3   A.  That's correct.

           4   Q.  Again, if we could make a comparison between that and

           5       the stool chart, can we see that in the fluid balance

           6       charts for 2 to 3 March there are recordings of loose

           7       stools, but the stool chart stops at 1 March?

           8   A.  Yes, that's correct.

           9   Q.  If we turn to page 25 and we look at the final paragraph

          10       you have on page 25, where I think you set out your

          11       conclusions on this topic, what is your final view in

          12       relation to how the charting of stools was managed?

          13   A.  Well, I felt that there was some indication to indicate

          14       that nursing staff were aware of the importance, because

          15       they did record on a fairly frequent basis, albeit in

          16       three different areas, that -- a recording of her bowel

          17       movements.

          18           The recording of her loose stools in the stool chart

          19       and fluid balance chart and nursing notes I felt may be

          20       confusing and it would have been difficult to obtain

          21       a full picture.  It would have been more appropriate if

          22       the nurses had used a stool chart on all occasions.

          23       This would have helped them, particularly after her

          24       diagnosis of C. diff, to give an indication if the

          25       infection is being controlled.
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           1           Therefore, I would -- and they didn't always record

           2       the frequency, the consistency or the colour of her

           3       bowel movements, and I feel, in respect of C. difficile,

           4       all of these would have been very important.

           5   Q.  Moving on then, leaving that aside and moving on to the

           6       falls risk assessment issue that you discuss on page 26,

           7       I think you have already noted that Mrs McGregor had had

           8       a fall in the nursing home.  Is that correct?

           9   A.  That's right.  She had been seen by her GP for having

          10       fallen in the nursing home.

          11   Q.  Indeed, you pointed out the multiproblem care plan also

          12       recorded on admission that fall was a problem?

          13   A.  That's correct.

          14   Q.  Was there a falls risk assessment carried out?

          15   A.  There was no falls risk assessment carried out to

          16       determine her level of risk --

          17   Q.  In your opinion --

          18   A.  -- and no interventions were put in place.

          19   Q.  In your opinion, should these steps have been taken?

          20   A.  Yes, they should.

          21   Q.  Moving and handling you also consider.  Was there

          22       a moving and handling assessment carried out?

          23   A.  The nursing notes record that she was seen by

          24       a physiotherapist on 21 January.  There is no recording

          25       actually by the physiotherapist in either of the medical
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           1       or nursing notes.

           2   Q.  It may be we can take this shortly.  If you turn to

           3       page 27, the very last paragraph --

           4   A.  Sorry, there was no risk assessment or care plan in

           5       place.

           6   Q.  For moving and handling?  In your opinion, should there

           7       have been such an assessment in this case?

           8   A.  Yes, because, prior to admission, she had reduced

           9       mobility and there was an indication of problems in this

          10       area.

          11   Q.  On page 28 you consider the DNAR position, and I think

          12       you indicate that there was a DNAR order in this case;

          13       is that correct?

          14   A.  That's correct.

          15   Q.  If we turn to page 34 of the records, do we see that

          16       this appears to be dated 20 January 2008; is that right?

          17   A.  That's correct.

          18   Q.  It is signed and it also seems to have been discussed

          19       with the family the same day and, indeed, the name of

          20       the sibling is given in the relevant box.

          21   A.  That's correct, yes.

          22   Q.  The reason that is given for the decision is -- it looks

          23       like "2 x CVA".  Is that what that says?

          24   A.  Yes, it does.

          25   Q.  It would appear, on the face of it, there has been
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           1       communication with the family in relation to this

           2       particular issue?

           3   A.  Yes, there was.

           4   Q.  What about the nursing staff?  Were you able to

           5       ascertain from the nursing records if the nursing staff

           6       were aware of the decision?

           7   A.  I could find no evidence in the case notes that there

           8       was communication to the nursing staff of this decision.

           9   Q.  Finally here, if we look at the nursing management of

          10       C. difficile that you begin to address on page 28,

          11       I think we have covered quite a number of these points

          12       before.  On page 29, I think you set out in detail the

          13       history relating to when samples were negative and

          14       positive?

          15   A.  Yes.

          16   Q.  It would appear in total there were five negative

          17       samples over the period that Mrs McGregor was in

          18       hospital; is that right?

          19   A.  That's correct.

          20   Q.  And the one positive one?

          21   A.  And one positive.  But, as I said before, there were

          22       also two other forms available after her discharge that

          23       would indicate that diarrhoea continued to be a problem.

          24   Q.  Although I think you pointed out that these samples were

          25       not tested for C. difficile.
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           1   A.  No, they weren't.

           2   Q.  If we look at the infection control card at SPF01320001,

           3       we looked at this earlier on.  Can we see the last three

           4       entries, 29 February suggests "asymptomatic today", then

           5       on 3 March, "loose stool today" and on 5 March

           6       "continues to have loose stools"; is that right?

           7   A.  That's right.

           8   Q.  But there was nothing between 5 March and the date of

           9       discharge?

          10   A.  No.

          11   Q.  Although I think you indicated she continued to have

          12       loose stools at the date of discharge?

          13   A.  Yes, she did.

          14   Q.  If we turn to page 31 of your report, the first main

          15       paragraph towards the top of the page, you make some

          16       reference to what you took from the records in relation

          17       to the nurses' awareness.  What do you say there?

          18   A.  Well, there was no evidence that I could find within the

          19       case notes to indicate that nurses were aware of the

          20       importance of controlling infection.  There was no

          21       evidence to suggest that they had indicated that hand

          22       washing was important, that they were using the correct

          23       personal protective equipment or enhanced cleaning of

          24       the environment or the equipment that would have been

          25       used for Mrs McGregor.  There was really no evidence to
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           1       indicate the infection control team were contacted

           2       regarding discharge advice, which would have been

           3       indicated in the policy at that time if a patient was

           4       still having diarrhoea.

           5   Q.  Which was the position in this case?

           6   A.  Yes.

           7   Q.  If we go back then to the observations and record

           8       keeping that you set out on page 11 of the report, again

           9       I think we have covered the particular issues you raise

          10       in relation to matters such as fluid balance, and so on,

          11       but if you turn to page 13, you make some comments

          12       towards the end about the records being completed and

          13       legibility.  Were there some difficulties in reading

          14       some entries?

          15   A.  Yes.  At times, I had great difficulty deciphering what

          16       the entries actually said.  They were illegible.  The

          17       dates were missing.  Abbreviations were used.  Errors

          18       were not signed or dated.  And on one occasion,

          19       a student nurse's entry was not countersigned.

          20   Q.  Finally, if we look at your conclusions in this case

          21       that you begin to set out on page 32, again, in the

          22       main, I think we have covered the conclusions that you

          23       set out there and on to page 34, but do you seek to

          24       summarise the position in that first paragraph on

          25       page 32?
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           1   A.  Overall, the standard of nursing care received by

           2       Mrs McGregor in the Vale of Leven did not always follow

           3       recognised practice guidance available at that time.  On

           4       analysis of the records, the appropriate care plans were

           5       not in place.  Care plans outlining the specific care

           6       required were not devised.  No care plan was written for

           7       her nutritional needs.  No care plan was devised for the

           8       management of her incontinence, her wound care or the

           9       specific nursing management of C. difficile.

          10   Q.  Is there anything further in the other sections of

          11       the conclusion that we really haven't covered under

          12       reference to the specific items?

          13   A.  No, I don't think there is.

          14   MR MACAULAY:  Thank you for that, Mrs Colgan.  That

          15       concludes that particular case.

          16           My Lord, I would maybe suggest, looking to the time,

          17       that that might be an appropriate time to adjourn.

          18   LORD MACLEAN:  Tomorrow morning, 10 o'clock.

          19   (4.20 pm)

          20                 (The hearing was adjourned until

          21                Friday, 22 July 2011 at 10.00 am)
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