           1                                           Friday, 22 July 2011

           2   (10.00 am)

           3                 MS ELIZABETH COLGAN (continued)

           4              Examination by MR MACAULAY (continued)

           5   MR MACAULAY:  Good morning, my Lord.  Good morning,

           6       Mrs Colgan.  The next case I want you to look at is that

           7       of Mrs Margaret Kelly, if I could have on the screen,

           8       please, your report, EXP00480001, and the Vale of Leven

           9       records, GGC00320001.

          10           I think Mrs Kelly was a lady who was admitted to the

          11       Vale of Leven Hospital on 1 August 2007; is that right?

          12   A.  That's correct, she was.

          13   Q.  I think you touch upon that on page 3 of your report.

          14       Did she remain a patient there until she died on

          15       10 May 2008?

          16   A.  Yes, Mrs Kelly was a patient in the Vale of Leven in

          17       various wards until her death nine months later, on

          18       10 May.

          19   Q.  I think what I would like to do, first of all, is trace

          20       her path in the Vale of Leven and then try to see where

          21       we go from there.  She was admitted on 1 August 2007,

          22       and initially was she admitted to ward 4?

          23   A.  She was, until 8 August.

          24   Q.  On that date, she was transferred to ward F?

          25   A.  She was, yes, to ward F.
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           1   Q.  Then, on 22 November 2007, was she admitted to the Fruin

           2       ward?

           3   A.  She was, until her death.

           4   Q.  Did you understand the Fruin ward to be a ward that

           5       dealt with patients with dementia, or at least

           6       psychiatric problems?

           7   A.  At the time of writing the report, I wasn't aware that

           8       the Fruin ward was a particular ward.  But as I started

           9       to read through the notes, it gave me an understanding

          10       that, yes, this was a particular ward that cared for

          11       people with dementia.

          12   Q.  Although her stay was primarily within the Fruin ward,

          13       on 15 March 2007, was she transferred to the CC unit for

          14       cardiac monitoring?

          15   A.  She was.

          16   Q.  Sorry, I think I said 2007, it is 2008.  15 March 2008.

          17       Was she returned to the Fruin ward a few days later, on

          18       19 March 2008?

          19   A.  Yes.

          20   Q.  Then about a month or so later, on 15 April 2008, was

          21       she transferred to ward 6?

          22   A.  She was.

          23   Q.  What was the reason for that, can you tell us?

          24   A.  She was transferred to ward 6 because she had pyrexia

          25       and a fast AF, which is atrial fibrillation.  The note
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           1       states that she has C. diff and she was isolated on

           2       29 March.

           3   Q.  I will look at the C. diff position in a moment, but

           4       then, was she returned to the Fruin ward on

           5       19 April 2008?

           6   A.  She was.

           7   Q.  Did she also spend a brief period in the Royal Alexandra

           8       Hospital, from 21 to 24 April?

           9   A.  She did.  She went to the Royal Alexandra Hospital.  She

          10       had a particular problem with a prolapsed rectum and she

          11       had been sent with the possibility for surgery.

          12       However, due to her physical condition at this time, the

          13       anaesthetist felt that she was too high risk.

          14   Q.  Did she then return to the Fruin ward on 24 April, where

          15       she remained until she died on 10 May?

          16   A.  She did.

          17   Q.  Perhaps we could look at the death certificate at this

          18       point.  You will find that at SPF00220001.  If we look

          19       at box 4, can we see that Mrs Kelly was 86 at the time

          20       of her death, and that she died on 10 May 2008?

          21   A.  That's correct.

          22   Q.  Looking at the cause of death in section 10, I (a) is

          23       dementia.  There is also, at section II, ischaemic heart

          24       disease, cerebro vascular event, and also we see

          25       a reference to Clostridium difficile diarrhoea?
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           1   A.  Yes, that's correct.

           2   Q.  Going back to the reason for her original admission to

           3       the Vale of Leven on 1 August 2007, why was she

           4       admitted?

           5   A.  She was found collapsed at home on 1 August and was

           6       admitted to the medical assessment unit.  On

           7       examination, there was limited response and the doctors

           8       at that time queried a suspected urinary tract infection

           9       and dehydration, but the final diagnosis was actually

          10       recorded as left CVA, right weakness and expressive and

          11       receptive dysphasia.

          12   Q.  I think we already observed that she ended up initially

          13       in ward F; is that correct?

          14   A.  That's correct, on 8 August.

          15   Q.  When she was in ward F, did she develop diarrhoea?

          16   A.  I really didn't concentrate on ward F when I was looking

          17       at Mrs Kelly's notes, they were so extensive, so the

          18       period of time that I concentrated on was a month

          19       previous to the diagnosis of her C. diff within Fruin

          20       ward.

          21   Q.  I will come to that.  Perhaps I can deal with this

          22       particular point in this way, then.  If you turn to

          23       GGC00330139, we have here a report from the microbiology

          24       department in relation to a specimen collected on

          25       14 August 2007; do you see that?
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           1   A.  Yes, I do.

           2   Q.  We can see it is addressed to ward F.  The clinical

           3       details tell us it is loose stools.  We see that it is

           4       a negative result?

           5   A.  Yes.

           6   Q.  So it would appear that, at that point in time, when in

           7       ward F, there was at least a suspicion of C. diff and

           8       a sample was sent for analysis, but it proved to be

           9       negative?

          10   A.  That's correct.

          11   Q.  Can we then look at the position as you have indicated

          12       after Mrs Kelly had been moved to the Fruin ward on

          13       22 November 2007.  Did she develop loose stools in the

          14       Fruin ward?

          15   A.  She did, yes.  She developed -- the first indication

          16       that she has loose stools prior to diagnosis was on

          17       23 March.

          18   Q.  If we could look at a report from the microbiology, if

          19       you turn to GGC00320181, do we have here a report that

          20       relates to a specimen collected on 27 March and received

          21       by the lab on 28 March?

          22   A.  Yes, that's correct.

          23   Q.  Do we see this is a positive result?

          24   A.  Yes.

          25   Q.  It is addressed to the Fruin ward?
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           1   A.  That's correct.

           2   Q.  If we just move on for a moment, did she test positive

           3       again in Fruin ward after this particular positive

           4       result?

           5   A.  Yes.  She was tested again.  She was tested positive on

           6       14 April.

           7   Q.  If you turn to page 177 of the records, we have on the

           8       screen a report where we see the sample was collected on

           9       14 August and, again, it is a positive result?

          10   A.  That's correct.

          11   Q.  So this is the second time that she tested positive?

          12   A.  Yes.

          13   Q.  I think I misspoke.  It should be 14 April.  I think we

          14       had noted earlier that, on 15 April, Mrs Kelly had been

          15       transferred to ward 6; is that right?

          16   A.  That's correct.  There was also, when she was

          17       transferred to ward 6, on the 15th, there was also

          18       a sample collected where this proved to be negative on

          19       this occasion.

          20   Q.  Just to get the history, on the 14th, the sample proves

          21       to be positive?

          22   A.  Yes.

          23   Q.  On the 15th, she's transferred to ward 6, for the

          24       reasons you have already explained?

          25   A.  Yes.
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           1   Q.  In ward 6, when she was transferred, was she put into

           2       isolation in the knowledge that she had been diagnosed

           3       with C. diff?

           4   A.  Yes, the notes would clearly state that she had

           5       C. difficile and she was isolated according to local

           6       protocol at that time.  The doctors, at that time, were

           7       saying that they were waiting for the stool sample.

           8       However, obviously there was loose stools, so they

           9       decided to take another sample, which subsequently

          10       proved to be negative.

          11   Q.  So they were waiting for the result of the sample that

          12       had been taken on the 14th?

          13   A.  Yes.

          14   Q.  In the interim, Mrs Kelly had been transferred to

          15       ward 6?

          16   A.  Yes.

          17   Q.  If we look then to the sample that was taken in ward 6,

          18       if you could go to GGC00330132, can we see that this

          19       sample was collected on 15 April and received on

          20       16 April and this is a negative result?  Is that right?

          21   A.  Yes, that's correct.

          22   Q.  We see it is addressed to ward 6 --

          23   A.  Yes.

          24   Q.  -- because, at this time, Mrs Kelly was residing in

          25       ward 6?
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           1   A.  That's correct.

           2   Q.  So we have a situation where, within a couple of days,

           3       we have a positive result and a negative result?

           4   A.  Yes, but sometimes you do find that with the testing for

           5       C. diff.  I'm not a doctor and I don't want to go into

           6       the medical reasons behind why you might get a false

           7       negative result.

           8   Q.  Later on, in the Fruin ward, did Mrs Kelly test positive

           9       again for C. diff?

          10   A.  Yes, she tested positive on 9 May, the day before her

          11       death.

          12   Q.  Had she had diarrhoea leading up to the time of her

          13       death?

          14   A.  She did.

          15   Q.  If we look at the report, it is at GGC00320178, can we

          16       see that we are looking at a report relating to

          17       a specimen that was collected on 9 May 2008, received by

          18       the lab on the same day, and it is positive?

          19   A.  That's correct.

          20   Q.  Subsequently, the next day, Mrs Kelly died --

          21   A.  That's correct.

          22   Q.  -- on 10 May.  Looking to what you saw in the medical

          23       records, was her death expected at that time?

          24   A.  I could find no indication that her death was

          25       anticipated.  I mean, reading the nursing and medical
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           1       evaluation notes, there was no reason to suggest that

           2       Mrs Kelly had deteriorated to such an extent that she

           3       would have died on the 10th.

           4           Additionally, there had been some discussion, which

           5       had upset her daughter, about her transfer to a nursing

           6       home on the day before her death, and the nurses then --

           7       they said that they would ring the social worker on

           8       Monday to discuss why she couldn't be discharged at that

           9       time.  So this would give an indication as well that

          10       nurses really weren't anticipating her death either.

          11   Q.  If we look at the records, and we are looking at

          12       GGC00320119, I think we can see on this page some

          13       entries.  First of all, for 9 May, just below halfway,

          14       can we see the entry for 9 May:

          15           "Margaret appeared quite content to sit in chair in

          16       the TV lounge, ate supper independently with some

          17       prompting ..."

          18           Is that correct?

          19   A.  That's correct.

          20   Q.  So that seems to be the picture at this particular

          21       point?

          22   A.  Yes.

          23   Q.  Then there is a reference on the same date further down

          24       to "diarrhoea", and there seems to be the duty doctor,

          25       and then "patient visibly distressed but still" -- can
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           1       you read that -- "alert and responsive", I think; is

           2       that correct?

           3   A.  Sorry, it is difficult.  I'm waiting for it to be

           4       enlarged:

           5           "Patient visibly distressed but still alert and

           6       responsive."

           7   Q.  Then there is a reference "dehydrated"?

           8   A.  That's correct.  "Skin".

           9   Q.  Is that "turgor"?  "Skin turgor, dry tongue"?

          10   A.  Yes.

          11   Q.  If you turn over to the next page, I think there is some

          12       examination carried out and a plan put forward; is that

          13       correct?

          14   A.  That's correct.

          15   Q.  If you turn, then, to page 122, can we see the second

          16       line from the top against the date of the 10th:

          17           "Requested to check if patient died."

          18           And then "no signs of life" and so on.

          19   A.  Yes.

          20   Q.  Your impression from the records was that the death was

          21       rather --

          22   A.  Sudden.

          23   Q.  Looking to the picture in relation to C. diff, then,

          24       Mrs Colgan, can we see that Mrs Kelly tested positive

          25       for C. diff on three occasions in the Fruin ward,
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           1       commencing on 27 March 2008?

           2   A.  That's correct.

           3   Q.  The samples that proved to be positive, each of them

           4       originated in the Fruin ward, albeit that, on the second

           5       occasion, the result did not come through until she was

           6       in ward 6?

           7   A.  That's correct.

           8   Q.  Can I then take you back to your report?  If we can turn

           9       to page 13 of the report.  About halfway down this part

          10       of the report you make some comments about communication

          11       with family members.

          12           What were you able to take from the records in

          13       connection with what communication there was between the

          14       nursing staff and the family?

          15   A.  I felt there was good communication in Fruin ward with

          16       the family.  Mrs Kelly's daughter appeared to visit the

          17       ward on a very frequent basis.  There had been a meeting

          18       set up with her named nurse to discuss her care and

          19       I felt that the nurses in general actually showed good

          20       communication.

          21   Q.  In relation to communicating the fact that Mrs Kelly had

          22       C. difficile to the family, was there evidence that that

          23       was being done?

          24   A.  There was, yes.

          25   Q.  If you turn to page 14 of your report then, it is the
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           1       final two lines before you look at record keeping, what

           2       about the communication between the nursing staff and

           3       the medical staff?

           4   A.  I felt that the communication was enhanced within that

           5       ward, as there was actually multidisciplinary progress

           6       notes in place.  So, therefore, there was -- the nurses

           7       wrote in the same notes as the doctors, so that you

           8       could actually get a full description of what actually

           9       was going on with the care.

          10   Q.  I think we saw that in the notes we looked at --

          11   A.  Yes.

          12   Q.  -- there are medical notes and nursing notes together?

          13   A.  Yes.

          14   Q.  Whereas in, for example, ward 6 you have the nursing

          15       notes quite distinct from the medical notes?

          16   A.  From the medical notes, that's correct.

          17   Q.  As a matter of interest, what is generally the position

          18       in hospitals, in your experience: do you have the notes

          19       together or do you have them separate, as they had in

          20       ward 6?

          21   A.  Some areas have multidisciplinary notes; other areas,

          22       similar to the Vale of Leven, have them totally

          23       separate.  You would find in the majority of psychiatric

          24       wards that they would tend to go down the

          25       multidisciplinary route, and this would aid
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           1       communication for patients with psychiatric illnesses.

           2       I mean, there are talks about trying to introduce

           3       multidisciplinary plans, but I think that we are quite

           4       a bit away from actually achieving that.

           5   Q.  Can I then move on to page 16 of your report,

           6       Mrs Colgan, and look at the position of nursing care

           7       plans?

           8           If we first just focus on Fruin ward and look to see

           9       what the position was there, because I think that is

          10       where Mrs Kelly proved to be positive for C. diff.  If

          11       you could turn to page GGC00320315 and perhaps have

          12       page 316 next to that on the screen, we are looking at

          13       a document, we see the heading "Fruin ward", and details

          14       given for Mrs Kelly and the date of admission, as

          15       I think we have already observed, 22/11/2007; is that

          16       correct?

          17   A.  Yes.

          18   Q.  We then -- it would appear, if we look at

          19       page GGC00320315/316 -- and could we have 317 on the

          20       screen, please, and move that to one side and let's also

          21       have 318.

          22           We have looked at four pages of some detailed notes

          23       relating to the admission.  Do you have any comments to

          24       make on the nature of this assessment of Mrs Kelly?

          25   A.  I think this assessment probably was done subsequent to
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           1       her admission, perhaps for a multidisciplinary meeting.

           2       There is no actual date on the form itself that would

           3       inform me that this was completed on the date that --

           4       you know, at the time of admission.  But for an

           5       assessment of what actually was happening with Mrs Kelly

           6       during the first few months that she was in Fruin ward,

           7       I think this is a very good assessment.

           8   Q.  Perhaps we should maybe also look at pages 230 and 231,

           9       first of all.  We are looking at two pages of

          10       a document, and there is also more to it, where again

          11       there is some detailed assessment being made of

          12       Mrs Kelly in what appears to be a pro forma sort of

          13       document.  I think at least in some parts we see the

          14       date for 27 November, which is close to admission.

          15           Again, as an assessment, do you have any comments

          16       to make on this?

          17   A.  I thought the assessment in Fruin ward was generally of

          18       an adequate standard, and I felt that nurses did attempt

          19       to make a fair assessment of her needs.

          20   Q.  Perhaps another document we should look at is

          21       pages 236/237.  We are looking at a document headed

          22       "Behaviour rating scale" and we see on the page to the

          23       right the date looks like 28 November, which is shortly

          24       after her admission.

          25           Again, as forming part of the assessment, is this
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           1       adequately presented?

           2   A.  Yes, it is.  It gives you a behaviour -- although the

           3       score doesn't actually seem to be --

           4   Q.  There is more to it, I think.  It also goes on for

           5       another two pages: page 238 and page 239.  I mean, this

           6       clearly is focusing upon behavioural aspects of her

           7       care; is that right?

           8   A.  Yes.  This would be termed as a CAPE score.  It would be

           9       a normal scoring system that would be used within

          10       psychiatric wards to assess somebody's level of --

          11       probably more so dementia, their confusion, what their

          12       memories -- what memory capacity they have.

          13   Q.  Would it appear that the nurses were addressing that

          14       matter, at least in the Fruin ward?

          15   A.  Yes.

          16   Q.  Then, if we can look at the care plans themselves, if

          17       you turn, first of all, to page 240, we are looking at

          18       a care plan index, and we can see that there are

          19       11 separate care plans indexed; is that right?

          20   A.  That's correct.

          21   Q.  Did you find within the Fruin ward that there were

          22       a number of care plans put in place to manage

          23       Mrs Kelly's care?

          24   A.  There were.

          25   Q.  What was your view on the care planning then in Fruin
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           1       ward?

           2   A.  The care planning system that was in Fruin was a core

           3       care planning -- you know, there were core care plans in

           4       place for each of these particular areas of care.  Core

           5       care plans are particularly useful, in that they give

           6       guidance to nurses as what would be a standard, an

           7       acceptable standard, of care.

           8           However, the disadvantage of core care plans is that

           9       they are not individual to each patient.  Therefore,

          10       there should be -- in certain areas, certain aspects of

          11       care should either be enhanced or there should be

          12       something written to say this is not applicable.

          13   Q.  I think, when you talk about core care plan, are you

          14       talking about something that is in a pro forma style?

          15   A.  Yes, that's correct.

          16   Q.  If we take an example from what we have here, if we look

          17       at page 248 and also have on the screen 249, 248 bears

          18       to be a care plan dealing with challenging behaviour,

          19       the problem is set out and the pro forma is set out in

          20       that page.  Then can we see that the nurse has then, if

          21       we look at the second page, 249, written in some

          22       interventions that would be required?

          23   A.  This form was actually an evaluation form of the care

          24       plan.  In the actual care plan that is written, it says

          25       on it "review weekly".  Nurses then put in an evaluation
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           1       sheet behind the care plan to enable them to review this

           2       care plan weekly.  I would say, yes, this does provide

           3       me evidence that nurses were reviewing Mrs Kelly's care.

           4           However, the only comment that I would make, if

           5       I was auditing these care plans, would be that they were

           6       not reviewed within the timescales that were set.

           7   Q.  We see certainly that, perhaps in contrast to some of

           8       the other care plans we have seen, these are detailed

           9       and, clearly, thought has been applied to them.

          10   A.  Yes, they are.

          11   Q.  Is that fair?

          12   A.  Yes, it is fair, they are.

          13   Q.  If we look at page 252, there would appear to be a plan

          14       dealing with the problem of continence; is that right?

          15   A.  That's correct.

          16   Q.  Then, if we look at pages 253, 254, 255 and 256, can we

          17       see that this is an issue that the nurses have been

          18       addressing on a fairly regular basis?

          19   A.  Nurses in the ward were obviously aware and did take

          20       into consideration Mrs Kelly's continence needs, and

          21       I think that the evaluation of care was a fair record of

          22       nursing care undertaken.

          23   Q.  Can I then focus on C. difficile and look at the

          24       position in that respect, and if you could turn to

          25       page 277, does this bear to be a pro forma care plan for
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           1       C. difficile?

           2   A.  Yes, this is the care plan that was recommended to be

           3       put in place by the infection control nurse.  However,

           4       there had previously been a core care plan,

           5       a pre-printed care plan, put in place by the ward prior

           6       to this one being put in place.

           7   Q.  If we look at this one, we see that I think, in a sense,

           8       it may follow some of the headings that we saw in the

           9       policy; is that right?

          10   A.  It seems to follow that.

          11   Q.  But if we look at hand hygiene, I think we now know that

          12       the advice given there is not correct?

          13   A.  That's correct.

          14   Q.  The advice, if I can just read it, although my copy

          15       isn't very clear -- I will read it off the screen:

          16           "... should be carried out before and after any

          17       procedure/patient contact.  Alcohol hand gel can be used

          18       to carry out a social hand ..."

          19   A.  It does actually reference down below, if you look at

          20       "NB":

          21           "Alcohol hand gel is ineffective against Clostridium

          22       difficile ..."

          23   Q.  You are quite right.  Ultimately, at least -- there may

          24       be some confusion, but ultimately it does follow what's

          25       in the policy?
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           1   A.  Yes, but I do think, if it hasn't been reviewed, the

           2       policy should be reviewed, because I think the

           3       statements at the beginning are a bit confusing.

           4   Q.  Yes.

           5   A.  I think the reference that I was making within my report

           6       was that the core care plan within the ward actually

           7       stated that alcohol rub should be used at all times.

           8   Q.  Yes.

           9   A.  So I think that was the point I was making within that.

          10   Q.  If you turn to page 34 of your report, it is the second

          11       paragraph at the top of the page where you are dealing

          12       with the position on 25 April, and have you noted that

          13       the infection control nurse visited the ward on 25 April

          14       and advised "To nurse patient as infection control plan,

          15       emphasis on hand hygiene with soap and water".

          16           So does it appear to be the case that, at least on

          17       the ground, the advice has been given to use soap and

          18       water?

          19   A.  Yes, that's correct.

          20   Q.  If you go back to your report, Mrs Colgan, you discuss

          21       the care plan set up in the Fruin ward, pages 16, 17 and

          22       18.  You make a number of points on page 17 in relation

          23       to the care plans that you looked at.  I think the first

          24       point to observe is that the nurses identified at least

          25       eight individual problems and created eight separate
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           1       plans to deal with these problems?

           2   A.  Yes, they did.

           3   Q.  Although you say that core care plans, as you call them,

           4       pro forma care plans, may not be sufficiently tailored

           5       to Mrs Kelly's problems, certainly at least some of them

           6       contained individualised information that sought to

           7       tailor her problems to what was required; is that

           8       correct?

           9   A.  I only found that two of the care plans were actually

          10       individualised for her particular care.  For example,

          11       the care plan for mobility states that Mrs Kelly does

          12       not require a hoist or a sling and that "safe hips" were

          13       in situ.

          14   Q.  The other point I think you make is that the reviews may

          15       not have been as regular as they ought to have been?

          16   A.  That's correct.  When a nurse sets a review date within

          17       a care plan, if she sets a weekly review date, if this

          18       changes, it should actually be noted somewhere that the

          19       care was reviewed within a week, the care is

          20       progressing, so they may review and set a different

          21       review date.  So that is what I was actually looking for

          22       when I was reviewing the care plans.

          23   Q.  If you then turn to page 18 of the report, where you

          24       have your conclusion in relation to the care planning

          25       that you saw in Fruin ward, what you say is:
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           1           "The core care plans were not reviewed on the

           2       timescales set.  However, there is evidence that

           3       Mrs Kelly's care needs were reviewed.  The core care

           4       plans were not changed in response to the changing needs

           5       of the patient."

           6           Overall, Mrs Colgan, and perhaps comparing and

           7       contrasting the position in the Fruin ward with the

           8       position of the cases you looked at in the other wards

           9       in the Vale of Leven, can you give me an overall feel as

          10       to what your conclusion was?

          11   A.  Overall, the care plans in Fruin ward and the actual

          12       case notes that I reviewed for Mrs Kelly while she was

          13       in the ward were the best I came across in the seven

          14       cases that I looked at.  I felt that there was evidence

          15       that the nurses were identifying her care needs and

          16       planning and also evaluating her care.

          17   Q.  Did you find, for example, any care plan being put in

          18       place in ward F?

          19   A.  No, I didn't.  The only thing that I found for ward F

          20       was what's called weekly goals.  Obviously, it --

          21       I think ward F is classified as a stroke ward and they

          22       possibly were setting weekly goals for patients to try

          23       and rehabilitate them.  However, I only found two of

          24       these goals in the time period from 8 August until

          25       22 November when Mrs Kelly was admitted to Fruin.  So

                                            21

           1       they weren't undertaking these on a regular basis at

           2       all.

           3   Q.  Should there have been care plans of the type we have

           4       been looking at?

           5   A.  I think, yes, there should have been care plans, yes.

           6   Q.  In relation to the period in ward 6, I think Mrs Kelly

           7       was only in ward 6 from 15 April to 19 April; is that

           8       right?

           9   A.  That's correct.

          10   Q.  I think there was, in fact, a care plan put in place, if

          11       you look at page 193.  I think it is another set of

          12       records, actually, so I will give the full reference:

          13       GGC00330193.

          14   A.  That's correct, there was, for a chest infection.

          15   Q.  We see a list of interventions.  Can you comment on this

          16       as a care plan for that potential problem?

          17   A.  Again, as I stated yesterday, I don't feel that this

          18       would give me a true indication of Mrs Kelly's

          19       particular needs.  It is more like a list of tasks and

          20       some interventions that were to be carried out.

          21   Q.  Could it be said that, if they knew that the patient was

          22       going to be transferred to another ward -- I think here

          23       it would be to ward F -- that that would excuse a more

          24       detailed approach to care planning?

          25   A.  No, I don't -- sorry, can you repeat that question?
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           1   Q.  Yes.  We know that Mrs Kelly was only in ward 6 for,

           2       what, four days, and she was then moved on to ward F,

           3       where she spent a longer period of time.  Could it be

           4       said that, if they knew that she was to be moved to

           5       another ward, there would be no need to engage in

           6       detailed care planning?

           7   A.  No, I believe there should have been short-term care

           8       plans in place for her particular needs at that time.

           9   Q.  Can we compare the detail in the care plan that we have

          10       just looked at for ward 6 to the detail we have seen in

          11       the care plans that we have looked at for Fruin ward?

          12   A.  I don't think there is any comparison.

          13   Q.  In the sense that?

          14   A.  In comparison, this is poor and the care that was

          15       recorded in Fruin is of a good standard.

          16   Q.  And the poor is what you see for ward 6?

          17   A.  Yes.

          18   Q.  Can I now look at the section in your report dealing

          19       with pressure management that you address on page 18.

          20       I think you are focusing once again on the position in

          21       the Fruin ward; is that right?

          22   A.  That's correct.

          23   Q.  What conclusions do you come to in relation to pressure

          24       management in the Fruin ward?

          25   A.  There was a Waterlow assessment undertaken on
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           1       25 November, which was three days after her admission.

           2       She was identified as high risk of developing pressure

           3       damage at this time.  This was to be reassessed every

           4       second day, or sooner if the patient's condition

           5       changed.

           6   Q.  What was the position?

           7   A.  Well, the position was that this wasn't reassessed.  It

           8       was reassessed on two occasions within the timescale.

           9       However, from review of the case notes, it would --

          10       I would have -- it gave evidence that they were

          11       assessing the care approximately every ten days, and

          12       then this decreased to once a month in February, March

          13       and May.

          14           However, if we go on further into the notes, we will

          15       discover that there was evidence of pressure damage

          16       in March, so at that time, the Waterlow assessment

          17       should have been reviewed.

          18   Q.  If we look at the document that you have in mind, it is

          19       at GGC00320224 and 225.  We have, on the right, the

          20       tool, and then, on the left, the various assessments

          21       that were being carried out; is that correct?

          22   A.  That's correct.

          23   Q.  I think the point you are making is that, initially at

          24       least, she's at high risk and you consider that the

          25       reassessment should have been on a more regular basis;
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           1       is that right?

           2   A.  If we look at the actual scoring, it should be 17 rather

           3       than 18.  Although this wouldn't have changed her score.

           4       However, it would have given me an indication that

           5       nurses weren't actually reassessing her situation,

           6       because everybody has scored 18 up until February.

           7   Q.  So someone has put 18 in the first entry for the 25th

           8       and, with the exact same numbers all the way down to

           9       13 February, we get 18, but you say, if you added them

          10       up, you would get 17?

          11   A.  Yes.

          12   Q.  I suppose, for most of them, could it be said that,

          13       since it is the same nurse who has made the assessment,

          14       that might be an excuse: her arithmetic is wrong every

          15       time?

          16   A.  If you look, the original assessment wasn't by this

          17       nurse.

          18   Q.  No, indeed.  And the fourth one as well.

          19   A.  And the fourth one as well.

          20   Q.  Okay.  So your suspicion is that the nurse simply copied

          21       the --

          22   A.  That's the impression I would obtain from this.  The

          23       other thing I think to point out is that the risk

          24       actually goes down to 15 on 8 March and, on 4 May, it is

          25       just scored at 16.  Particularly at 4 May, if you look
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           1       at Mrs Kelly's general physical condition at that time,

           2       I would have scored her higher and I would have

           3       suggested that she would be at very high risk at this

           4       stage.

           5   Q.  I think you said she did, in fact, develop some pressure

           6       damage?

           7   A.  She did.

           8   Q.  You discuss that at page 19 of your report?

           9   A.  That's correct.

          10   Q.  There is a care plan, as you point out, for pressure

          11       damage.  It is on page 272 of the records.  It is headed

          12       "Tissue viability".  If we look at page 273, can we see

          13       that there are interventions beginning, I think, on

          14       23 March; is that right?  Is that the first date we see?

          15   A.  Yes.

          16   Q.  The point you make, I think, in your report is that

          17       there is no date as to when the care plan was actually

          18       put in place?

          19   A.  That's correct.

          20   Q.  What conclusion, then, do you come to in relation to how

          21       pressure management was carried out in the Fruin ward?

          22   A.  I think Mrs Kelly's main problem in relation to her skin

          23       was actually the prolapsed rectum that she did have

          24       which caused her considerable pain and distress.  This,

          25       coupled with her red, excoriated sacrum, would have
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           1       obviously been causing her significant pain during this

           2       period of time.

           3   Q.  Overall, then, how would you categorise the way in which

           4       pressure management was being implemented in the Fruin

           5       ward?

           6   A.  I felt that in the Fruin ward there was evidence that

           7       nurses were evaluating the records for Mrs Kelly.  There

           8       was no reference that a tissue viability nurse was

           9       contacted, particularly during the time -- I would have

          10       felt, during the time of the prolapsed rectum, because

          11       there were problems: it was red and raw and bleeding.

          12       So they may have needed some guidance in this time with

          13       her care.

          14           The other reason that probably she wasn't called was

          15       there was no actual -- the damage that was caused, there

          16       was no grading of it and there was no indication that --

          17       or no wound chart available, so it was difficult to

          18       judge whether this was a particular aspect that required

          19       the tissue viability nurse to be involved.

          20   Q.  Were there turning charts, so far as you could see, for

          21       the Fruin ward?

          22   A.  No.  There was reference within the nursing and medical

          23       notes to positional changes, but there was no turning

          24       chart.

          25   Q.  Really, should there have been turning charts, having
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           1       regard to the nature of this particular patient?

           2   A.  Well, when nurses are actually undertaking positional

           3       changes, they do need something to -- one, to evidence

           4       that they are undertaking this aspect of care; and, two,

           5       to give guidance to other staff coming on duty as to

           6       what position the patient has been in.

           7   Q.  In the short period of time that Mrs Kelly spent in the

           8       Royal Alexandra Hospital, did they put turning charts in

           9       place to manage this aspect of care?

          10   A.  Yes, they did.

          11   Q.  If you look at page GGC00330179, we are looking at

          12       a turning chart for 22 to 24 April, and can we see that

          13       there are regular entries giving details as to the

          14       position of the patient, the condition of the skin and

          15       the treatment given?

          16   A.  I think, on 22 April, this would be a very good

          17       indication of what position actually the patient has

          18       been placed in and would give nurses a fair indication

          19       of how they would deliver the care when they came on

          20       duty.

          21   Q.  Can we then move on to look at the position of nutrition

          22       and, if you turn to page 21 of your report, was there

          23       a nutritional screening carried out in the Fruin ward?

          24   A.  There was a nutritional tool in place.  However, it was

          25       not fully completed and no level of risk had been
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           1       identified.  On admission to Fruin ward, information

           2       regarding Mrs Kelly's nutritional requirements was noted

           3       in some documents.

           4           The night shift patient capability form was

           5       completed on 2 December and indicated that Mrs Kelly was

           6       unable to pour her own drinks and required a soft diet.

           7       It was also recorded in the behaviour management plan

           8       that she required some prompting with meals.

           9   Q.  If we look at the document on GGC00320223, you say that

          10       it wasn't -- what, is it fully completed or not properly

          11       completed?

          12   A.  No, it is not completed.

          13   Q.  But there was a care plan put in place to manage this

          14       aspect of care; isn't that correct?

          15   A.  That's correct.

          16   Q.  I think we see that on page 265 of these records.  We

          17       see the pro forma section, and then, if we look at

          18       page 266 and page 267, do we see the evaluations that

          19       have been carried out by the nursing staff?

          20   A.  We do, yes.

          21   Q.  Looking to that, what, then, conclusions do you arrive

          22       at under this head in your report?

          23   A.  A core care plan was put in place for nutrition.

          24       However, the core plan was not individualised to reflect

          25       her needs, her particular needs, at that time.  The core
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           1       care plan was also to be reviewed on a weekly basis.

           2       However, the evaluation was undertaken initially on

           3       a weekly basis up until December.  Then it moved to

           4       a monthly.  The timescale for the review was not updated

           5       to reflect this change.

           6   Q.  Finally, then, if you look at page 20 of your report,

           7       you make some comments about what the position was on

           8       the diagnosis of Mrs Kelly's C. difficile in April.

           9       What are your final thoughts there?

          10   A.  Sorry, are we looking at page 20?

          11   Q.  Page 22, rather, I'm sorry, page 22 of the Lextranet

          12       numbering.  It is the last paragraph in this section.

          13   A.  On her diagnosis of C. difficile, Mrs Kelly's care plan

          14       was not reviewed to indicate that enhanced care may have

          15       been required.  There was some weight loss noticed on

          16       29 April.  During her time in Fruin ward, her

          17       nutritional tool was never fully completed or reviewed.

          18   Q.  Do you consider that that should have been done?

          19   A.  Yes.

          20   Q.  Moving on to look at fluid balance, that you address on

          21       page 23, you tell us in the first paragraph that the

          22       care plan for nutrition indicated that nurses should

          23       observe for signs of dehydration and monitor/record

          24       fluid intake/output, encourage fluids, and so on.

          25           What conclusions did you arrive at in relation to
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           1       having regard to the fluid balance charts that were

           2       available to you from the Fruin ward?

           3   A.  There was only -- in the Fruin ward, there were only two

           4       fluid balance charts put in place: one on 1 May; and the

           5       second on 4 May.  The output was not totalled and there

           6       was never a record of a full 24-hour period.

           7   Q.  I'm just looking at the fourth paragraph on page 23.

           8       You say there were fluid balance charts available from

           9       15 to 20 March; is that --

          10   A.  Sorry, that's while she was in the Vale of Leven.  That

          11       was during one of her transfers.

          12   Q.  So that is when she's in CCU?

          13   A.  Yes, that's correct.

          14   Q.  These were fully completed?

          15   A.  Yes, they were fully completed.

          16   Q.  So, really, in relation to Fruin ward, you say there are

          17       only the two charts --

          18   A.  That's correct.

          19   Q.  -- which were not completed?

          20   A.  Correct.

          21   Q.  Should there have been more fluid charts than two?

          22   A.  Well, particularly when Mrs Kelly, on 1 May, was

          23       catheterised, this was in place just for four days, and

          24       I felt that, during this time, there should have been an

          25       adequate record of her intake and her output.
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           1   Q.  What about when she had C. difficile on the occasions

           2       she did?

           3   A.  And when she was diagnosed with C. difficile, yes.

           4   Q.  So that was on three separate occasions?

           5   A.  Yes.

           6   Q.  Looking, then, at the stool chart position that you

           7       looked at on page 24, did you find any stool charts for

           8       Mrs Kelly for the period that she was in the Fruin ward?

           9   A.  No, there was only a bowel function record.

          10   Q.  Should there have been stool charts, particularly when

          11       she was diagnosed with C. difficile?

          12   A.  I feel that, yes, there should have been stool charts in

          13       place to adequately record the frequency, consistency

          14       and various measures -- various indicators about the

          15       stool in place.

          16   Q.  On page 25 of your report, you look at the position of

          17       falls risk and whether or not there was a falls risk

          18       assessment.  Was there a falls risk assessment in

          19       respect of Mrs Kelly's admission to the Fruin ward?

          20   A.  There was no actual falls risk assessment.  However,

          21       there was a general risk assessment form which did

          22       include some indication of risk of wandering and falls.

          23   Q.  If you could look at page 287, and I think also 288, is

          24       this the document you had in mind?

          25   A.  Yes.
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           1   Q.  Does this suffice as a risk assessment for falls?

           2   A.  No, there should have been the one that was in place

           3       for -- within the hospital, which gives guidance,

           4       actually, and identifies risks.  This does identify that

           5       there were risks.  However, it wouldn't have been the

           6       recognised pro forma at that particular time within the

           7       Vale of Leven.

           8   Q.  Is that the section we see towards the bottom on the

           9       page on the left, "Risk of wandering and falls"?

          10   A.  Yes.

          11   Q.  But there was a care plan, I think, in place, if you

          12       turn to page 245.

          13   A.  There was a core care plan in place for accidents and

          14       falls -- or accidents and incidents.

          15   Q.  I'm sorry?

          16   A.  There was a core care plan in place for accidents and

          17       incidents.

          18   Q.  Can we look at that, please, at page 245?  I think also

          19       it goes on to 246 and 247.  Was this an adequate care

          20       plan for the risk of falls?

          21   A.  It was particularly detailed.  It gives you more -- it

          22       is actually more to do with actually completing the

          23       incident and accident forms rather than to give me an

          24       indication of the particular care required at that time

          25       by Mrs Kelly.
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           1   Q.  You do note, I think, in your report that Mrs Kelly did

           2       have a fall.  I think you mention that on page 28 of

           3       your report.

           4   A.  She actually had various falls.

           5   Q.  In particular, she had one in May.

           6   A.  Yes, she had one in May that wasn't recorded in this

           7       particular -- you know, the evaluation sheets.  It was

           8       noted in the nursing and medical notes, but it wasn't

           9       actually within her evaluation of care form.

          10   Q.  So what, then, is your conclusion in relation to this

          11       aspect of care?

          12   A.  Although Mrs Kelly had a history of falls and she did

          13       experience several falls during her time in Fruin ward,

          14       these did not cause her any injury.  I don't feel that

          15       in this particular -- there was no significance in

          16       relation to her risk of falls.  I didn't feel that it

          17       was a very significant part of her care in Fruin ward.

          18   Q.  If you go back to the document 287 that we looked at

          19       a moment ago, you mentioned that this was different to

          20       the risk assessment type of form you saw for the other

          21       wards in the Vale of Leven; is that right?

          22   A.  That's correct.

          23   Q.  Do you know whether, in the Fruin ward, that particular

          24       tool was available or not?

          25   A.  It was my understanding that this was the framework that
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           1       was used within the Vale of Leven.

           2   Q.  That was the basis you were proceeding on?

           3   A.  Yes.

           4   Q.  In any event, would you have expected a similar type of

           5       assessment to that that you saw being done in the other

           6       wards of the Vale of Leven that set out various risk

           7       factors and made an assessment as to whether a patient

           8       was at a particular risk or not?

           9   A.  Yes.  I think that would have been good practice, yes.

          10   LORD MACLEAN:  Can I ask you something about that?  I'm not

          11       quite sure what you meant in an answer you gave a moment

          12       ago, that falls, or the risk of falls, in Fruin ward did

          13       not provide a very significant part of her care.  Should

          14       it have been?

          15   A.  She did have a risk -- a history of falls.  She did

          16       experience some falls.  However, these did not result in

          17       any injury.  Although it is not evident throughout the

          18       notes, there must have obviously been steps put in place

          19       by the nurses to keep an eye on her falls and prevent

          20       further injury.  So, therefore, nurses were obviously

          21       managing this particular aspect of care in Fruin ward.

          22   LORD MACLEAN:  That is very interesting.  How do you discern

          23       that?

          24   A.  If we can go back to my report, it states that Mrs Kelly

          25       fell on 26 and 27 November, 16 December, 3 February and
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           1       27 February.  No injuries were sustained as a result of

           2       those falls and there is no further mention of falls

           3       until 20 April.

           4           In the medical and nursing notes on 3 May, this is

           5       when Mrs Kelly's mobility started to change, after her

           6       diagnosis of her second episode of C. difficile, and it

           7       records that her mobility was poor at that time and she

           8       was found lying on the floor.  There were no injuries

           9       evidenced and this fall was not recorded.

          10           The other aspect of her care that I wasn't asked to

          11       comment on in relation to her falls was the use of

          12       restraint.  I didn't have the policy in the

          13       Vale of Leven at that time on the use of restraint, so

          14       therefore, I wasn't able to make reference that the

          15       nurses were using restraint to prevent falls, but the

          16       use of restraint is indicated, and I would say that, if

          17       you are using something like a lap strap for a patient,

          18       on every occasion that you actually use this particular

          19       form of restraint, it should be documented.

          20   MR MACAULAY:  But it does appear from the answer you have

          21       given to his Lordship that Mrs Kelly had a number of

          22       falls in the Vale of Leven.

          23   A.  Yes, she did.

          24   Q.  That might suggest that --

          25   A.  I think what I meant, that it didn't -- as she has
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           1       suffered no injuries as a result of these falls, there

           2       wasn't a poor outcome in relation to this area of care.

           3   Q.  I suppose the point might be that if the risk of falls

           4       is being appropriately managed, you would stop the fall

           5       occurring in the first place?

           6   A.  Yes, that's correct.

           7   Q.  Is that the purpose of carrying out these assessments?

           8   A.  It is, yes.

           9   Q.  Moving on then to moving and handling, which you discuss

          10       on page 28 of your report, was there any assessment

          11       evident in the notes that this was assessed, risk

          12       assessed?

          13   A.  Again, there was no particular assessment available in

          14       Mrs Kelly's notes.

          15           Mobility transfers are noted in a night shift

          16       patient capacity form.  There are two forms available

          17       for the same date.  On 23 and 27 November, it says that

          18       the patient is independent on moving in and out of bed

          19       and when moving in bed, and the form on 23 November

          20       states that Mrs Kelly was also independent in these

          21       areas.

          22   Q.  Would that then militate against having a moving and

          23       handling assessment carried out or not?

          24   A.  No, it would have been a full moving and handling

          25       assessment.
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           1   Q.  There was, I think, a care plan put in place for

           2       mobility?

           3   A.  There was.

           4   Q.  Did that address moving and handling issues?  Perhaps

           5       I can put it on the screen.  It is at page 262 and it

           6       goes on for a number of pages.  And then 261 as well,

           7       please.  It is headed "Mobility" and can we see under

           8       the heading "Intervention and Planned Care" there is

           9       a reference to a hoist required, no sling required.  Are

          10       these moving and handling issues?

          11   A.  Yes, they are.

          12   Q.  The risk assessment doesn't appear to have been carried

          13       out, but the care plan certainly seems to --

          14   A.  To be in place, and they have individualised it for

          15       Mrs Kelly.

          16   Q.  If you look at page 29 and your conclusion in relation

          17       to this aspect of care, do you see the last paragraph:

          18           "The review of Mrs Kelly's notes indicates that

          19       moving and handling was not a significant issue prior to

          20       diagnosis of C. difficile.  However, after her

          21       diagnosis, there was deterioration in her level of

          22       mobility.  From 20 April 2008, her care plan was not

          23       updated to reflect this change."

          24   A.  That's correct.

          25   Q.  Is that the position?
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           1   A.  Yes, it was.

           2   Q.  In relation to DNAR, I think you say that there were two

           3       DNAR forms in the records.  You say one is dated

           4       12 December 2007 and, although you say the other one is

           5       18 July 2008, I think, in fact, it is 18 April 2008

           6       because she died on 10 May.

           7           But, so far as you could see, was there

           8       communication with the family in relation to the

           9       implementation of the DNAR orders?

          10   A.  In the first DNAR form that was completed by Dr Mackay,

          11       the decision was discussed with her daughter on

          12       10 December.

          13   Q.  What about the second one, then?

          14   A.  There was nothing to indicate on the form that this was

          15       discussed with the family.

          16   Q.  What about the nursing staff?  So far as you could see,

          17       was it evident from the records that the nursing staff

          18       would be aware of the DNAR forms?

          19   A.  Yes.

          20   Q.  You then finally have a section dealing with the nursing

          21       management of C. difficile, and we have already looked

          22       at the points in time that Mrs Kelly was diagnosed as

          23       positive for C. difficile.  Just looking at these

          24       different points in time, if we can just go back to

          25       that, the first occasion that she was diagnosed as
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           1       positive was in the Fruin ward on 27 March; is that

           2       right?

           3   A.  That's correct.

           4   Q.  What was the position, at that point in time, in

           5       relation to isolation?

           6   A.  She was isolated at that time.  She was moved to a side

           7       room.

           8   Q.  Was she isolated on diagnosis or in anticipation of

           9       diagnosis?  By that I mean --

          10   A.  No, she wasn't moved to isolation until after her

          11       diagnosis of C. difficile.  However, I think I have

          12       stated within the report that it was difficult.

          13       Mrs Kelly was confused and she was wandering.  It would

          14       have been difficult and there was reference to her being

          15       out and about in the ward, sitting in the lounge and

          16       interacting with other patients at that particular time.

          17   Q.  That would cause the risk of spreading the infection?

          18   A.  Of course.  It would have been a very high risk of

          19       spreading the infection.  Particularly, there was no

          20       evidence in the actual nursing and medical notes that,

          21       although there was prompts for nurses to wash their

          22       hands, there wasn't anything to say actually that this

          23       was a particular aspect of Mrs Kelly's care that good

          24       hand hygiene was given after using the toilet and prior

          25       to having her meals, things like that there.  There was
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           1       also evidence on particular occasion that she had joined

           2       an occupational therapy session, and the occupational

           3       therapist provides her with a towel to wash her hands.

           4           Now, I'm not sure whether that towel was disposable

           5       or whether it was reusable or whether it was used by

           6       other patients.  So, to me, that was a particular risk

           7       of spread on that occasion.

           8   Q.  On the second occasion, when she was diagnosed and the

           9       diagnosis wasn't actually, I think, confirmed until she

          10       was in ward 6, but did you say earlier that, when she

          11       moved to ward 6, she was moved into isolation pending

          12       the diagnosis being confirmed?

          13   A.  Yes, she was.

          14   Q.  On the third and final occasion then that she was

          15       diagnosed as positive, that was on 9 May 2008.  That was

          16       the day before she died; is that correct?

          17   A.  Yes, that's correct.

          18   Q.  Are you able to say whether or not she was proactively

          19       isolated pending the diagnosis?  I think your discussion

          20       on this is to be found at the bottom of page 32, into

          21       page 33.  She seems to have loose stools from about

          22       3 May 2008.  Sorry, I have given you the wrong page

          23       number.  It is page 34/35.  It is the bottom of page 34.

          24       You say:

          25           "There are no further references to loose stools in
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           1       the notes on 3 May 2008."

           2           The doctor queried C. difficile, and we then note

           3       that:

           4           "... Mrs Kelly was grossly incontinent of very loose

           5       stools and staff were unable to obtain a sample.  A plan

           6       was made to obtain a sample if this recurs."

           7           Then, if we go over to page 35, we see that

           8       Mrs Kelly continued to have loose stools and, as we know

           9       the diagnosis was then made.

          10           What I'm asking is whether, in that period over

          11       a number of days when she had loose stools, she was

          12       isolated?

          13   A.  The notes would actually suggest that infection control

          14       procedures were in place until they could identify if

          15       Mrs Kelly was actually infection-free.

          16   Q.  Does that mean then that she was being isolated?

          17   A.  I couldn't comment that it did include her isolations,

          18       but, from my experience, if you are writing down

          19       infection control precautions, I would assume that

          20       isolation was part of that infection control precaution.

          21   Q.  In any event, that would be your expectation, that there

          22       should be isolation pending --

          23   A.  Yes, there should be.

          24   Q.  Looking to the section you have on page 37, where you

          25       look at the infection control notes, were you able to
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           1       draw a comparison between the manner in which the

           2       infection control nurse, who was separate from the

           3       infection control nurse in, for example, the remainder

           4       of the Vale of Leven and in Fruin ward, noted or

           5       recorded her involvement with the patient?

           6   A.  Well, certainly there were quite a few pages available

           7       from the infection control nurse in the Fruin ward in

           8       relation to the infection control advice that she had

           9       given to the ward in comparison with the infection

          10       control card that was available in the Vale of Leven at

          11       that time.

          12   Q.  If you look at the bottom of page 40 of your report, do

          13       you say:

          14           "My review of these infection control notes would

          15       indicate that there was ongoing advice and contact ..."

          16           Was that the conclusion you came to --

          17   A.  Yes.

          18   Q.  -- in the Fruin ward?  Moving on to page 41, in the

          19       second paragraph, do you say:

          20           "There is some evidence in the case notes to

          21       indicate that nurses were aware of the importance of

          22       controlling infection in relation to C. difficile."

          23           Is that right?

          24   A.  That's correct.  The actual management of C. difficile

          25       in the Fruin ward was actually the best evidence of
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           1       the delivery of care that I found within reviewing the

           2       seven patients' case notes.

           3   Q.  Looking then to your conclusions in relation to this

           4       particular patient, they begin on page 41 and they go on

           5       for quite a number of pages.

           6   A.  Overall, I felt the review of the notes that I undertook

           7       would indicate that some aspects of the standard of

           8       nursing care received by Mrs Kelly was generally in line

           9       with normal practice and recognised practice at that

          10       time.  On analysis of the records, the appropriate care

          11       plans were in place.  However, the record keeping at

          12       times would not always comply with NMC guidance.  Care

          13       plans were not reviewed or updated in response to the

          14       change in her condition.  However, there was evidence of

          15       daily review of her care in the progress notes.

          16           The monitoring of fluid intake or bowel movements,

          17       especially after her diagnosis of C. difficile, could

          18       have been improved.  There was some evidence that pain

          19       relief was given for her rectal prolapse.  However,

          20       despite this, Mrs Kelly remained distressed at times.

          21       Either this was caused by the pain associated with this

          22       or by her C. difficile infection.  It's difficult to

          23       judge.  However, in my opinion, the pain management in

          24       this instance could have been improved.

          25           There is some evidence in the case notes to indicate
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           1       that nurses were aware of the importance of controlling

           2       infection in relation to C. difficile.  However, the

           3       difficulties associated with trying to isolate a patient

           4       who is wandering and confused was not really highlighted

           5       sufficiently in the notes, despite the fact that the

           6       infection control nurse discussed this in her notes.

           7       She didn't really highlight this to the ward.  The

           8       advice given by the infection control nurse on two

           9       occasions I felt deviated from the Vale of Leven

          10       infection control manual.

          11   Q.  Just to focus on that, what was the advice that you

          12       say --

          13   A.  It was in relation to the use of a terminal clean and

          14       relating to the use of Actichlor, but what is actually

          15       recommended in the policy guidelines is a terminal clean

          16       is carried out when an episode of infection has

          17       finished.  The infection control nurse recommended

          18       a terminal clean as Mrs Kelly as asymptomatic.  However,

          19       the nursing and medical notes would suggest she was

          20       still having loose stools at this particular time.

          21           The other time that I felt she deviated from policy

          22       was that she gave instructions that it was for a daily

          23       clean of Actichlor Plus.  However, if you look at the

          24       policy available for the cleaning of isolation rooms,

          25       this would indicate that Actichlor Plus should be used
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           1       on a twice-daily basis.

           2   Q.  If you leave aside what is in the policy, in your

           3       opinion, would the advice given be in accordance with

           4       good practice or not?

           5   A.  Sorry, can you repeat that?

           6   Q.  You mentioned there that it deviated from the policy.

           7       If you leave aside the policy, is it your opinion that

           8       the advice given by the infection control nurse would

           9       deviate from good practice?

          10   A.  Yes.  I mean, I'm not sure why she was recommending that

          11       the room was terminally cleaned while Mrs Kelly was

          12       still infectious.  The other instance was when she

          13       recommended there should be a daily clean instead of

          14       twice a day.

          15           If you went into an isolation room that was cleaned

          16       first thing in the morning with Actichlor, then the

          17       traffic throughout the day into that room would cause

          18       hand prints and touch points within that particular room

          19       during the day.  So, therefore, to reduce the risk of

          20       infection, you would therefore give it a twice-daily

          21       clean, and this helps to minimise the risk.

          22   Q.  Finally in relation to your report, if I can take you

          23       back to page 16 of the report, this is in the section

          24       where you are dealing generally with record keeping,

          25       most of which we have covered, but if I can just pick up
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           1       the second-last paragraph, or the last paragraph in the

           2       section, rather, do you say:

           3           "Based on the above information the record keeping

           4       in place in Fruin ward was generally good ..."

           5   A.  Yes, I do.

           6   Q.  But you say "not always fully compliant with the NMC

           7       standards"?

           8   A.  That's correct.

           9   Q.  There is one question I have been asked to put to you on

          10       behalf of the health board.  The question is this: would

          11       you accept that in your report in relation to Mrs Kelly

          12       you cite only a query of dehydration on 15 April 2008

          13       and an apparent diagnosis on 9 May 2008 by the duty

          14       doctor of dehydration.  Whether that diagnosis is

          15       correct or not is a medical question.  Is that something

          16       you would agree with?

          17   A.  Well, yes, I would agree that it is ultimately a medical

          18       decision to diagnose whether a patient is dehydrated or

          19       not.  But I don't feel that this negates the fact that

          20       nurses have a responsibility in relation to ensuring

          21       adequate fluids and accurate records of fluid intake and

          22       output.

          23   MR MACAULAY:  I have finished with that report.

          24           My Lord, that might be an appropriate point to have

          25       a break.
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           1   LORD MACLEAN:  Yes.

           2   (11.25 am)

           3                         (A short break)

           4   (11.53 am)

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

           6       Mrs Colgan, is that of Agnes MacFarlane.  Your report is

           7       at EXP00410001.  The medical records we will need are at

           8       GGC5360001 and also at GGC05370001.

           9           If I can take you to page 3 of your report,

          10       Mrs Colgan, do you note at section 3 under the heading

          11       "Medical history" that Mrs MacFarlane was 52 when she

          12       was admitted to ward 5 in the Vale of Leven Hospital on

          13       26 May 2008?

          14   A.  Yes, that's correct.

          15   Q.  I think you point out that the purpose for her admission

          16       was for her to have elective surgery for surgical

          17       decompression of her ulnar nerve?

          18   A.  That's correct.

          19   Q.  Was her operation, in fact, cancelled because she became

          20       ill in hospital?

          21   A.  Her operation was cancelled because the blood results

          22       that had been taken showed that she had -- her blood

          23       sugar was raised and she had a raised white cell count

          24       and the anaesthetist felt she may have an infection.

          25   Q.  If you could turn to page 5 of your report towards the
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           1       top, I think you begin your examination of her stay in

           2       the hospital under reference to the medical notes rather

           3       than the nursing notes; is that correct?

           4   A.  That's correct.

           5   Q.  What was the reason for that?

           6   A.  For a patient who had been admitted for nine days, there

           7       were extensive medical notes available.  Actually, there

           8       were 16 pages, in comparison with just over four pages

           9       of nursing notes.

          10   Q.  If you look at page 5, I think you make a note in the

          11       third paragraph that it was noted that Mrs MacFarlane's

          12       abdomen was tender when she was examined by Dr Wootton;

          13       is that right?

          14   A.  That's correct.

          15   Q.  In the next paragraph, we are now into 26 May, it has

          16       been noted that Mrs MacFarlane looks in pain, pale, dry

          17       and clinically dehydrated?

          18   A.  That's correct.

          19   Q.  If you turn to page 7 of the report, towards the bottom,

          20       there is another review, I think, by Dr Wootton and he

          21       has noted that Mrs MacFarlane has had sickness and

          22       diarrhoea overnight and he's asked for a sample of stool

          23       and urine; is that right?

          24   A.  That's correct, on --

          25   Q.  Is that the first indication of there being diarrhoea?
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           1   A.  Yes.

           2   Q.  Can you remember if there was any record of diarrhoea at

           3       this point in the nursing notes?

           4   A.  In the nursing notes there was no indication until the

           5       night-time that Mrs MacFarlane did have diarrhoea.  It

           6       is recorded on her fluid balance chart as well on

           7       29/30 May.

           8   Q.  Did Mrs MacFarlane continue to have diarrhoea?

           9   A.  She continued to have diarrhoea and a sample was

          10       requested on the 29th by Dr Wootton.  There was no

          11       evidence in the notes that this was taken on this

          12       particular date.  The doctor also requested or stated on

          13       the 30th that he was awaiting a sample -- the sample

          14       results, but, again, there was no indication in the

          15       nursing notes that this had actually been taken.  The

          16       sample was actually taken on 2 June.

          17   Q.  Can we then look at the results of that, if we could

          18       look at GGC05360093?

          19           Now, we are looking at a report from microbiology.

          20       Can we see that this relates to a sample that was

          21       collected on 2 June, so, on the face of it, it doesn't

          22       appear to have been the sample envisaged by the doctor

          23       on 29 June?

          24   A.  No.

          25   Q.  On 29 May, rather?
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           1   A.  29 May.

           2   Q.  But this one is collected on 2 June, it is received by

           3       the lab on 2 June also, and it is a negative result?

           4   A.  That's correct.

           5   Q.  Can we note that, at this time, Mrs MacFarlane is in

           6       ward 5?  Look towards the top right.

           7   A.  That's correct.

           8   Q.  Now, then, did Mrs MacFarlane's diarrhoea improve?  If

           9       you turn to page 9 of your report I think you have some

          10       discussion about that in the last paragraph on page 9

          11       when you are looking at the position on 3 June.

          12   A.  On 3 June, Mrs MacFarlane was seen by the doctor.  The

          13       doctor records that there was a noted improvement in her

          14       blood samples yesterday and she was up mobilising around

          15       the ward today, looked brighter, still complaining of

          16       nausea and had two episodes of vomiting this morning.

          17       She also had -- her appetite was poor, but her abdomen

          18       was less tender.  She had bowel sounds + + and her

          19       diarrhoea continued.

          20           The patient was known to be suffering from irritable

          21       bowel syndrome and she, herself, expressed that she felt

          22       it may be due to this.

          23   Q.  On the face of it, as at this date on 3 June, they

          24       appear still to be awaiting the result of the specimen

          25       that was sent for analysis?
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           1   A.  That's correct.

           2   Q.  It would appear that this note by the doctor indicates

           3       that Mrs MacFarlane is mobilising around the ward?

           4   A.  Yes, she is.

           5   Q.  Would that suggest that she had not been proactively

           6       isolated?

           7   A.  No, she had not been placed in precautionary isolation.

           8   Q.  If you turn to page 10 of your report, do you say at the

           9       top that, on 4 June, Mrs MacFarlane was seen again by

          10       the same FYI.  The doctor noted "further improvement in

          11       bloods yesterday; diarrhoea persists" --

          12   A.  That's correct.

          13   Q.  -- but states that this is an exacerbation of her normal

          14       IBS; is that right?

          15   A.  Yes.

          16   Q.  Can we infer that the result of the stool sample

          17       probably has made its way to the ward?

          18   A.  There was no evidence that the stool sample actually was

          19       received by the ward prior to her discharge.

          20   Q.  I was coming to that, because she was discharged on

          21       4 June; is that right?

          22   A.  That's correct.

          23   Q.  I think we saw on the report that -- we can still see on

          24       the board, if we move what is covering it, that at least

          25       the printed version of the microbiology report is dated
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           1       the same date, 4 June?

           2   A.  That's correct.

           3   Q.  So then, the position now, at that point in time then,

           4       was that there was a negative result and, having spent

           5       that period of time in hospital, Mrs MacFarlane was

           6       discharged home?

           7   A.  That's correct.

           8   Q.  If you turn to page 15 of your report, was

           9       Mrs MacFarlane subsequently admitted to the Royal

          10       Alexandra Hospital on 20 June 2008?

          11   A.  Yes, she was admitted on 20 June in the early hours of

          12       the morning, which was 16 days after her discharge from

          13       the Vale of Leven Hospital.

          14   Q.  She was admitted on the 20th, and, on 21 June, was there

          15       a decision made to obtain a sample for C. diff analysis?

          16       Perhaps it would help if I took you to the records.

          17       Turn to page GGC05370416.  If we look for the entry for

          18       21 June, which begins with the reference to "Slept

          19       overnight" and then, at 9.30 am, I think that is, five

          20       or six lines down, can we see that the instruction is

          21       "Send stool for C. diff"?

          22   A.  Yes, it send "Send stool for C. diff" on 21 June.  On

          23       23 June, it is recorded as "Loose stool sample sent for

          24       O&S".

          25   Q.  The position seems to be that the instruction was made
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           1       but the stool wasn't actually obtained for a couple of

           2       days?

           3   A.  That's correct.

           4   Q.  If we look at the microbiology report, if you could turn

           5       to page 223 of these same records that we are looking

           6       at, can you see that the sample is collected on 23 June,

           7       received by the lab on the 23rd and it is a positive

           8       result?

           9   A.  That's correct.

          10   Q.  Thereafter, during her period in the Royal Alexandra

          11       Hospital, did Mrs MacFarlane's diarrhoea improve?

          12   A.  It improved on 30 June and the notes record:

          13           "No loose stools for 36 hours.  Allowed home to

          14       complete the course of Flagyl."

          15   Q.  Then was it the case that she was discharged home on

          16       30 June?

          17   A.  That's correct; yes.

          18   Q.  If we then just summarise the position, she's admitted

          19       to the Vale of Leven on 26 May for an operation which

          20       was cancelled?

          21   A.  Correct.

          22   Q.  She developed diarrhoea by 29 May?

          23   A.  Correct.

          24   Q.  The stool sample that was taken on 2 June in fact proved

          25       to be negative for C. diff?
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           1   A.  Yes, it was negative.

           2   Q.  She was discharged home on 4 June?

           3   A.  She was.

           4   Q.  Sixteen days later, she's admitted to the Royal

           5       Alexandra Hospital, on 20 June; the next day a decision

           6       is made to obtain a stool sample, which is obtained on

           7       the 23rd, and that proved to be positive for C. diff?

           8   A.  That's correct.

           9   Q.  She's back home on 30 June?

          10   A.  Yes.

          11   Q.  If we just focus then on the position in the

          12       Vale of Leven, which was for a relatively short period

          13       of time, if you turn to page 24 of your report, you have

          14       a section there dealing with nursing care plans.  Were

          15       there any nursing care plans put in place for

          16       Mrs MacFarlane during her stay in the Vale of Leven?

          17   A.  No.

          18   Q.  Should there have been in this case?

          19   A.  Yes, there should.  There should have been.  Prior to

          20       admission, there had been a surgical day patient pathway

          21       put in place.  This gives a fair indication of what

          22       would have been needed pre-operatively.  However, when

          23       the operation was cancelled, there should have been

          24       a reassessment undertaken, as this actual -- the

          25       assessment that was carried out and the surgical pathway
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           1       was undertaken on 19 May, so there was actually a week

           2       in between.  So her situation may have changed.

           3           Also, the doctor was querying that she may have an

           4       infection at that particular time.  This lady, although

           5       she was 52, had significant other chronic illnesses,

           6       which would have required care at that time, such as her

           7       diabetes and the management of her recurrent pain

           8       associated with her arthritis and osteoarthritis, and

           9       also, she was clinically dehydrated and was feeling

          10       nauseous at this particular time.

          11           So, therefore, I feel that there should have been

          12       care plans in place for all these aspects of her care.

          13   Q.  What about her loose stools?  I think she had loose

          14       stools on the 29th, and that continued for a short

          15       period of time; is that correct?

          16   A.  Yes, there should have been -- as advised by the

          17       infection control manual, there should have been a care

          18       plan in place for her loose stools.

          19   Q.  What about pressure management, something you look at on

          20       page 25 of the report.  I think you say that there

          21       didn't appear to be any problems associated with her

          22       skin and, indeed, as you pointed out, she was, so far as

          23       the cases we have been looking at are concerned, one of

          24       the younger patients?

          25   A.  That's correct.
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           1   Q.  Should there have been an assessment of risk to pressure

           2       damage?

           3   A.  I think there should have been an assessment carried out

           4       to determine if she had been at risk.  On the first few

           5       days of her admission, if you refer back to some of

           6       the medical notes, the doctor is recording "encourage

           7       patient to mobilise".  So that gave me the impression

           8       that she was frequently in bed and, therefore -- and may

           9       not have been moving her position.  She was sleepy, very

          10       sleepy, at one stage as well, which the doctor notes in

          11       one of the records.

          12           Therefore, I do feel that the risk assessment should

          13       have been undertaken.

          14   Q.  Was there a risk assessment carried out, so far as you

          15       could see?

          16   A.  No, not that I could determine.

          17   Q.  What about nutrition, that you look at on page 25?  Was

          18       there a nutritional assessment carried out?

          19   A.  No, there wasn't.

          20   Q.  Should there have been for a patient such as

          21       Mrs MacFarlane?

          22   A.  I mean, recognised practice at that time would suggest

          23       that a nutritional assessment should be carried out for

          24       all patients.  Also, on 29 May, the doctor records that

          25       Mrs MacFarlane stated she had lost 9kg and this was not

                                            57

           1       intentional.  So there was no evidence to suggest that

           2       this was taken into consideration by the nurses.

           3   Q.  I think you have also mentioned that there was a record

           4       that she was clinically dehydrated?

           5   A.  That's correct.

           6   Q.  Would that be another reason to look at this aspect of

           7       it?

           8   A.  Yes.

           9   Q.  Fluid balance, then, moving on from that, on page 26.

          10       Were there fluid balance charts kept for Mrs MacFarlane

          11       during this stay?

          12   A.  There was.  On 26 May, Mrs MacFarlane was commenced on

          13       IV infusions and there was a fluid balance chart put in

          14       place.  However, the record of the oral and IV fluids

          15       given on this occasion was totalled to indicate the

          16       total daily intake.

          17           The medical and nursing notes record that her

          18       urinary output was to be monitored.  However, this was

          19       only undertaken fully on the chart for 29 and 30 May,

          20       although the output is not totalled.  On other

          21       occasions, only "PU" -- which is "passed urine" -- is

          22       recorded.

          23   Q.  If you look at page 27, was a full record of her fluid

          24       intake and output recorded?

          25   A.  No, there wasn't a full record recorded.
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           1   Q.  Should there have been --

           2   A.  Only on one occasion.  There should have been,

           3       particularly in relation to -- she was placed on an IV

           4       infusion.  She was clinically dehydrated.  So there

           5       should have been a very accurate recording kept.

           6   Q.  In relation to stool charts, you say on page 27 that the

           7       patient's notes do not contain a specific stool chart,

           8       but you also point out that it would appear that the

           9       record of bowel movements was only recorded on the fluid

          10       balance chart for 29 and 30 May.

          11           Was this a case where the nature of the stools was

          12       such that there should have been a stool chart put in

          13       place?

          14   A.  The nursing records that were in place that I reviewed

          15       are not detailed enough in relation to this care.

          16           However, I would suggest that stool charts should

          17       have been in place.  The medical records in this

          18       particular case were actually more detailed and gave

          19       a fuller picture as to Mrs MacFarlane's bowel movements.

          20   Q.  On page 28, the last paragraph, you say that there was

          21       no evidence to indicate that the nursing staff were

          22       aware of the importance of recording bowel movements on

          23       a regular basis.  Why do you draw that conclusion?

          24   A.  Because in the nursing notes I could not find any record

          25       of, basically, her loose stools, whereas in the medical
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           1       notes I did find record on a fairly frequent basis that

           2       Mrs MacFarlane did have loose stools.

           3   Q.  Then, if you look at falls risk assessment that you look

           4       at next on page 28, I think you say there was no

           5       indication in the medical or nursing notes that

           6       Mrs MacFarlane was at risk of falls; is that right?

           7   A.  That's correct.

           8   Q.  Was this a case where you needed to have a falls risk

           9       assessment or not?

          10   A.  I think it would have been good practice to and

          11       recognised practice at that time to have a falls risk

          12       assessment in place, particularly Mrs MacFarlane had

          13       particular problems with arthritis and osteoarthritis,

          14       and, therefore, a fall with a patient who is suffering

          15       from osteoarthritis could have significant implications

          16       for the patient.

          17   Q.  Was a falls risk assessment carried out for Mrs --

          18   A.  No.

          19   Q.  In relation to moving and handling that you touch upon

          20       on page 29, was there any need for a moving and handling

          21       assessment with Mrs MacFarlane, standing the fact of her

          22       age and that she was seen to be mobile?

          23   A.  There was no indication that a moving and handling

          24       assessment was carried out.  However, there is no

          25       indication in the notes, except for when the doctor was
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           1       encouraging her to get up and mobilise, that she needed

           2       assistance in this area.

           3           However, I have reiterated that no assessment

           4       was carried out to determine if she required care in

           5       this area and there is no indication in her medical and

           6       nursing notes that she did have a problem.

           7   Q.  Nursing management of C. difficile then is the next

           8       aspect you look at and, of course, it is the case that

           9       Mrs MacFarlane was not diagnosed with C. difficile in

          10       the Vale of Leven?

          11   A.  That's correct.

          12   Q.  She had loose stools for a periods of time?

          13   A.  That's correct.

          14   Q.  Is the focus of your analysis under this head really on

          15       the way in which her loose stools were managed?

          16   A.  That's correct.

          17   Q.  In short, what do you say in relation to that?

          18   A.  Well, there was no precautionary isolation put in place.

          19       She had no stool chart and there was no care plan in

          20       place for the management of loose stools.

          21   Q.  Are these all matters that should have been addressed?

          22   A.  Yes, they were.

          23   Q.  So far as you could see, if you turn to page 32, from

          24       the nursing notes, you are discussing at the top of

          25       the page the negative result that was obtained from the
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           1       lab.  Did you see any evidence that the ward was made

           2       aware of the negative result prior to Mrs MacFarlane's

           3       discharge?

           4   A.  I could find no evidence in the notes that the ward had

           5       either telephoned or if the lab had telephoned the ward

           6       with the result prior to her discharge.

           7   Q.  Of course, because she wasn't diagnosed as being

           8       positive, then I don't think we have an infection

           9       control card in this case, do we?

          10   A.  There was no control card present.

          11   Q.  Going back to page 20 of your report where you make some

          12       comments about record keeping, is there any particular

          13       aspect of that that you want to draw attention to?

          14           Perhaps I can take you to page 23 and see if this

          15       assists: I think we have covered matters such as no

          16       stool charts and so on, but on page 23, halfway down,

          17       you make specific points about the quality of

          18       the records which deviated from NMC guidance, and you

          19       have a number of bullet points that you focus upon

          20       there; is that correct?

          21   A.  That's correct.  At times, the records were not always

          22       fully completed; entries were written over and some were

          23       not signed.  Abbreviations were used on a frequent basis

          24       and entries were crossed out and not signed as an error.

          25       I think this is particularly -- to find all these
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           1       particular errors in a short nine-day period in four

           2       pages I think was significant in Mrs MacFarlane's case.

           3   Q.  Moving on to page 34 of the report, where you set out

           4       your conclusions, again, I don't think we need look at

           5       the detail of this because I think we have covered it,

           6       but does the first paragraph on that page really

           7       summarise your position in relation to the standard of

           8       nursing care received by Mrs MacFarlane?

           9   A.  Yes, it does.  Overall, the standard of nursing care

          10       received by Mrs MacFarlane in the Vale of Leven would

          11       not always have followed recognised practice guidance

          12       available at that time.

          13           On analysis of the records, care plans outlining the

          14       specific care required were not devised.  No nursing

          15       care plans were written for pain, nausea and vomiting,

          16       which would include rehydration, nutrition, diabetes and

          17       the management of loose stools in relation to the

          18       nursing care required and the precautionary infection

          19       control precautions that should have been in place.

          20   Q.  If I can finish off that case and move on to the final

          21       case that you looked at, and that is for

          22       Mr Walter Scullion.

          23           Your report we have on the database at EXP00510001,

          24       and the Vale of Leven records are GGC01130001.  If you

          25       could turn to page 3 -- that's the Lextranet number, of
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           1       your report -- your section there deals with the medical

           2       history.  Do you set out that Mr Scullion, who was 68 at

           3       the time, was initially admitted to the medical

           4       assessment unit at the Vale of Leven on 9 April 2008,

           5       and then on to ward 3?

           6   A.  That's correct.

           7   Q.  On admission then, what was the position?  What were the

           8       problems that were being identified?

           9   A.  The initial assessment carried out stated that

          10       Mr Scullion had been feeling unwell since Monday.  I'm

          11       not sure of the date that that refers to.  He was seen

          12       by his GP and commenced an antibiotics, Trimethoprim,

          13       for a urinary tract infection.  The notes record that

          14       the patient has experienced rigors, which commenced

          15       yesterday, and lower loin pain.  Mr Scullion states that

          16       he took paracetamol 20 minutes prior to admission and

          17       that he vomited twice yesterday.  He was not complaining

          18       of chest pain and had had two episodes of diarrhoea this

          19       am.

          20   Q.  If you turn to page 5 of your report, the second

          21       paragraph on 12 April, have you noted that Mr Scullion

          22       began to experience shortness of breath?  Is that right?

          23   A.  That's correct.

          24   Q.  With a worsening CRP?

          25   A.  That's correct.
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           1   Q.  Would that be an indication of infection?

           2   A.  It would.

           3   Q.  He was --

           4   A.  He was prescribed a salbutamol nebuliser and his IV

           5       fluids were to be stopped.  He wasn't on antibiotics at

           6       this time.  He was catheterised, and it recommends that

           7       an accurate fluid balance was to be kept.

           8   Q.  Then, if I could take you to the third-last paragraph,

           9       there is some reference that you have taken from the

          10       records there in relation to his antibiotic treatment;

          11       is that correct?

          12   A.  That's correct.

          13   Q.  Then, on 14 April, the next paragraph, is it recorded

          14       that he was feeling better and, if the CRP was to go

          15       down, he could go home in 48 hours?

          16   A.  That's correct.

          17   Q.  We then see there is reference on 17 April to

          18       Mr Scullion being seen by Dr Daly (renal), who

          19       recommended that IV fluids should be stopped and oral

          20       intake of 2-litres in 24 hours should be encouraged; is

          21       that correct?

          22   A.  That's correct.

          23   Q.  Up to this point in time, was there any evidence within

          24       the Vale of Leven records themselves, leaving aside what

          25       was being mentioned on admission about diarrhoea,
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           1       whether or not Mr Scullion was having diarrhoea?

           2   A.  No.

           3   Q.  If we then turn to page 6 of your report, you've taken

           4       from the entry on 18 April a reference to "still some

           5       moderate amount of loose stool"; is that right?  Top of

           6       page 6?

           7   A.  Yes, that's correct, still a moderate amount of loose

           8       stools.

           9   Q.  So certainly, as at that time, it was being indicated

          10       that he was suffering from loose stools?

          11   A.  Yes.

          12   Q.  Now, was a sample, in fact, taken from him for analysis

          13       on 17 April?

          14   A.  That's correct.

          15   Q.  If we look at the report, GGC01130056, and if we can

          16       just make that a little bit bigger, can we see from that

          17       that it was collected on 17 April, received on 17 April

          18       and it was a positive result?

          19   A.  That's correct.

          20   Q.  We can see Mr Scullion is still in ward 3 at this time?

          21   A.  He's still in ward 3.

          22   Q.  What happened then in relation to the positive result?

          23       So far as you can say from the records, was Mr Scullion

          24       in isolation at the time the sample was collected?

          25   A.  No, he wasn't at the time the sample was collected.
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           1   Q.  But after the diagnosis had been made, what, then, was

           2       the position?

           3   A.  There is an indication within the notes and also in the

           4       infection control card that he was placed in isolation.

           5   Q.  If you turn to page 71 of the nursing records, we are

           6       looking at the entries for 17 April, can we see at 16:55

           7       there is an entry:

           8           "Stools specimen positive for Clostridium difficile.

           9       Will require isolation in side room."

          10   A.  That's correct.

          11   Q.  "Loperamide given for loose stools."

          12   A.  Yes.  I mean, I think I discussed that quite fully

          13       within my report.  Loperamide is actually Imodium, and

          14       in my opinion, giving Imodium to somebody who has an

          15       infection could stop the actual infection being -- it

          16       stops the removal from the gut, and so, therefore, it

          17       could have continued his infection for longer.

          18           In my opinion, the nurses should have consulted with

          19       the doctor prior to administration of Imodium to this

          20       particular patient, but from the evidence that I could

          21       see in the notes, this did not occur.

          22   Q.  If we look at the infection control card at SPF00720001,

          23       do we see that the first entry is for 18 April and it

          24       reads:

          25           "Contacted by SN to inform IC that patient C. diff
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           1       positive.  Commenced on Metronidazole."

           2           So it would appear that, at least as at the 18th,

           3       the day after we have been looking at, that the

           4       infection control nurse was made aware of the position

           5       and advised Metronidazole?

           6   A.  Yes, that's correct.

           7   Q.  We also note that it is noted "nursed in single room".

           8       So certainly by now he's in isolation, as indeed the

           9       nursing notes indicate; is that right?

          10   A.  That's correct.

          11   Q.  It would also appear, if we read on in the infection

          12       control card, that the infection control nurse spoke

          13       with Mr Scullion?  Is that right?

          14   A.  Yes, she did.

          15   Q.  So one assumes she went onto the ward and saw the

          16       patient?

          17   A.  And saw the patient, yes.

          18   Q.  It would appear, also, that she gave him advice in

          19       relation to the completion of antibiotics; is that

          20       right?

          21   A.  That's correct.  And that he was to contact his GP if he

          22       had any problems.

          23   Q.  In fact, were you able to ascertain from the records

          24       that Mr Scullion was discharged that same day, 18 April?

          25   A.  He was discharged on 18 April, but there is no record
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           1       within the nursing notes that this was undertaken.

           2   Q.  There is a record --

           3   A.  There is a discharge letter.

           4   Q.  As we look at the infection control card, as at the date

           5       that we have been looking at, the last entry is "home

           6       today"?

           7   A.  Yes.

           8   Q.  So Mr Scullion essentially was in the

           9       Vale of Leven Hospital from 9 April through to 18 April

          10       and was diagnosed positive on 17 April?

          11   A.  That's correct.

          12   Q.  If I could take you on in your report to page 12, where

          13       you discuss communications, both amongst the staff and

          14       the family, in the final paragraph, before you get to

          15       look at record keeping, I think you say:

          16           "There is evidence of communication with

          17       Mr Scullion's family and there is evidence that medical

          18       staff were informed of any changes in his condition."

          19           Is that right?

          20   A.  Yes.

          21   Q.  What about communication amongst the staff themselves?

          22       That is the other point I think you make: there was

          23       communication with the family and with the medical

          24       staff?

          25   A.  That's correct.
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           1   Q.  Then page 15.  You have there a discussion about nursing

           2       care plans.  If I could just look at the relevant

           3       documentation, if I could take you to page 61 of

           4       the records, and could we also have page 60 on the

           5       screen, on the right-hand side we have the admission

           6       assessment form for ward 3 with the date 10 April.

           7       I think he had been in the MAU on the 9th and ward 3 on

           8       the 10th?

           9   A.  Yes.

          10   Q.  We see that information is noted in relation to the

          11       admission, and then, on page 61, on the left-hand side,

          12       do we have the activities of daily living assessment?

          13   A.  We do, yes.

          14   Q.  That appears to have been completed?

          15   A.  It was completed.

          16   Q.  If we look at the care plan on page 64, do we have

          17       a care plan dated 10 April and the problem identified as

          18       "UTI", urinary tract infection, "sepsis"?  Any

          19       observations to make in relation to this as a care plan?

          20   A.  This is, again, the type -- the multiproblem care plan

          21       that was in place in various wards in the Vale of Leven

          22       in the case notes that I reviewed, and, again, I would

          23       say that it is more like a list of tasks to undertake

          24       rather than an adequate assessment, planning and review

          25       of care.
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           1   Q.  Were there any other aspects of care that you consider

           2       should have been incorporated into a care plan during

           3       his short stay in the Vale of Leven?

           4   A.  I felt that, in relation to his care, there should have

           5       been care plans in place for, particularly, his urinary

           6       tract infection.  Also, he was catheterised during this

           7       admission.  He experienced a period of shortness of

           8       breath.  He was on IV fluids.  He also had particular

           9       renal problems, which would have required strict and

          10       accurate fluid balance charts.

          11   Q.  Now, of course, the care plan was put in place for the

          12       urinary tract infection, and I think you don't consider

          13       that it is sufficiently detailed; is that right?

          14   A.  That's correct.

          15   Q.  But you envisage there should have been other care plans

          16       for the areas of care that you have mentioned?

          17   A.  Yes.

          18   Q.  Pressure management you look at on page 15 of your

          19       report.  I think we noted Mr Scullion was, again, one of

          20       the younger patients that we have looked at, and there

          21       was no indication, I think, that he had any problems

          22       with his skin; is that correct?

          23   A.  That's correct.

          24   Q.  Was there a risk assessment carried out to see if he was

          25       at any risk?
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           1   A.  There was no assessment carried out to determine if he

           2       was at risk.

           3   Q.  Do you think that a risk assessment such as a Waterlow

           4       assessment should have been carried out?

           5   A.  Yes, I do.

           6   Q.  In fact, did he suffer any damage?

           7   A.  No, he didn't.

           8   Q.  In relation to nutrition, you look at that on page 16.

           9       Was there an assessment of his nutritional status

          10       carried out at the Vale of Leven?

          11   A.  There was no nutritional assessment carried out.

          12   Q.  Again, was this a case where that should have been done?

          13   A.  I think the main practice guideline says that there

          14       should be a nutritional assessment carried out on every

          15       patient on admission to hospital.

          16           However, the records that I looked at would not give

          17       an indication that Mr Scullion had a problem in this

          18       area.  In fact, the records record that he looks

          19       well-nourished and eats a normal diet.

          20   Q.  So you say the policy might be that you do the

          21       assessment, but in reality, this patient may not really

          22       have required an assessment; is that --

          23   A.  Well, I mean, there was no risk assessment carried out,

          24       so, therefore, I can't determine whether he was at risk

          25       or not.  However, there is some indication in the notes
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           1       that he was well-nourished.  However, he did have

           2       diarrhoea and he was vomiting, so this aspect may have

           3       changed, but that wasn't reflected within the notes.

           4   Q.  But your position is that, in any event, the assessment

           5       should be made --

           6   A.  Yes.

           7   Q.  -- and then you move on from there?

           8   A.  Yes.

           9   Q.  Fluid balance you look at on pages 16 and 17 of your

          10       report.  What conclusions were you able to take from the

          11       records?

          12   A.  Well, there was some evidence of fluid intake and

          13       output.  However, this was not in sufficient detail,

          14       given Mr Scullion's medical conditions, to fully provide

          15       all the evidence required to ensure that Mr Scullion's

          16       needs were fully met in this area.  There was no care

          17       plan devised to provide nursing care and direction.

          18   Q.  I think we noted that some instructions were provided by

          19       the medical staff in connection with hydration --

          20   A.  Yes, there were.

          21   Q.  -- and fluid intake.  Were these instructions followed,

          22       so far as you could see from the fluid balance charts?

          23   A.  The charts for most days would indicate -- would give an

          24       indication that there was some intake and output.

          25       However, none were fully recorded and none were
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           1       totalled.  The fluid balance chart does state that IV

           2       infusion was discontinued, but there was no chart

           3       actually in place for the 17th and 18th after

           4       Mr Scullion had been seen by Dr Daly, who had stated

           5       that he was to ensure that 2 litres of fluids were taken

           6       over a 24-hour period.

           7   Q.  Although, it has to be said that --

           8   A.  He was discharged on --

           9   Q.  -- Mr Scullion, probably quite wisely, left hospital as

          10       soon as he could.

          11           Stool chart, then, you touch upon that on page 18 of

          12       your report.  Do you consider that there should have

          13       been a stool chart?

          14   A.  His admission assessment would indicate that he did have

          15       diarrhoea -- two episodes of diarrhoea prior to

          16       admission.  Therefore, stool charts should have been in

          17       place to indicate that he was -- if he was still having

          18       a problem in this area.  But there were no records in

          19       place to suggest, until the 17th, that he had an issue

          20       with this.  So I would say, yes, there should have been

          21       a chart in place.

          22   Q.  If there had been a chart in place from the date of his

          23       admission into ward 3 on the 10th, looking to the

          24       records, it would have been blank up until about the

          25       17th because there is no evidence, you say, of loose
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           1       stools in that period?

           2   A.  Yes.  But if there had been a stool chart in place, that

           3       may have encouraged nurses to record in it.

           4   Q.  What about falls risk, then, that you touch upon on

           5       page 19 of your report?  Was there a falls risk

           6       assessment carried out?

           7   A.  There was, yes.

           8   Q.  I think we see that on page 86 of the records; is that

           9       right?  Is that the falls risk assessment you looked at?

          10   A.  Yes.

          11   Q.  Does that place Mr Scullion --

          12   A.  At moderate risk.

          13   Q.  -- at a moderate risk?  But was this an area where there

          14       was any problem indicated during Mr Scullion's stay?

          15   A.  No.

          16   Q.  What about moving and handling?  Should there have been

          17       a moving and handling assessment carried out for

          18       Mr Scullion?

          19   A.  There should have been a moving and handling assessment,

          20       because there was -- there was actually an assessment

          21       undertaken by the physiotherapist when he was admitted.

          22       This highlighted that Mr Scullion, although he had no

          23       problems with mobility, she couldn't determine his needs

          24       in relation to climbing up and down the stairs, so

          25       a moving and handling assessment may have been useful in
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           1       this instance.

           2           The reason why I sort of concentrated on this within

           3       the report was I was concerned Mr Scullion actually

           4       lived alone and there was some confusion as to

           5       whether -- in the notes, whether his toilet was upstairs

           6       or downstairs.  He was discharged one day after his

           7       diagnosis with C. difficile and, as we have noted in

           8       other case notes, he could be experiencing very frequent

           9       bowel movements, and I think my concern in this area was

          10       that he wouldn't be able to manage the stairs, if, in

          11       fact, he didn't have a toilet downstairs.

          12   Q.  In the last section of your report where you focus on

          13       particular issues is the nursing management of

          14       C. difficile that you look at on page 20.

          15           Now, of course the positive result didn't actually

          16       materialise until the day before Mr Scullion was

          17       discharged from hospital?

          18   A.  That's correct.

          19   Q.  In those circumstances, what do you say about the

          20       management of his C. difficile?

          21   A.  Well, there was no evidence to suggest that he had been

          22       placed in precautionary isolation when he was admitted

          23       after two episodes of loose stools.  There was no stool

          24       chart put in place to record if his diarrhoea was

          25       continuing.  There was no care plan for loose stools in
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           1       place within the records that I reviewed.

           2   Q.  Although, in relation to the care planning aspect of it,

           3       if the diagnosis was made on the 17th and he's away by

           4       the 18th, there would be a fairly narrow window of

           5       opportunity to do that?

           6   A.  However, there should have been a care plan in place for

           7       the management of his loose stools.

           8   Q.  The one thing I think certainly we did see in this case

           9       in relation to the infection control nurse is that she

          10       appears to have been proactive, in that she went to the

          11       ward and spoke to Mr Scullion?

          12   A.  She did.  That's the first occasion I actually saw --

          13       except in Fruin ward, there was good input from the

          14       infection control staff in that ward.

          15   Q.  If we then go back to page 12 of your report, you have

          16       a section there dealing with record keeping.  I think we

          17       have covered the principal issues.  You make a point,

          18       I think on page 14, in relation to particular points in

          19       respect of legibility of signatures and how names are

          20       printed, and so on; is that correct?

          21   A.  Yes.  I felt that, at times, the care plans were

          22       difficult to read.  The one care plan in place didn't

          23       have a date set for review.  The only recognisable ones

          24       that I felt were -- in fact, the infection control nurse

          25       and the sister of the ward was actually identified
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           1       through a letter.  None of the nurses printed their name

           2       below their signature and there is no time recorded.  So

           3       based on the information, the record keeping was not

           4       always fully compliant with the NMC standards.

           5   Q.  Again, when you talk about care plans, you mean the case

           6       notes?

           7   A.  Sorry, I apologise.  The case notes.

           8   Q.  Finally, if you turn then to the conclusion, your

           9       conclusions in connection with this case, you, I think,

          10       summarise the position in the first paragraph on

          11       page 25; is that right?  Does that summarise the points

          12       I think you have made in the course of your evidence?

          13   A.  That's correct.

          14   Q.  That, then, is the conclusion of the patients.

          15           I think the final report I want to take you through,

          16       Mrs Colgan, is your overview report.  If we can have

          17       that on the screen, please, that is in the database at

          18       EXP00720001.

          19           You can correct me if I am wrong, but I think the

          20       way you have set out your overview is that at section 2,

          21       that we see on page 3 of the report, you set out the

          22       names of the patients that you have looked at, and then

          23       you, in the next paragraphs, through to page 6,

          24       summarise your conclusions; is that correct?

          25   A.  That's correct.
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           1   Q.  Then, in the next sections, 2.1 onwards, do you provide

           2       the background detail for the conclusions that you have

           3       at 2.1?

           4   A.  Yes.

           5   Q.  Or at 2, rather.  If we then focus in particular on what

           6       you say at section 2, you begin by saying, after you

           7       have set out the names, that you undertook a review of

           8       seven patients.  Three of the patients died.  Two

           9       patients had C. difficile recorded as the cause of

          10       death -- that's Mr Boyle and Mrs Broadley -- and on

          11       Mrs Margaret Kelly's death certificate it is recorded as

          12       a contributory cause of death.

          13   A.  That's right.

          14   Q.  That is the summary.  If we turn to page 4, the second

          15       paragraph, you focus on your overall view on

          16       communication with families.  What was your overall view

          17       there?

          18   A.  In the care plans, there was evidence of communication

          19       with the families.  In some instances, the way the

          20       communication is recorded is reactive from staff and

          21       proactive from the families.

          22   Q.  Just for clarification, "care plans" we read "case

          23       notes"?

          24   A.  Case notes.

          25   Q.  The next paragraph focuses upon your overall view in
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           1       relation to communication with the medical staff and the

           2       nursing staff and, in summary, your position there is

           3       what?

           4   A.  There is evidence that the medical staff were informed

           5       of the patients' condition in some of the case notes

           6       reviewed.  However, the recordings in some would suggest

           7       that nurses were not always keeping doctors informed

           8       and, on occasions, they did not always follow the

           9       instructions recorded in the medical notes.

          10   Q.  The next paragraph, can you just tell us what the point

          11       you are making there is?

          12   A.  The point I'm making in relation -- I said that the

          13       review of the case notes demonstrated a collective

          14       failure by nursing staff and named nurses to adequately

          15       document the patients' conditions and needs on admission

          16       to the Vale of Leven, something which is vital to

          17       provide a baseline for the care to be provided and to

          18       show if a patient is improving or if there has been

          19       a deterioration in their condition.

          20   Q.  In that connection, were there some assessments that

          21       were better than others?

          22   A.  Yes, there were.

          23   Q.  I think in the next four paragraphs, you, I think, set

          24       out what I would probably call matters of principle:

          25       namely, in relation to care plans and what they are, you
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           1       say they are operational documents, which means they

           2       should be used in practice.

           3           You then talk about nutritional screening, within

           4       24 hours, and then you -- then, in the next paragraph,

           5       you say that many pressure ulcers can be prevented by

           6       following simple measures such as observing the

           7       patient's skin, changing position at regular intervals,

           8       checking for moisture-free environment and monitoring

           9       nutritional status.

          10           So these are general nursing principles in these

          11       paragraphs that you are discussing?

          12   A.  Yes, that's correct.

          13   Q.  In the next paragraph, which I think is a conclusion,

          14       what do you say?

          15   A.  In my review of the case notes, there was little

          16       indication that these measures were put in place on

          17       a regular and ongoing basis.  Risk assessments were not

          18       always undertaken.  Those in place were not carried out

          19       within the recommended six hours after admission.  In

          20       some instances, no further assessment or appropriate

          21       care planning was carried out in response to changes in

          22       the patients' condition.

          23   Q.  In the next paragraph, I think you talk about falls and

          24       how they can cause, not only physical, but psychological

          25       damage.  Is that correct?
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           1   A.  That's correct.

           2   Q.  Do you have a conclusion in relation to what you were

           3       able to take from the records of the seven cases you

           4       looked at in relation to how falls -- the risk of falls

           5       was managed?

           6   A.  I felt that, on review of the case notes, the nursing

           7       staff did not always take the appropriate action to help

           8       prevent falls.

           9   Q.  In the next paragraph, are you really there focusing

          10       upon the use or failure to use stool charts?

          11   A.  Yes, I am.

          12   Q.  Your overall view there in relation to the cases, can

          13       you tell us what that was?

          14   A.  There was little evidence to indicate that the nursing

          15       staff were aware of the importance of recording bowel

          16       movements on a regular basis to give an indication of

          17       what is normal for a patient or the importance of

          18       recording bowel movements after the diagnosis of

          19       C. difficile to provide an indication if the infection

          20       is being controlled.

          21           There is no evidence that the stool chart, for

          22       example, the Bristol stool chart, which allows nurses to

          23       firstly identify the type of stool, was being used in

          24       the Vale of Leven Hospital.  Nurses rarely recorded the

          25       frequency, consistency, odour or colour of bowel
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           1       movements.  In respect of C. difficile, all of these

           2       would have been important.

           3           When patients were C. difficile positive, there was

           4       no evidence to indicate that there should have been an

           5       increased emphasis on recording of bowel movements.

           6   Q.  If we wanted to find out greater detail in relation to

           7       the basis of that conclusion, should we turn to page 10

           8       of this overall report?  We can perhaps put that next to

           9       what we have on the screen, that separate page.

          10           We have a section at 2.6 where you set out in detail

          11       an analysis of the seven cases and who had stool charts

          12       in place and who did not and what they consisted of?

          13   A.  That's correct.

          14   Q.  Going back then to page 5 of the report, the second-last

          15       paragraph on that page, you make some reference to the

          16       use of isolation with patients with C. diff.  What was

          17       your overall view here?

          18   A.  In most of the cases, there was reference to the use of

          19       isolation when patients had C. difficile infection.

          20       However, in some instances, it was unclear if they had

          21       actually been placed in isolation.  There was little

          22       reference in the case notes of the importance of hand

          23       washing with soap and water or any evidence to suggest

          24       that there was enhanced cleaning of the environment or

          25       equipment in use.  The majority of the case notes do not
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           1       provide guidance on the use of personal protective

           2       equipment or of the standard precautions that should

           3       have been in place.

           4   Q.  In the next paragraph, you say that there is little

           5       evidence of the infection control nurse visiting the

           6       ward to assess patients or to give instructions to

           7       staff.  I think we have seen in the last case, in

           8       Mr Scullion's case, that it certainly can be inferred

           9       that the nurse did visit the ward and spoke to

          10       Mr Scullion?

          11   A.  Yes, in Mr Scullion's case.

          12   Q.  What we do see, I think, at least at face value on the

          13       infection control card is that the infection control

          14       record seems to suggest that, for example, advice in

          15       relation to the administering of Metronidazole appears

          16       to have been given?

          17   A.  Yes.

          18   Q.  Apart from Mr Scullion's case, do you recollect any

          19       other case where it would appear that the infection

          20       control nurse actually visited the ward to see the

          21       patient and to discuss the patient with the nurses?

          22   A.  In Mrs Kelly's case in Fruin ward, the infection control

          23       nurses were very active.  Also, in relation to one other

          24       case that we looked at, was Mrs Broadley.  The infection

          25       control nurse there visiting the ward on two occasions
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           1       for her MRSA.  However, there was no reference within

           2       her notes that, when Mrs Broadley was actually diagnosed

           3       with C. difficile, she ever visited the ward.

           4   Q.  Turning to page 6 of the report, can you perhaps just

           5       tell us what your overall conclusion here is?  It is the

           6       third paragraph on page 6.

           7   A.  I felt that, overall, nurses failed to demonstrate by

           8       their recording that they had provided adequate care.

           9       The outcomes of some nursing care was poor and in some

          10       areas there was evidence of neglect.  Nurses did not

          11       adequately assess, plan, evaluate or monitor patients'

          12       care to ensure that their care needs were fully met.

          13   Q.  In expressing that overall view, do you have in mind the

          14       terms of the NMC code and the NMC code dealing with

          15       record keeping?

          16   A.  Yes, I do.

          17   Q.  If we turn to page 16 of this overall report, you have

          18       an appendix attached to the report.  I think here -- is

          19       this some sort of aide-memoire to assess how each

          20       patient was managed?

          21   A.  Yes.  It was actually my aide-memoire to compile the

          22       report.  I didn't realise -- I had sent it to the

          23       Inquiry as an example of how I had actually brought

          24       together my overview report, but I didn't realise that

          25       it was being used in an appendix, because I have
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           1       actually updated it from this particular point in time.

           2   Q.  So we can understand it, if we look at page 16, in case

           3       anybody wants to have particular regard to it, do the

           4       initials across the top indicate the name of

           5       the patient?

           6   A.  They do.

           7   Q.  Then you have different sections dealing with, for

           8       example, pressure damage and some comments in relation

           9       to each of the patients?

          10   A.  Yes.

          11   Q.  I have been asked to ask you a particular question in

          12       relation to Mrs Broadley's case, and this is on behalf

          13       of the health board, and I am asked to put to you

          14       whether you accept that your report on Mary Broadley's

          15       case cites no evidence of dehydration and this appendix

          16       qualifies the statement that Mrs Broadley had

          17       dehydration with a question mark.

          18           Now, just to put that in its context, and this is

          19       really why I am taking you to this, if you turn to

          20       page 18 of the appendix, the second initials at the top

          21       are MB, which I assumed meant Mary Broadley; is that

          22       right?

          23   A.  That's correct.

          24   Q.  Then, if we go down the column on the left, we see where

          25       you have noted "Dehydration"; is that correct?
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           1   A.  Yes.

           2   Q.  In the column you have put "? yes".

           3           Now, against that context, the question that I am

           4       asked to put to you is whether you accept that in your

           5       report you cite no evidence of dehydration?

           6   A.  I think, as I said before, I didn't realise that this

           7       was being attached as an appendix.

           8   Q.  I understand that.  If we could just focus on the

           9       question.

          10   A.  I am focusing on the question.  The reason I had "? yes"

          11       was, when I was making out this chart, any areas that

          12       I was unsure about I put a query beside them and then

          13       I was to go back and check them, and obviously I didn't

          14       update this and take the query -- you know, make this

          15       fully --

          16   Q.  If I could just come to the question, the point I think

          17       that is being put to you is that in your report you

          18       don't have any evidence of dehydration in Mrs Broadley's

          19       case mentioned.

          20   A.  That's correct.

          21   Q.  That is correct.  So would this be a point, then, that

          22       you would have been revising, had you been revising this

          23       particular part of the appendix?

          24   A.  Yes, if I felt that this had have been going to be

          25       placed as an appendix, yes, I would have revised it.
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           1   MR MACAULAY:  Thank you, Mrs Colgan.  That is all I have to

           2       ask you.

           3   A.  Thank you.

           4   MR MACAULAY:  My Lord, that is within the context -- and

           5       perhaps Mrs Colgan should wait where she is for a moment

           6       or two -- that the health board have asked me to put

           7       a number of questions to Mrs Colgan.  I think there are

           8       57 questions.  Mrs Colgan was good enough, in

           9       preparation for giving her evidence, to provide written

          10       answers to these questions that she had been provided

          11       with.  The questions and answers have now been put

          12       together in a composite document that has been

          13       circulated with each of the core participants, and in

          14       particular, my learned friend, Mr Kinroy, who is

          15       impacted with this matter, and it has been agreed,

          16       I think, that the answers given by Mrs Colgan in written

          17       form are sufficient and can be looked upon as the

          18       evidence in the case.

          19   LORD MACLEAN:  Mr Kinroy; is that right?

          20   MR KINROY:  I can confirm that is correct, my Lord.

          21   LORD MACLEAN:  Are you quite happy with the answers?  You

          22       have read them all, of course, haven't you?  I don't

          23       mean happy in the sense that you accept them.  I mean in

          24       terms of reading them?

          25   MR KINROY:  Yes, my Lord, I have read them and they don't
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           1       prompt us to ask any further questions.

           2   LORD MACLEAN:  I had a look at the answers last night and

           3       there was a little difficulty here and there in making

           4       out precisely what was being said, but they have

           5       probably been expiscated by this morning.  You are happy

           6       with them?

           7   MR KINROY:  I'm happy.

           8   MR MACAULAY:  I'm grateful for that because it saves some

           9       time.  Subject to that, I have completed Mrs Colgan's

          10       evidence.

          11   LORD MACLEAN:  That completes this tranche.

          12   MR MACAULAY:  Yes, and just to clarify, the questions and

          13       answers will be posted on the website so that they

          14       become evidence in the case.

          15   LORD MACLEAN:  That means that we adjourn now until Tuesday,

          16       23 August, when we will sit for four days, completing on

          17       the Friday.  I suppose it remains for me to wish all

          18       those who are going on holiday in this period a very

          19       restful and well-earned holiday.

          20   (1.00 pm)

          21                 (The hearing was adjourned until

          22              Tuesday, 23 August 2011 at 10.00 am)

          23
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