           1                                        Tuesday, 30 August 2011

           2   (10.00 am)

           3                    MRS LESLEY FOX (continued)

           4              Examination by MR MACAULAY (continued)

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

           6       Sister Fox.

           7   A.  Good morning.

           8   Q.  In relation to the cases that we have looked at, not in

           9       a huge amount of detail, but in a little detail, in the

          10       [Patient B] case, she was someone who had pressure

          11       damage when she was in ward 6, she developed a sacral

          12       sore, and we saw yesterday, I think, Elizabeth Valentine

          13       also developed pressure damage.

          14   A.  Yes.

          15   Q.  Annie Shaw, that we looked at, I think, last week, had

          16       a sore area to her left buttock.  Although we haven't

          17       looked at Mrs Burgess's case in detail, she also had

          18       some evidence of pressure damage.  So there you have,

          19       out of that cohort of patients, a number of patients who

          20       had pressure damage in ward 6?

          21   A.  Yes.

          22   Q.  Might the explanation for that be that you didn't use

          23       the Waterlow tool and, therefore, such patients were

          24       being unnecessarily put at risk of having pressure

          25       damage?
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           1   A.  No, I don't believe that, Mr MacAulay, because the

           2       Waterlow tool, as it is described, is an aid; it is an

           3       aid to everything else that you are doing.  The nursing

           4       staff know that if a patient is compromised, if they

           5       can't change their own position, if they have got

           6       special needs, that we need to do that intervention.

           7           I do -- I don't believe that the Waterlow score was

           8       a vital piece of written documentation for that patient

           9       at that time.

          10   Q.  Were you aware, during the period that we are concerned

          11       with, that you did have patients on your ward who had

          12       pressure damage?

          13   A.  I knew that we had patients with excoriation.  I knew

          14       that we had patients who were requiring enhanced hygiene

          15       requirements; you know, nursing staff would need to deal

          16       with all of their requirements.  The patients weren't

          17       able to do these things for themselves.  We used

          18       mattresses.  Mattresses were available.  When any

          19       patient has frequent loose stools or diarrhoea, it is

          20       one of the first things, you know, that we would try to

          21       prevent using emollients, using creams, so that the

          22       areas did not become further damaged.

          23   Q.  When you talk about excoriation, are you including in

          24       that pressure damage, or is that just a mechanism to

          25       cause -- can you just explain what you mean by that?
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           1   A.  Yes.  The effect upon the skin can quite often be

           2       extremely fast, from urine, from faeces obviously, and

           3       certainly, in the first instance, we would call it

           4       excoriation, but knowing full well that, if we didn't

           5       deal with that immediately by the intervention of

           6       frequent changes, frequent skin care, that this will

           7       lead to further damage.

           8   Q.  But coming back to my original question, were you,

           9       yourself, aware that you did have patients in ward 6

          10       over this relevant period who had pressure damage?

          11   A.  I remember Annie and I remember Margaret Thompson --

          12       Margaret especially, because it was a little bit more

          13       difficult with Margaret.

          14           But now, when I have to look back and answer today,

          15       I don't remember especially it being raised to me as --

          16       you know, as a particular problem that was causing

          17       concern for the staff.  Sorry.

          18   MR KINROY:  My Lord, I wonder if we might make a small

          19       correction?  At page 2, line 19, the word appears to be

          20       "cleans" [draft transcript], but I think I'm right that

          21       the witness said "emollients and creams".

          22   A.  Yes, I did.

          23   LORD MACLEAN:  I'm sure you are right.

          24   MR MACAULAY:  I'm sure what you are saying is, during this

          25       particular period, you didn't see any pressure damage
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           1       that patients were suffering from as a particular

           2       problem in ward 6.

           3   A.  No, I don't think I'm saying that, Mr MacAulay.  I think

           4       what I'm saying is that those patients who I knew to

           5       have a problem I was aware of, I might not have been

           6       aware, although I really don't remember that I saw all

           7       of this damage which has been described to me.

           8   Q.  I think what you said, and I am just looking at the

           9       transcript, is:

          10           "Answer:  ... I don't remember especially it being

          11       raised to me as -- you know, as a particular problem

          12       that was causing concern for the staff ..."

          13           By that you mean the pressure damage.  Do I take it

          14       from that that you were not focusing upon pressure

          15       damage in relation to the patients in ward 6 as

          16       a particular problem during the relevant period?

          17   A.  In discussion with the nursing staff with regard to

          18       these particular patients, if I was not having direct

          19       care with the patients, it would have been discussed

          20       that pressure areas had to receive attention, and that

          21       would have been part of any discussion that we had,

          22       because it was -- it is well-known that excoriation

          23       can -- sorry, loose stools, urine, can cause damage upon

          24       the skin, and that is the first that would be what would

          25       certainly put the patient at increased risk with regard
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           1       to further damage.

           2   Q.  Coming back to my question, so far as you can recollect,

           3       did you see pressure damage as a particular problem in

           4       ward 6?

           5   A.  Yes, I would have done, if I had seen it.  Yes, I would

           6       have done.  But as a whole, over that particular time,

           7       I really was not aware, Mr MacAulay, that there was this

           8       increased evidence and this increased amount, I have to

           9       say that.

          10   Q.  Are you aware of it now?

          11   A.  I am, because I have read everything that I have read,

          12       yes.

          13   Q.  Looking to what you have read, have you seen evidence

          14       relating to pressure damage that should have rung alarm

          15       bells at the time, or would have rung alarm bells at the

          16       time, if you had been aware of it?

          17   A.  Yes, indeed.  Indeed.

          18   Q.  Are you able to explain to the Inquiry how it came to be

          19       that you were not aware of it at the time?

          20   A.  That would be because my staff hadn't discussed that

          21       particular patient, I hadn't had a lot of involvement

          22       with that patient on a daily basis, and so I wouldn't

          23       have been aware, and I can say no more than that.

          24   Q.  Can we go back to the chart we have looked at on

          25       a number of occasions, Sister Fox, and that is
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           1       INQ02610001.  It is the one headed "Ward 6 - C. diff +

           2       related patients (with sample collected dates)".  Do you

           3       have that one in hard copy?

           4   A.  Yes, I do.

           5   Q.  We have been going through the months in the chart and

           6       we have looked, I think, at February.  I think, if you

           7       move into March and April, can you see, without spending

           8       too much time on it, that you still have evidence of

           9       C. diff in the ward into March?  We see the name of

          10       Mr Allan Lynch and Christina Miller as well.  Do you see

          11       that?

          12   A.  Yes, I do.

          13   Q.  Then, as you move into April, again I think we see

          14       evidence of C. diff in the ward; is that right, if you

          15       look towards the top, in particular, we see the names of

          16       Mary McDougall and Margaret Kelly.  Do you see that?

          17   A.  I do.

          18   Q.  I think possibly also Doris Smith.  Then, if we move

          19       into May, again can we see a number of positive results

          20       have been received by the ward; is that right?

          21   A.  Yes.

          22   Q.  So it would appear that if we are just focusing on the

          23       period from December through to May, you had C. diff

          24       fairly consistently on the ward; is that correct?

          25   A.  Yes.
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           1   Q.  We have spent some time, Sister Fox, looking at a number

           2       of individual cases.  Can I suggest to you, and under

           3       reference to some of the points raised by the

           4       independent nurses who gave evidence, that there are

           5       some common trends to be seen in these cases?  If we

           6       begin with care planning, have we seen that an important

           7       preliminary documentation like ADL documentation has not

           8       been completed?  Is that correct?

           9   A.  Yes, in certain cases.

          10   Q.  We saw that?

          11   A.  That's right, we have seen that.

          12   Q.  I think you, yourself, have already indicated that the

          13       care plan or model that you adopted in ward 6 over the

          14       relevant period was not really a nursing model?

          15   A.  Yes, the actual paper; yes, that's correct.

          16   Q.  Now, have we also seen that, in relation to the

          17       particular cases we have looked at, there was a delay in

          18       isolation of patients pending the confirmation of the

          19       C. diff diagnosis by the laboratory?

          20   A.  Yes.  Yes, we have.

          21   Q.  Would you accept that that delay in isolation, in

          22       relation to patients who ultimately proved to be

          23       positive, did put at risk other patients --

          24   A.  Of course.  Of course, yes.

          25   Q.  I'm sorry?

                                             7

           1   A.  Yes, I would agree with that.

           2   Q.  Have we also seen a trend in these cases that the

           3       management of fluid balance on the basis of the charts

           4       was poor?

           5   A.  Yes.

           6   Q.  So far as the independent nurses have been able to

           7       ascertain from the records, there were also cases where

           8       there should have been stool charts and there weren't

           9       any to be found?

          10   A.  Yes, that is true also.

          11   Q.  You also, I think, indicated that, in relation to

          12       nutrition, an important aspect of that, namely, the

          13       weighing of frail, elderly patients, was compromised

          14       because you did not have the appropriate equipment; is

          15       that correct?

          16   A.  Yes, given that a weight is very beneficial, that would

          17       of course have been the guideline.  However,

          18       Mr MacAulay, we would have taken steps virtually

          19       immediately to try to address this, you know, using

          20       supplements that we had, so it -- whilst we didn't have

          21       that -- whilst we didn't have the documentation, we did

          22       still address the issue in the patient of lack of

          23       nutrition.

          24   Q.  There are examples, and the Annie Shaw case is an

          25       example of this, where, although you didn't use the
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           1       nutritional assessment tool, there was a dietician

           2       instruction to have two days' food charts, and there is

           3       no evidence in the documentation that that was done.

           4       Now, how could that come about if you were properly

           5       attending to the needs of the patient?

           6           Perhaps I can give you the reference.  If we put on

           7       the screen the medical records, GGC00510123.  You will

           8       see that, on 11 February, there is a dietician review,

           9       and the third line requested:

          10           "Two days' food chart to assess intake.  Unable to

          11       be weighed as not weight bearing.  Will review".

          12           According to the independent nurse who looked at the

          13       records on this particular case, that was Mrs Phair,

          14       there is no evidence that the food charts were put in

          15       place.  Would that concern you?

          16   A.  Yes, it would concern me.  Furthermore, if it hadn't --

          17       you know, if it hadn't been put in place, if it wasn't

          18       there, I am sure that if I'd been on the ward, that the

          19       dietician would have come to speak to me.  I can give no

          20       explanation for that.  Was the document -- I don't know.

          21   Q.  Very well.

          22   A.  I'm sorry.

          23   Q.  Let's leave that aside.  We have also, I think, seen in

          24       these cases that there were patients, as we have just

          25       been discussing, who had pressure damage, and looking at
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           1       the case of Mrs Valentine, to use that as a recent

           2       example, there is no evidence of a pressure mattress

           3       being used until about a month or so after her

           4       admission.  I think yesterday you accepted that that

           5       wouldn't be acceptable?

           6   A.  Yes, I did.

           7   Q.  I have also taken you, Sister Fox, to criticisms or

           8       points that have been made by family members in relation

           9       to their experience with ward 6; for example, there have

          10       been suggestions from some that they received no advice

          11       in relation to hand washing when the patient had been

          12       diagnosed with C. diff, or any advice in relation to the

          13       management of soiled laundry.  I think I have taken you

          14       to the passages in their evidence on these points.

          15   A.  Yes.

          16   Q.  What is your response to all these points that I have

          17       put to you, as I'm putting to you, the trends, patterns,

          18       that have come out of these cases?  Because you have

          19       repeatedly said that, notwithstanding what might be said

          20       about documentation, and so forth, you still give

          21       appropriate care to the patients, but might the trends

          22       and patterns that I have put to you suggest otherwise?

          23   A.  I would like to say, Mr MacAulay, if I had been aware

          24       that staff were not giving information, were -- were

          25       failing to give the required information, I would have
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           1       addressed that.  I really am still of the opinion,

           2       because I was there and I worked within this

           3       environment, I was not aware of my staff being

           4       lackadaisical, doing anything other than they had to do

           5       for the patient and dealing with enquiries from

           6       relatives and speaking to relatives, making people

           7       aware, and that is my position.  You know, I would not

           8       have tolerated it.  I was very -- I am very -- I was,

           9       I am, very clear about what we need to do as nursing

          10       staff for patients, for relatives, and I would not have

          11       tolerated it, Mr MacAulay.  Why they did not, if

          12       I wasn't standing behind them, I don't know.

          13           Quite often, we have more than one family member.

          14       Quite often, we have lots of family members coming at

          15       different times, dysfunctional families -- not that I'm

          16       indicating that any of these families were like that,

          17       but there was -- there were certain times in the day

          18       when we knew we would need to be addressing relatives,

          19       speaking to relatives, and it would be at this time that

          20       I would think that this information should have been

          21       given.  Everyone was aware what they needed to say and

          22       do.

          23   Q.  You say you would not have tolerated such practice if

          24       you had been aware of them.  Is that your position?

          25   A.  Yes, that is exactly what I'm saying.
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           1   Q.  Would you agree that it was your responsibility, as the

           2       person in charge, to set the tone and culture in the

           3       ward?

           4   A.  Yes, I would.

           5   Q.  Other points that have been made by the independent

           6       nurses who have looked at the records -- and this really

           7       relates to the completion of records with illegible

           8       handwriting and the signatures, and so on.  Were you

           9       aware of that as a problem from that perspective,

          10       leaving aside the impact of that, at the relevant time?

          11   A.  No, I wasn't.  I suppose because I knew my staff's

          12       signatures and I knew my staff and I was ...

          13   Q.  Can I just ask you a separate point, moving away from

          14       that: if you had a patient who had C. diff and became

          15       asymptomatic, would your suspicion be heightened if that

          16       patient subsequently developed diarrhoea; by that I mean

          17       that you would have in mind the risk of recurrence of

          18       C. diff?

          19   A.  Yes, obviously, if the diagnosis had been made, yes, we

          20       would obviously have considered, and probably sent

          21       further specimens.  Yes.

          22   Q.  But coming back to the position of ward 6, does it

          23       appear that practices were adopted that were not in

          24       accordance with good nursing practice?  Take the example

          25       of the nurse not completing the activities of daily
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           1       living documentation, just to use that as an example?

           2   A.  Yes, it would appear that, on occasions, that was the

           3       case, yes.

           4   Q.  You touch upon this in your statement, and I think you

           5       say in your statement -- we can look at it if you

           6       wish -- that the Vale of Leven Hospital was under threat

           7       at this particular time; is that correct?

           8   A.  Yes, there was a lot of change going on at the time.

           9       The future of the Vale was very uncertain.  We knew that

          10       the Vale would exist, but staff weren't aware of how we

          11       would exist, what would be left, yes, and that had gone

          12       on for some time.

          13   Q.  The building itself was quite run down, was it not?

          14   A.  Yes, it was, yes.

          15   Q.  Do you consider that that background had an impact upon

          16       the morale of your staff?

          17   A.  I think undoubtedly it did.  We worked as a team, people

          18       were very supportive of one another, but, yes, there

          19       was -- there was uncertainty on everyone's behalf.  Lots

          20       of people had worked there for years and years.  They

          21       were uncertain about their future, they had mortgages to

          22       pay.  Yes, it was -- it was a very unsettling time.

          23   Q.  Do you think that the impact upon morale might have had

          24       some influence on the way in which nurses practised in

          25       ward 6 and, in particular, how they dealt with the
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           1       patients?

           2   A.  That impact wouldn't have been at the forefront,

           3       Mr MacAulay.  My staff looked after -- they cared about

           4       their patients.  They were very fond of virtually every

           5       patient that came into 6, but sometimes I suppose it is

           6       difficult to maintain personal motivation if you are

           7       feeling bad.

           8   Q.  If you feel that your job might be in jeopardy -- and do

           9       I take it that was the feeling of at least some people

          10       at the time?

          11   A.  Yes, I think no-one knew what was going to happen, but

          12       I do -- you know, I still have to continue to say that

          13       the patient was -- our focus was the patient,

          14       Mr MacAulay; you know, we couldn't -- you know, it was

          15       sort of we just carry on as usual, because the patients

          16       still came into MAU, they still came into the ward and

          17       they still needed to have the care.

          18   Q.  I just want to pick up some discrete points with you

          19       now.  Can we go back to the plan of the ward that we

          20       have looked at on a number of occasions, GGC00700001.

          21       I just want to pick up something that may have come out

          22       from the evidence that you gave about [Patient B], who,

          23       you may remember, was the patient who had been

          24       mobilising in the ward when she may have had C. diff,

          25       but also was placed in bay 15 until she was put into 13.
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           1       Do you remember that?

           2   A.  Yes, I do.

           3   Q.  I think when we looked at the records, what the records

           4       suggested was she was moved from bed 9 to bed 4?

           5   A.  Yes.

           6   Q.  Does that help us in working out the bed numbering in

           7       ward 6?  In particular, does the bed numbering go

           8       clockwise, starting at room 11 around the ward?

           9   A.  Yes, that's correct.  That's correct, yes.

          10   Q.  Would the single bed that we have in bay 11 be bed

          11       number 1?

          12   A.  Yes.

          13   Q.  And 12, that is bed number 2?

          14   A.  Two.

          15   Q.  So we have 3 and 4 in 13; is that correct?

          16   A.  Yes.

          17   Q.  4, 5, 6, 7 in 14 -- is that right -- with the four beds?

          18   A.  That's correct, yes.

          19   Q.  8, 9, 10, 11 in 15, is that right, if we are looking at

          20       bed numbers?

          21   MR PEOPLES:  My Lord --

          22   MR MACAULAY:  Has my arithmetic gone awry?

          23   MR PEOPLES:  I think room 14 would start with 5.

          24   A.  Mr MacAulay, we didn't use this bay number.  We actually

          25       used bed numbers.
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           1   MR MACAULAY:  I understand that from what you have said, and

           2       that is why I'm trying to nail that to see where the

           3       beds are.

           4   A.  I'm sorry.

           5   Q.  I will start again.  We have number 1 in 11; we have 2

           6       in 12; 3 and 4 in 13; is that right?

           7   A.  That's right, then 5 --

           8   Q.  Then 5, 6, 7 and 8 in 14?

           9   A.  That's right.

          10   Q.  9, 10, 11, 12 in 15?

          11   A.  Yes, 13.

          12   Q.  13, 14, 15, 16 in 16; is that right?

          13   A.  Yes, that's right.

          14   Q.  In relation to 17, we see here it is three beds.  Do we

          15       go from -- what are the numbers of the bed in 17?

          16   A.  I'll have to go backwards, Mr MacAulay.  So we had 21 at

          17       19; 20, 19.  Because --

          18   Q.  Do you have 21 or 22 in 19 -- if you go backwards, is it

          19       21 or 22 in 19?

          20   A.  No, if we had -- I don't know when this particular chart

          21       was produced, because, if we are looking at the time

          22       involved, we would have had three beds in there because

          23       we had --

          24   Q.  In room 17?

          25   A.  In 17, because we had the contingency bed, but until the

                                            16

           1       contingency bed was put in place, there would have only

           2       been two beds in 17.

           3   Q.  If you have three beds in 17 and we go from 16, bay 16,

           4       where the last number we had was 16, do we get 17, 18,

           5       19?

           6   A.  Yes.

           7   Q.  And then in 18, 20, 21?

           8   A.  And then 22 --

           9   Q.  And then 22 in 19?

          10   A.  Yes.

          11   Q.  The other point I just want to raise with you and get

          12       some clarification from you is in relation to something

          13       that Mrs Bowes said in her evidence on one occasion when

          14       she was visiting her mother, Mrs Dalton --

          15   MR KINROY:  My Lord, I wonder if that is even now correct on

          16       the numbering of these beds?  I don't mean to cause

          17       difficulty about this, but Sister Fox said, at line 14

          18       of page 16, that the last bed in the sequence was

          19       number 21 in room 19, or -- room 19.  Later, she

          20       appeared to be assenting to what may have just been

          21       propositions of arithmetic.

          22           On page 16, line 14, she said that the bed highest

          23       in number is number 21 in room 19, whereas my learned

          24       friend would have resulted in -- his approach would have

          25       resulted, I think, in number 22 being in room 19.
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           1       I hope I have got that right.

           2   MR PEOPLES:  My Lord, perhaps I can interject?  I thought

           3       the witness had said that, until the contingency bed

           4       went into room 17, it would be 21 beds, but when it went

           5       in during the relevant period, room 19 would be bed 22.

           6       So I don't think there is any inconsistency.  It is just

           7       that there was a time when there were only 21 beds, but

           8       bay 17 was eventually used for an extra bed and that

           9       affected the numbering.

          10   LORD MACLEAN:  Perhaps you should expiscate this.

          11   MR MACAULAY:  Indeed, my Lord.

          12   LORD MACLEAN:  I can't wait for the right result for that.

          13   MR MACAULAY:  Sister Fox, if we focus on bay 17 on the plan,

          14       I think your position is that that could either be

          15       a two- or three-bedded bay; is that right?

          16   A.  Yes.

          17   Q.  If it is a three-bedded bay, does the room in bay 19

          18       become number 22?

          19   A.  It does.

          20   Q.  But if it is a two-bedded bay, then the bed in room 19

          21       becomes number 21?

          22   A.  21, yes.

          23   Q.  I don't know whether that helps my learned friend

          24       Mr Kinroy or not?

          25   MR KINROY:  It does, my Lord.  The small error now is in the
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           1       transcript, I think, which is page 18, line 9.  "If we

           2       focus on bay 19 [draft transcript] of the plan", and

           3       I think that should be "If we focus on bay [or room] 17

           4       on the plan".

           5   MR MACAULAY:  Yes.

           6           Just to clarify, bay 17 could be a two- or

           7       a three-bedded bay; is that correct?

           8   A.  That's correct.

           9   Q.  And that would affect the numbering thereafter?

          10   A.  Yes.

          11   LORD MACLEAN:  So it should be bay 17.

          12   MR MACAULAY:  Bay 17.

          13           I want you to look at a section of Mrs Bowes'

          14       evidence in the transcript, and you will remember she

          15       was Mrs Dalton's daughter.  If we could look at

          16       TRA00010001.  At page 34 of the transcript -- again,

          17       could we take the plan off the screen so we can perhaps

          18       get a bigger view of the page?  This is the episode when

          19       Mrs Bowes and Mrs Dalton are in the TV room when

          20       Mrs Dalton came back from the weekend pass.

          21           There is a question at line 8, when Mr Bowes is

          22       asked:

          23           "Question:  And at this time, was there anybody else

          24       in the TV room?

          25           "Answer:  Yes, there was.  Either at the -- already
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           1       arrived or just shortly after us, there was a lady who

           2       had, I believe, liver cancer or something like that, and

           3       she was with her neighbour, and she'd also been told

           4       they would have to find her -- she'd been on a day pass

           5       also."

           6           So there, apart from Mrs Bowes and Mrs Dalton, there

           7       is also another patient and another person in the TV

           8       room at this time.  Does the description of the patient

           9       at all assist you in identifying who it may have been?

          10   A.  Mr MacAulay, no, it doesn't.  I was -- I do have

          11       a memory of another patient there, but I'm -- I don't

          12       remember, I'm sorry.

          13   Q.  We will leave that aside.  The other point I want to

          14       raise with you out of this transcript is at page 53.  If

          15       we look to line 7, Mrs Bowes is being asked:

          16           "Question:  You also give us some insight into

          17       a telephone conversation I think you overheard --

          18           "Answer:  Yes.

          19           "Question:  -- involving Sister Fox.  Can you just

          20       give us some background to that?  What was that about?

          21           "Answer:  At that point, my mother was awake and we

          22       were having a conversation, and we were just generally

          23       talking about different things, about Christmas,

          24       et cetera, and she was saying how she felt terrible that

          25       she'd missed it and maybe things would get better, but
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           1       she felt dreadful, et cetera.

           2           "At that point, the phone rang and Sister Fox

           3       answered it.  I can't recall her exact words, but it was

           4       a very heated conversation.  I remember my mother and

           5       I at the same time going 'Ooh', and my mother saying

           6       'Someone is not happy', or words to that effect.  She

           7       seemed to certainly fight her case and stand her ground.

           8       The words were to the effect that she wasn't taking any

           9       more, that her ward was closed, and at one point the

          10       phone was slammed down.  I can't recall now, I don't

          11       know whether I said in my statement whether the phone

          12       rang again or whether it was the one conversation.  And

          13       she then called, I believe, to be two members of staff,

          14       I didn't want to turn around, but I believe there were

          15       two members of staff called to the nurses' station, and

          16       she told them that two patients were coming from Paisley

          17       and that we'd better get ready for them, and that she

          18       wasn't happy.  She didn't actually say, 'I'm not happy

          19       about it' to the staff, but she showed she was not

          20       happy.

          21           "Question:  Was it your impression at this point in

          22       time, which I think was shortly after Christmas --

          23           "Answer:  It was Thursday, 27 December.

          24           "Question:  -- that the ward was full?

          25           "Answer:  No, it was not full, no.  It was still
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           1       closed, as far as I was aware.  It was quite empty."

           2           So it would appear that Mrs Bowes overheard some

           3       conversation where, on the face of it, you were being

           4       put under some pressure to take further patients into

           5       the ward.  Do you have any recollection of that

           6       occasion?

           7   A.  Yes, I do remember.  I do remember.  And it was -- you

           8       know, we have an understanding that -- no.  If a ward is

           9       closed, a ward is closed to admissions.  We -- the ward

          10       is closed and -- what I don't remember today -- and

          11       I really don't remember -- and even when I had read this

          12       initially, I had no recollection of just who it was that

          13       I was being directed to do that by.  I don't know.

          14   Q.  But do we understand that you were being directed to

          15       take two patients into a ward that had been closed

          16       because you had an infection on the ward?  Is that

          17       correct?

          18   A.  It had been closed because of infection and, yes, I was

          19       being asked to take further patients.

          20   Q.  And you were unhappy with that?

          21   A.  Yes.

          22   Q.  Perhaps you can explain -- it may be obvious, but

          23       perhaps you can explain why you were unhappy about that?

          24   A.  Until we are given the all-clear, we have to be

          25       responsible with regard to other patients.  We have to
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           1       know that we are safe to be operating again.  Obviously,

           2       it was my opinion at the time -- it is now -- that this

           3       isn't good practice, it isn't good practice.

           4   Q.  Who was instructing you to take the two patients?

           5   A.  Mr MacAulay, I really don't remember.  It would have

           6       been -- it would either have been the bed manager after

           7       she had been told that we had to take the patients, or

           8       it would have been a management decision, but I really

           9       and truly cannot remember.

          10   Q.  Would you consult with Ms Wilson, your own line manager,

          11       your supervisor, before you --

          12   A.  Yes.

          13   Q.  -- acceded to the request?

          14   A.  Yes, yes, but I don't know if I did that day.  I don't

          15       know if she was on duty.  I don't know.

          16   Q.  Can I just ask you a little bit about the medical input

          17       generally on the ward?  We have seen from the records,

          18       for example, to use the fluid balance charts as an

          19       example, that these were not being adequately completed.

          20       To what extent would the medical people, the doctors,

          21       have regard to documentation such as the fluid balance

          22       charts on their ward rounds?

          23   A.  Well, they would have looked at a fluid chart because it

          24       is -- it would have been part and parcel of the

          25       information that they would want to have about the
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           1       patient.

           2   Q.  Do you have any recollection of any of the doctors

           3       drawing your attention --

           4   A.  Yes, I do have, Mr MacAulay.  Yes.

           5   Q.  Did that happen on a regular basis?

           6   A.  On a regular basis, no, I can't say that it did, but

           7       I do remember there being occasions when it had been

           8       said to me, over a long period of time; over a long

           9       period of time.

          10   Q.  I am particularly concerned with the period that we are

          11       looking at, from January 2007 to June 2008.  In that

          12       period, did doctors, on occasion, draw your attention to

          13       the fact that the charts were not being properly

          14       completed?

          15   A.  I don't have any particular recollection of that

          16       particular time, I'm sorry.

          17   Q.  So what time do you have in mind?  Are you talking about

          18       a time prior to that?

          19   A.  Yes, I think I have already said that recording an

          20       intake and output chart is something which is a problem

          21       all of the time, all of the time.  It still is

          22       a problem, Mr MacAulay.  We keep addressing it and

          23       I can -- I'm sorry, I have nothing more to add to that.

          24   Q.  All right.

          25   A.  I know that there had been -- that there would have been
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           1       occasions when the consultant who was seeing the patient

           2       on their ward round, if they felt that it wasn't

           3       sufficiently documented, would have made comment.

           4   Q.  In relation to the management of C. difficile, what

           5       input would the doctor have into that?  For example, the

           6       doctor would prescribe the antibiotics.  I think we know

           7       that.  Would the doctor have any other input?

           8   A.  Well, the medical staff would review the patient every

           9       day, not necessarily the consultant, but the patient

          10       would be reviewed by medical staff and examined every

          11       day.

          12   Q.  Would the nurse communicate with the medical staff and

          13       discuss the patient?

          14   A.  Absolutely, yes.  All day long, we spoke about patients.

          15   LORD MACLEAN:  I'm not quite sure I am following this,

          16       Sister Fox, entirely.  Are you saying that the doctors,

          17       the medical staff, drew your attention from time to

          18       time, over a period, to the fact that you were not

          19       properly completing the fluid balance charts?

          20   A.  Yes.

          21   LORD MACLEAN:  Then what did you do about that?

          22   A.  Well, you'd -- you know, I addressed it every single

          23       time, Lord MacLean.

          24   LORD MACLEAN:  Addressed it with whom?

          25   A.  With the staff, all of the staff, everybody who was on
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           1       the ward.

           2   LORD MACLEAN:  They didn't seem to be very responsive to

           3       what you were saying, did they?

           4   A.  No, it would appear not.

           5   LORD MACLEAN:  Thank you.

           6   MR MACAULAY:  After the problem arose in relation to the

           7       position with C. difficile in the hospital, and this was

           8       in about May or June 2008, I think steps were taken to,

           9       for example, improve the number of sinks you had

          10       available to you, replace commodes.

          11   A.  Yes.

          12   Q.  Improve the fabric, and so on; is that correct?

          13   A.  Yes, that is correct.

          14   Q.  Could I ask you to look at a document for me,

          15       GGC03380001.  You will see this is headed "Walk round of

          16       wards Vale of Leven 27/5/08".  If I can just read:

          17           "As a result of an increased number of cases of

          18       Clostridium difficile ribotype 027, members of

          19       the infection control team in conjunction with other

          20       main stakeholders undertook a walk round of wards and

          21       departments in the Vale of Leven in order to identify if

          22       there were any infection control issues/concerns which

          23       may increase the risk of cross-infection."

          24           We see the list of those who participated,

          25       including, I think, Mrs Wilson, your own supervisor; is
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           1       that right?

           2   A.  Yes, that's right.

           3   Q.  We look at the list of the wards in the next section,

           4       and it doesn't seem that ward 6 was included.  Did the

           5       walk round that took place on 27 May include ward 6, so

           6       far as you can remember?

           7   A.  I think it did, Mr MacAulay, yes.

           8   Q.  If you look at the next comment, then:

           9           "The most concerning issue identified by the

          10       infection control team was the lack of appropriate

          11       numbers of wash-hand sinks within most of the areas

          12       visited."

          13           We have had a discussion about this before.  What

          14       was your position in relation to ward 6 and the number

          15       of sinks?  I think you suggested there may have been

          16       enough at the time; is that correct?

          17   A.  Yes.  When I was actually asked about this at the time,

          18       what I had said was that my nursing staff would go to

          19       a sink to wash their hands.  Yes.

          20   Q.  But, in fact, some new sinks were put into the ward in

          21       due course?

          22   A.  Yes.

          23   Q.  If we turn to the next page of the document, and then

          24       the next page after that, and again move on, next page,

          25       and page 5, and page 6, and page 7.  There doesn't
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           1       appear to be any specific reference to ward 6; is that

           2       correct?

           3   A.  Well, there isn't any specific reference there, but I do

           4       know that we had a walk round and I do know that certain

           5       things were identified in that walk round.

           6   Q.  If we go back then to page 1 of the document, if you

           7       look at the bottom, towards the bottom of the page, when

           8       they talk about the most concerning issue identified by

           9       the ICT was the lack of appropriate numbers of wash-hand

          10       sinks, and then:

          11           "The general fabric of the clinical areas was also

          12       concerning, with many of the issues identified on the

          13       day having been identified by the infection control team

          14       and lead nurses/ward managers as being a risk for

          15       a number of years to no avail."

          16           In relation to your ward, had you raised any matters

          17       relating to the general fabric of the ward as being

          18       a risk from the point of the perspective of infection

          19       control?

          20   A.  Certainly we had no storage.  The ward was very busy, as

          21       I have said repeatedly, and we -- the one area that

          22       I felt we were very well served with was with regard to

          23       the bathroom areas, because we had had some

          24       refurbishment a few years previously to this and there

          25       was -- because we had four patients in a bay, we had
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           1       a lot of -- there was a lot of equipment in the bays to

           2       deal with those patients' needs.  Storage was a massive

           3       issue, just a massive issue.  We did -- we had -- we

           4       had -- each single room area had a wash-hand basin.  We

           5       had a wash-hand basin where the nurses were working and

           6       we could not have had -- with four patients in a bay,

           7       there was nowhere for another wash-hand basin to be,

           8       Mr MacAulay, and that is the way it was.

           9   Q.  Coming back to the question, then, in relation to your

          10       own ward, ward 6, had you, yourself, raised any matters

          11       relating to the general fabric of the ward --

          12   A.  Yes, all of that.

          13   Q.  -- as being a risk from the point of view of infection

          14       control?

          15   A.  It was a risk for everything.

          16   Q.  Had you raised these matters?

          17   A.  Yes, we had discussed it, yes.

          18   Q.  With whom had you raised it?

          19   A.  With my lead nurse, and not just Ms Wilson, but probably

          20       the lead nurses who -- you know, our directorate

          21       managers who had been in place prior to that, because

          22       the pressure was always in.  Ward 6 had been under this

          23       pressure for many years.

          24   Q.  Just so I understand, then, you say that you had

          25       expressed concerns --
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           1   A.  Yes.

           2   Q.  -- from the perspective of infection control in relation

           3       to the fabric of the ward; is that right?

           4   A.  Yes, because I would have been looking at every aspect

           5       of taking care of the patient.

           6   Q.  I understand that.  You mentioned that you would have

           7       raised this with Mrs Wilson.  Who else?

           8   A.  Well, there would have been estates when an

           9       environmental audit had been carried out.

          10   Q.  Any particular person in estates that you would raise

          11       this with?

          12   A.  Well, the head of department of estates is John Menzies,

          13       and so it would have been Mr Menzies, yes.

          14   Q.  Anybody else that you can remember?

          15   A.  With regard to the fabric, if I might just mention about

          16       the cleaning, you know, the domestic situation, all of

          17       the ward area obviously had to be cleaned on a very

          18       regular basis.  There was a schedule, and sometimes

          19       activity levels delayed that and we would -- and I had

          20       many conversations with the domestic supervisor and the

          21       domestic in the ward area giving me advice that, if they

          22       had a problem, they had to come to see me and we would

          23       sort it and -- and it is just trying to put the context

          24       of the activity and the number of patients in ward 6,

          25       Mr MacAulay, you know, and it was -- it had been like
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           1       this for a long time.

           2   Q.  You just mentioned there that it had been like this for

           3       a long time.  How long are you talking about?  Are you

           4       talking years?

           5   A.  Yes, I am, sorry, and probably from the first time that

           6       I actually started at the Vale.

           7   Q.  Did you tell us earlier that that was in 1997?

           8   A.  1997, yes.

           9   Q.  Can I then perhaps finally turn to go back to your

          10       statement to the Inquiry; WTS00960001?  If we can just

          11       go to page 2, paragraphs 5 and 6 and 7, I think these

          12       are matters you have been sort of touching on over the

          13       last few minutes, but you make a contrast between the

          14       position when you first arrived in the Vale of Leven

          15       Hospital in 1997.  You say it was a hugely busy

          16       hospital, every ward was full, that you did major

          17       surgery, there was an intensive care unit.  Then you go

          18       on to say at 6:

          19           "There was no investment in the Vale of Leven for

          20       a long time because the future of the hospital was so

          21       uncertain."

          22           So you are making a contrast there between your

          23       initial time and then as things develop because of

          24       the uncertainty over the hospital; is that right?

          25   A.  That's right, yes.  As services moved, which they did,
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           1       everything became uncertain.

           2   Q.  If I can take you to paragraph 43, you say:

           3           "A lot of hospital-acquired infection education at

           4       the Vale of Leven started in the middle of 2008."

           5           Was this, then, really after the problem had been

           6       identified in May/June 2008?

           7   A.  Yes.

           8   Q.  There is a document that perhaps I should ask you to

           9       look at; GGC17790001.  Is there a second page to this

          10       document?  Perhaps we can go back to the first page.

          11       The first page is an email from Elizabeth Rawle dated

          12       25 September 2008.  It doesn't tell us exactly who it is

          13       sent to.  It reads:

          14           "Hi Liz, Helen has asked me to forward the attached

          15       files with regards to IC training sessions in 2007.

          16       There has been no formal induction training given."

          17           If you turn to the second page of the document, can

          18       we see that we have a document headed "Infection control

          19       nurses education session" and it is dated 8 May 2007.

          20       The name of the course is "C. diff - past, present and

          21       future".  Then we have a list of the ward numbers and

          22       some names associated with the ward numbers and their

          23       band.  But it is blank.  Does this indicate that,

          24       although there may have been some plans for a C. diff

          25       past, present and future education session, it didn't
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           1       take place, or can you help us at all on that?

           2   A.  The document that I'm looking at dated 8 May, this is

           3       the people who attended on that particular day.

           4   Q.  So this was a course that took place --

           5   A.  Yes.

           6   Q.  -- on 8 May 2007?

           7   A.  Mmm.

           8   Q.  Your name is down there.  Do you remember this?

           9   A.  At that particular time, Mr MacAulay, I have to say

          10       that, if I was there then, yes, I went, I attended, but

          11       I am muddled now, because we have had -- since then, we

          12       have had so much more than ...

          13   Q.  If we go back to the email to which this is attached,

          14       page 1 of this and, again, if we can just try to work

          15       this out, perhaps we can see the full email, please,

          16       just on its own.  Just to repeat, it is from

          17       Elizabeth Rawle on 25 September and there is certainly

          18       a copy to Sue Wilson.  It is about IC training.

          19           The text is:

          20           "Hi Liz, Helen ..."

          21           One assumes that is Helen O'Neill, but perhaps not:

          22           "... has asked me to forward the attached files with

          23       regards to IC training sessions in 2007.  There has been

          24       no formal induction training given."

          25           So it is not clear.  Then, if we look to the other
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           1       document, page 2, we see the education session dated

           2       8 May 2007.  If you had attended this, would you have

           3       had a record of attending it?  Would there be some

           4       record kept that you had attended?

           5   A.  Yes.  Yes, infection control would have taken the names

           6       of the people who attended.

           7   Q.  The reason I put to you, I think, that this may not have

           8       happened is, if you look at the top box, the name of

           9       the course is given and then "Held in" and it is blank.

          10       Do you know if this session took place or not, or can

          11       you just not remember?

          12   A.  Mr MacAulay, I can't remember, I'm sorry.

          13   Q.  If we go back to your statement, in paragraph 40 on

          14       page 10 of the statement, WTS00960001 at page 10, in

          15       paragraphs 40 and 41 you have a discussion about the

          16       DNAR position and at the end of paragraph 41 you say:

          17           "The DNAR order will be discussed between nurses at

          18       the handover."

          19           Would you, as the ward sister, have any input into

          20       a DNAR order?

          21   A.  Not just myself, but any of the nursing staff dealing

          22       with the patient -- if the patient was seriously ill,

          23       had a long history, we would quite often raise this with

          24       medical staff.

          25   Q.  When it came to record that the DNAR order had been put
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           1       in place, did you, as the ward sister, have any

           2       particular duty to see that that was recorded in the

           3       nursing records?

           4   A.  I would have expected it to have been documented,

           5       however, but it would most definitely have been handed

           6       over, and I certainly would have had -- I would quite

           7       often have been involved when a consultant was

           8       discussing it with the family, so I would have been

           9       aware, yes.

          10   Q.  If we can look at the form of document, if you can look

          11       at GGC00800001, and if you could turn to page 6 of these

          12       medical records, we are looking at the sort of document

          13       I think we have seen in the past, and if we turn to the

          14       next page, page 7, this is attached to the document, and

          15       if you look to the second-last paragraph, do we see:

          16           "Recording in the nursing notes should be made by

          17       the primary nurse or the most senior member of

          18       the nursing team whose responsibility it is to inform

          19       other members of the nursing team."

          20           Were you aware of that responsibility being there on

          21       the primary nurse or the most senior member of

          22       the nursing team?

          23   A.  I would have to say, no, that I wasn't aware,

          24       Mr MacAulay.

          25   Q.  Can you just help me with this: when the DNAR order was
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           1       completed by the doctor who was dealing with the

           2       patient, what would happen to it?

           3   A.  It stayed within the patient's medical notes.

           4   Q.  Can you just tell me, where would it be located in the

           5       notes?

           6   A.  It would be at the forefront of the -- we had -- in

           7       ward 6, we had what we called the plastic packet and we

           8       also had any previous notes for the patient, so that

           9       would always be referred to as the buff-coloured notes.

          10       That particular period of taking care of the patient

          11       would be in the plastic packet and the DNAR would be in

          12       that plastic packet.

          13   Q.  What else would be in the plastic packet, apart from the

          14       DNAR order?

          15   A.  There would be a front sheet stating why the patient had

          16       been admitted; there would be the medical notes; and

          17       there would be reports and anything else with regard to

          18       that episode of care.

          19   Q.  Where within that packet would the DNAR order

          20       documentation be?

          21   A.  Probably behind the first page.  It would probably --

          22       yes, yeah, it was very prominent.

          23   Q.  Where is the plastic packet kept then?

          24   A.  That would be kept in the notes trolley.

          25   Q.  Is that along with the rest of the records?
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           1   A.  Yes.

           2   Q.  Where is the trolley normally kept?

           3   A.  That would be at the nurses' station.

           4   Q.  If we can go back to your statement, please, which is

           5       still on the screen, if you turn to paragraph 55, we

           6       have discussed this, but I just want to clarify this: in

           7       the statement, paragraph 55, you say:

           8           "If a patient was suspected of having C. diff, they

           9       would be moved immediately to a single room, whether or

          10       not a positive C. diff result had come back from the

          11       laboratory."

          12           Do you need to review that, having looked at the

          13       records in the course of giving your evidence --

          14   A.  Yes.

          15   Q.  -- because it would appear, in fact, that the practice

          16       seemed to be that isolation took place generally once

          17       the diagnosis had been made by the lab; is that right?

          18   A.  Yes.  I would have to say that if we were -- we would

          19       have to look at isolation with regard to what we had

          20       available throughout the hospital, and -- but I still --

          21       I still would say, Mr MacAulay, that if -- you know,

          22       wherever possible, if we suspected C. diff, we would

          23       have done whatever we could to make that patient safe

          24       and all of the other patients safe.  With regard to

          25       isolation, we could only do what we could do with the
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           1       facilities that we had.

           2   Q.  I fully understand that, but it is the assertion that if

           3       a patient was suspected of having C. diff, they would be

           4       moved immediately to a single room, whether or not

           5       a positive C. diff result had come back from the

           6       laboratory.

           7           I think we have seen in the cases we have looked at

           8       that that simply was not the case.  Would you accept

           9       that this is an overstatement that we have here?

          10   A.  Yes, perhaps that was an overstatement.  However, I do

          11       also know that there would have been occasions when we

          12       did suspect and we did move -- you know, the patient was

          13       placed directly from admission into a single room.

          14   Q.  It can't be said, can it, having looked at the records,

          15       that if a patient was suspected of having C. diff, they

          16       would be moved immediately to a single room?

          17   A.  No, it cannot be said.

          18   Q.  Just one other point that I want to raise with you

          19       before I look at some questions I have been asked to

          20       raise with you.  We have seen in some records we have

          21       looked at that there is standard form documentation

          22       relating to moving and handling of patients, and perhaps

          23       I can put this on the screen for you to look at;

          24       GGC00110158.

          25           We are looking at what purports to be
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           1       a Vale of Leven Hospital patient care plan: moving and

           2       handling.  We do see in some of the records we have

           3       looked at what appears to be a standard form, moving and

           4       handling care plans.  So far as ward 6 was concerned,

           5       I don't think we have seen any standard form care plans

           6       for moving and handling; is that right?

           7   A.  That's right.

           8   Q.  So they weren't in use in ward 6?

           9   A.  No.

          10   Q.  How did you plan for the care of patients who required

          11       moving and handling?

          12   A.  How did we plan for that?  Obviously, we would look at

          13       how the patients were able to move; we would discuss

          14       with physio and state, you know, that a mobilator had

          15       been given, that the patient would require assistance

          16       transferring in and out of bed.  That would be part of

          17       our daily discussion.

          18   Q.  But did you ever put in place a written care plan in

          19       order to manage the needs of a patient who required

          20       moving and handling?

          21   A.  I certainly have memory of doing personal care plans,

          22       and certainly if there were particular issues for the

          23       patient, especially perhaps, say, if the patient needed

          24       to be -- that we needed to use a hoist, if the patient

          25       required assistance with two or assistance with one.
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           1   Q.  Are you saying that you, yourself, put into place

           2       personalised care plans for patients to manage the

           3       moving and handling?

           4   A.  At some time, yes, I did, Mr MacAulay.  Yes, I did.

           5   MR MACAULAY:  My Lord, I propose to move on to a chapter

           6       that involves looking at questions that I have been

           7       asked to put by core participants.  That might be an

           8       appropriate time for a break.

           9   LORD MACLEAN:  Yes.

          10   (11.20 am)

          11                         (A short break)

          12   (11.45 am)

          13   MR MACAULAY:  Sister Fox, I have been asked by a number of

          14       parties to put some questions to you.  I am going to

          15       begin by putting questions to you that I have been asked

          16       to put by counsel who is acting on behalf of

          17       the families and patients in this case.  Do you

          18       understand?

          19   A.  Yes, I do.

          20   Q.  The first point I have been asked to raise relates to

          21       bed allocation, bed occupancy.  To what extent did you,

          22       as the ward sister, have a final say in bed allocation

          23       in the ward?

          24   A.  That would be part of a general -- I'm sorry, do you

          25       mean which particular bed a patient would go into?
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           1   Q.  Yes.

           2   A.  We would need to look at the needs of the patient, we

           3       would look at the ward as a whole with regard --

           4   Q.  When you say "we", who do you include in that

           5       discussion?

           6   A.  The nursing staff, yes, and look at what patients we had

           7       in the ward, where we had available spaces, the

           8       presenting problems for the patient, where they would be

           9       best served in the ward.  It was -- we changed bed

          10       position frequently.

          11   Q.  Just so I can put the specific question to you, so if

          12       you could please try to answer the particular question,

          13       and that is, to what extent did you, as the ward sister,

          14       have a say or a final decision in bed allocation?

          15   A.  Yes, I would make a decision.

          16   Q.  You would make the final decision?

          17   A.  Yes, frequently, I would make a decision, yes.

          18   Q.  Who had the final say as to whether a patient should be

          19       admitted to the ward?

          20   A.  The medical staff would do the admitting.  The patient

          21       would be seen in MAU, seen by medical staff, and then

          22       a decision would be taken that the patient had to be

          23       admitted.

          24   Q.  But in relation to occupancy, who would have the final

          25       say?

                                            41

           1   A.  The bed availability would have the final say.

           2   Q.  That is the bed manager, is it?

           3   A.  Oh, I'm sorry, yes, of course.  All of the -- you know,

           4       the bed manager would be aware of every patient who

           5       needed admission, and the bed availability would be

           6       looked at with regard to where that patient could be

           7       admitted to.

           8   Q.  We understand that the bed manager -- that was

           9       Isobel Law; is that right?

          10   A.  That's correct, yes.

          11   Q.  She would have some input.  But who would have the final

          12       say as to whether a particular patient should be

          13       admitted to ward 6?

          14   MR KINROY:  My Lord, I wonder if I might assist the Inquiry?

          15       I do not understand the bed manager to have been

          16       Elizabeth Rawle [draft transcript].

          17   MR MACAULAY:  I did not say that.  I said Isobel Law.

          18       I think it was picked up wrongly by the transcriber.

          19   MR KINROY:  I believe, my Lord, it is Isobel Law.

          20   MR MACAULAY:  It is no doubt my diction, but Isobel Law is

          21       the bed manager, and I think you confirmed that?

          22   A.  Yes.

          23   Q.  Just to come back to the question, who had the final say

          24       as to whether a patient should be admitted to ward 6?

          25   A.  The ward and, I suppose, if I have taken that decision,
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           1       that would be me, but if a patient needed admission,

           2       that would have been a medical staff decision.

           3   Q.  In terms of the ward itself -- I can understand the

           4       medical staff make the decision that a patient should be

           5       admitted to the hospital, but in relation to the

           6       admission of a patient to ward 6, who would have the

           7       final say?

           8   A.  If a patient had medical conditions, I would be apprised

           9       of that through bed management, often the staff

          10       downstairs in MAU, and the patient would come to ward 6.

          11       So whichever nurse was taking the phone call would make

          12       that decision that this was an appropriate patient for

          13       ward 6.

          14   Q.  Who would have the final decision as to where the

          15       patient would be located within the ward?

          16   A.  That would probably -- well, that would be me, in

          17       discussion with the staff, yes.

          18   Q.  You discussed the matter with the staff, but ultimately,

          19       then, would the final decision be your own as to where

          20       the patient would go in the ward?

          21   A.  Yes.  Yes.

          22   Q.  Were patients within the ward grouped together by

          23       reference to particular factors; for example, the

          24       presenting condition, age and so on?

          25   A.  Yes, there would be some patients who we would know
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           1       would need to have closer observation so would need to

           2       be in a particular area; for instance, not in bay 15.

           3       If the patient was neutropenic, we would know that that

           4       patient had to be isolated.  Yes.

           5   Q.  You would then apply your mind to whether patients with

           6       particular conditions should be grouped in a particular

           7       location within the ward; is that right?

           8   A.  No, not necessarily with regard to the condition, but

           9       just to the -- not to an underlying problem, but to the

          10       needs of the patient and what we needed to do, how much

          11       input we needed, you know, that we would know we would

          12       need to give to have the patient in the best position to

          13       be nursed.

          14   Q.  Just coming back to the point I put to you about who

          15       would have the final say as to whether a patient should

          16       be admitted to the ward, if a decision had been made to

          17       admit a patient and that decision was to be changed, are

          18       you able to explain how that could happen?  Would that

          19       be a medical matter?

          20   A.  Yes, if there was a -- obviously, if there was

          21       a deterioration in the patient and medical staff felt

          22       that the patient needed to have -- needed to have

          23       a higher level of care, much more closer observation,

          24       that would be a medical decision.  If a patient needed

          25       to be transferred, obviously, from the Vale of Leven to
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           1       RAH, that would be a medical decision.

           2   Q.  Can I move on then to a separate topic?  This is

           3       something that comes out of the evidence relating to

           4       Elizabeth Valentine, and we looked at her I think

           5       yesterday.  The position was that Mrs Valentine was

           6       admitted to ward 6 on 8 February into room 17, and

           7       approximately one week later she was moved to room 15,

           8       which is a four-bedded room, and she was then moved to

           9       a different position within this bay and, on

          10       21 February 2008, she was placed in room 12, which you

          11       have told us is isolation.

          12           Are you able to explain why this patient was moved

          13       on so many occasions?

          14   A.  Specifically, I can't, Mr MacAulay, but I can say that

          15       from -- it may well have been the decision of

          16       the nursing staff, certainly when she was in bay 17,

          17       that they couldn't observe her sufficiently.  On the

          18       other hand, I also don't know which of the patients were

          19       admitted at that same time and what their needs were.

          20           We did move -- you know, we did move patients, and

          21       that would probably be as a result of what other

          22       patients were being admitted with and presenting with.

          23   Q.  The fact that other patients were being admitted, would

          24       that be the main reason why a patient in the ward

          25       already would be moved to another location?
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           1   A.  I think it would be one of the major reasons.  However,

           2       the other reason would be because the nursing staff

           3       wanted to have better observation.  They would be the

           4       two general reasons for moving.

           5   Q.  Would there be any medical grounds for moving a patient

           6       from one place to another?

           7   A.  Only if it dealt with the observation, I believe.

           8   Q.  Just to do with observation?

           9   A.  Yes, yes, you know, the actual condition of the patient.

          10       I don't believe that --

          11   Q.  To be moved from a three-bedded bay to a four-bedded

          12       bay, can you explain why that would be?

          13   A.  It would depend -- to move from a three to a two to

          14       a four.

          15   Q.  Would that be down to observation, or ...?

          16   A.  We moved patients regularly, and that was usually

          17       dependent upon the new patients coming in and what their

          18       conditions were.

          19   Q.  I have been asked to ask you why her daughter, that's

          20       Mrs McIlree, was not advised of this transfer in

          21       advance?

          22   MR KINROY:  Don't answer that.

          23           I don't think it has been established by the Inquiry

          24       that that occurred as a matter of fact.  Yet the witness

          25       is being asked to accept it was so.  In my submission,

                                            46

           1       it should be put to the witness on a hypothesis of fact.

           2   LORD MACLEAN:  Also, I'm not sure what "in advance" means.

           3   MR MACAULAY:  I can clarify that.

           4           It is suggested that Mrs McIlree, in her evidence --

           5       for the notes, I am advised that the transcript is

           6       TRA00030001 -- was not advised of the transfer, I think,

           7       in advance of her attending the hospital.  Can we

           8       perhaps just clarify that by putting the transcript on

           9       the screen?

          10           If we turn to page 81 of the transcript, if we

          11       perhaps pick it up at the question -- I will take it

          12       from towards the top of the page.  At line 2:

          13           "Answer:  She was moved another three times.

          14           "Question:  Can we see if we can identify her route

          15       to the different rooms?  What was the next room she was

          16       moved to; can you remember?

          17           "Answer:  As far as I can recollect, it was room 15,

          18       a four-bedded room.

          19           "Question:  We can see that on the plan.  How long

          20       had elapsed between moving from room 17 to room 15?

          21           "Answer:  Between 17 and 15, I would say a week,

          22       maybe slightly longer.  I couldn't be exactly positive.

          23           "Question:  I think, if you have your statement in

          24       front of you, at paragraph 19 you say: 'After about

          25       seven days, she was moved to room 15'.  So that sort of
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           1       time?

           2           "Answer:  Yes, timeframe.

           3           "Question:  You mentioned more movements.  What was

           4       the next room?

           5           "Answer:  She was still in room 15, but they changed

           6       beds.  She was moved from -- looking at the plan, she

           7       was moved from the left-hand side to the opposite side,

           8       the right.  The two beds were facing like that, so she

           9       went from one to the other, but still in the same

          10       four-bedded room.

          11           "Question:  Were you told why she was being moved

          12       from room 17 to room 15?

          13           "Answer:  No, because I'd actually went to visit my

          14       mum and I went to room 17 and I saw her bed was empty,

          15       and obviously had an initial panic and I went to the

          16       nursing station, and they said she had been transferred,

          17       but no reason.

          18           "Question:  What about the switching of beds in

          19       room 15?  Were you told why that happened?

          20           "Answer:  No, I wasn't told, no.

          21           "Question:  Was the bed your mother had been in

          22       occupied by somebody else?

          23           "Answer:  Yes.  I don't know whether they had

          24       changed -- because it was a new patient had come in.

          25       I don't understand that.
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           1           "Question:  Was the room itself fully occupied?

           2           "Answer:  Yes."

           3           So that is the context that I have been asked to

           4       explore this with you, Sister Fox, so it would appear

           5       that Mrs Valentine is moved, that Mrs McIlree says that

           6       she went to visit -- she went into the room she had been

           7       in and she wasn't there.  I think the point I have been

           8       asked to raise with you is, assuming -- on the

           9       hypothesis that what she says is correct, I suppose the

          10       point really is: should she have been told in advance

          11       that her mother had been moved from one room to another

          12       before she came to visit?

          13   A.  I would say, Mr MacAulay, that when every patient was

          14       transferred from ward 6 into another area, we would --

          15       as a matter of course, this was part of the transferring

          16       of the patient.  We would contact a relative

          17       immediately.

          18           However, there would be -- we would rarely have

          19       contacted a relative to say that "Your mum is moving

          20       from ward 17" -- sorry, "room 17 into room 15".  We

          21       would have tried our very level best to actually see

          22       that relative as they came into the ward.  No, it would

          23       not have been -- we simply wouldn't have had time to do

          24       that.

          25   Q.  So that wasn't the practice?
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           1   A.  No, that was not practice, no.

           2   Q.  Today, does that still remain the position?  If you were

           3       to have movement within the ward, would the relative not

           4       be told until the relative came to visit at visiting

           5       hours?

           6   A.  It would depend upon why we had moved the patient.  If

           7       it was, you know, a gross deterioration or if we were

           8       asking relatives to come in, then, yes, we would

           9       obviously contact them then, but, no, it is not matter

          10       of practice, no.

          11   Q.  Just on that, do you have the same degree of movement

          12       within the ward now as you had -- well, when I say

          13       "now", of course you are not involved in the same way.

          14   A.  No, and it is different.  You know, the whole of

          15       the Vale is different now, so it isn't quite the same as

          16       it was then.  We do have movement, but not anything like

          17       we used to have.

          18   Q.  In a similar vein in relation to Catherine Wrethman,

          19       I have been asked to ask you this, that in relation,

          20       again, to patient movement and transfer,

          21       Deborah Mills -- in the transcript TRA00060001 at

          22       pages 129 to 130 -- said that Catherine Wrethman was,

          23       in December 2007, moved from one four-bedded room in

          24       ward 6 to a different four-bedded room, but the reason

          25       for the move was not explained.
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           1           On the assumption that that is right, are you able

           2       to shed any light as to why Mrs Wrethman --

           3   MR KINROY:  Don't answer that.

           4           My Lord, this is really a plea for help.  I am sure

           5       this is relevant, but I can't see why, and no doubt it

           6       would assist the smooth progress of the Inquiry if my

           7       learned friend would just explain the relevance of this

           8       issue about not notifying to relatives beforehand that

           9       a patient has been moved from one bed to another.

          10   LORD MACLEAN:  If I understand, Sister Fox, the practice in

          11       ward 6 -- perhaps the practice in Vale of Leven Hospital

          12       at the time -- was that you didn't explain, as a matter

          13       of practice, that a patient was moved to somewhere else

          14       within the ward.  Is that right?

          15   A.  We would quite often give a reason, Lord MacLean, you

          16       know, and we would say this was due to bed management

          17       and --

          18   LORD MACLEAN:  If you could, you would?

          19   A.  Yes, really.

          20   LORD MACLEAN:  But sometimes you weren't able to say?

          21   A.  Mmm.

          22   LORD MACLEAN:  I don't know whether Mrs Wrethman falls

          23       within that principle -- I suspect from the way the

          24       question is asked she does.  Is that right, Mr MacAulay?

          25   MR MACAULAY:  I don't know if my learned friend has picked
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           1       up the point of the question, but the question simply is

           2       seeking to explore why, assuming the evidence is

           3       correct, Mrs Wrethman was moved from one room to

           4       another.  It is not to do with informing relatives, this

           5       particular point.

           6   LORD MACLEAN:  What the basis for the move was?

           7   MR MACAULAY:  Yes.  That was the question I asked.

           8   MR KINROY:  That is the mystery cleared up for me, my Lord.

           9       Thank you.

          10   MR MACAULAY:  That was the question, and I will put it to

          11       you again, so we can see if we are all on the same

          12       wavelength: in relation to patient movement transfer,

          13       Deborah Mills, in the transcript at TRA00060001 at

          14       pages 129 to 130, said that Catherine Wrethman was,

          15       in December 2007, moved from one four-bedded room in

          16       ward 6 to a different four-bedded room, but the reason

          17       for the move was not explained.

          18           Can you shed light on why this patient was moved?

          19   A.  I don't have a memory of that, of moving from

          20       a four-bedded to a four-bedded.  Sorry, can I just refer

          21       to this?  It is room 15, then she was moved to 16.

          22       I really don't know.

          23   Q.  I think you are looking at the transcript.

          24   A.  Yes, sorry, I am.

          25   Q.  At line 14 she is asked:
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           1           "Question:  You identify room 15 as to where she

           2       was, that she remained in room 15 for, you say, about

           3       four days, and then you say she was moved to room 16; is

           4       that correct ...

           5           "Question:  And was that, again, another four-bedded

           6       room?

           7           "Answer:  Yes."

           8           The room appears to have been occupied.  If you

           9       can't tell us, you can't --

          10   A.  Mr MacAulay, I can't, you know.  She certainly -- it

          11       doesn't look as if she was in there by herself, because

          12       we might do that as well, if a patient was in a room by

          13       themselves, we would move them to have company.  I don't

          14       know.  I don't know, I'm sorry.  I don't know.

          15   Q.  The next questions I want to ask you relate to one of

          16       the patients I think from ward 6, Janet Fitzsimmons.

          17       I don't know if you remember that patient or not?

          18   A.  Yes, I do.  I do.

          19   Q.  We had evidence from Mr Bourhill, who is

          20       Mrs Fitzsimmons's son.  If I can just put this to you:

          21       on 28 December 2007, Mrs Fitzsimmons was transferred

          22       from the Royal Alexandra Hospital to ward 6 at the

          23       Vale of Leven.  We don't need it on the screen, but

          24       I will give the transcript reference for the notes:

          25       TRA00060001 at page 68.
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           1           What I have been asked to ask you is this: was she

           2       the other patient who was transferred along with

           3       Nancy Campbell after the heated telephone call on about

           4       27 December 2007 overheard by Brenda Bowes?

           5   A.  Mr MacAulay, I don't remember.  I'm sorry, I do not

           6       remember if it was Janet or not.

           7   Q.  Associated with that in relation to patient transfer,

           8       Mr Bourhill said that staff on ward 14 were surprised

           9       that a patient with loose stools was transferred from

          10       ward 6 on 22 April 2008.  Just to note that a stool

          11       sample was collected on 24 April in ward 14 and that was

          12       positive for C. diff.

          13           Again, can you remember why this patient was

          14       transferred on this occasion?  So the point is, just to

          15       be clear, as I understand it, Mrs Fitzsimmons was

          16       transferred from ward 6, on 22 April, to ward 14 when

          17       she had loose stools; that's what's being suggested?

          18   A.  Yes.

          19   Q.  Indeed, her stool sample collected two days later proved

          20       to be positive for C. diff when she was in ward 14.  Can

          21       you remember what the reason for the transfer of

          22       Mrs Fitzsimmons was?

          23   A.  Well, the reason for transfer was for further

          24       rehabilitation, and I know that we had sent many

          25       specimens from Janet, all having been negative, and
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           1       I do -- I am aware that we had had many conversations

           2       with physicians, with infection control, with regard to

           3       the continuing symptoms with Janet.

           4   Q.  As I understand the point that is being made here on

           5       behalf of the family, it is: was there any good reason

           6       why the patient could not have remained on ward 6 until

           7       free of loose stools?

           8   A.  I think, given the nature of the frequency with regard

           9       to loose stools with Janet, perhaps it was felt that,

          10       due to her underlying problems, that it was best just to

          11       move on with rehabilitation.

          12   Q.  In the absence of a good reason, and you put forward

          13       a reason, and the documentation of that reason, would

          14       the transfer of a patient with loose stools to another

          15       ward represent bad practice because it would increase

          16       the risk of spread of infection?

          17   A.  Yes.  Yes.

          18   Q.  The next chapter I have been asked to raise with you

          19       relates to communication with family members.  First of

          20       all, can I ask you, were family members encouraged to

          21       approach the nursing staff to obtain information

          22       concerning their relatives regarding prognosis, clinical

          23       condition and progress?

          24   A.  Wherever possible, all of the nurses -- all of my

          25       nursing staff were encouraged positively to be
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           1       proactive, rather than to have to react, but as I have

           2       already described, there were many occasions when this

           3       wasn't possible.

           4           Nurses do become distracted, they are doing a thing

           5       and someone comes to ask them a question.  I would --

           6       really, I would hope that whenever a relative did

           7       approach us, that we were as helpful as we could be, but

           8       perhaps, on occasion, our communication skills might

           9       have been better, definitely.

          10   Q.  In relation to the use of soap and water to wash your

          11       hands with when you had a patient with C. diff, a family

          12       member might know to use the gel because the gel is

          13       evidently available, but to know to use soap and water,

          14       would the family member really require to be told by the

          15       nursing staff that soap and water was appropriate?

          16   A.  The family member should have been advised that it was

          17       not only appropriate, but the only safe thing to do;

          18       yes.  Yes, because -- yes.

          19   Q.  If the nursing staff are engaged in handover, and

          20       I think you have indicated that handover would coincide

          21       with the visiting hours in the evening --

          22   A.  In the evening, yes.

          23   Q.  -- would that restrict their ability to communicate such

          24       matters with the family who are visiting?

          25   A.  It might have interfered with it.  I don't know that it
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           1       should have interfered with all of the communication,

           2       and certainly the night staff spoke to relatives after

           3       the day staff had left the ward.  It should have been

           4       part of the communication for that family.

           5   Q.  Was there a hospital policy regarding communication with

           6       families?

           7   A.  A policy?

           8   Q.  Yes.

           9   A.  No, not -- not that I'm aware of.

          10   Q.  Moving on again in relation to Mrs Dalton, and looking

          11       to the evidence of Mrs Bowes, Mrs Bowes said in evidence

          12       that the door to room 11 was left open frequently after

          13       Mrs Dalton had been placed in that room.  Are you able

          14       to say whether or not that was the case?

          15   A.  Yes, that may well have been the case, Mr MacAulay.

          16       Might I give a reason for that, please?

          17   Q.  Indeed, yes, please.

          18   A.  Any patient in isolation feels isolated.  We were better

          19       able to actually view the patient with the door open

          20       because of the design of the door, yes, and that would

          21       be why sometimes the door would be left open.

          22   Q.  I have been asked to put to you that if Mrs Dalton's

          23       door was left open, does this represent effective

          24       isolation?

          25   A.  I believe in many aspects, yes, it does, because
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           1       everything would go on inside of that room, but with

           2       regard to true isolation with the requirement of

           3       the door being closed, no.

           4   Q.  Again, this is in relation to Mrs Valentine, I have been

           5       asked to put this to you, and we may have touched upon

           6       this already, but I will just do it again, that in

           7       relation to isolation precautions, Carol McIlree stated

           8       that her mother was put into a single room, which was

           9       room 12, on about 21 February 2008.  She went on to

          10       state that there was no notice on the door.  That was at

          11       the transcript at TRA00030001 at page 104.  Assuming she

          12       is correct in that, ought there to have been a notice on

          13       the door?

          14   A.  Yes, there should have been, and I'm very surprised that

          15       there wasn't.

          16   Q.  I have been asked to put to you, if there wasn't, are

          17       you able to say why that would be?

          18   A.  No, I can't.

          19   Q.  Again, in relation to the evidence of Mrs McIlree, at

          20       page 101 in the same transcript she said that she

          21       recalled seeing a woman in a dark suit with a clipboard

          22       who was saying in February 2008, prior to

          23       22 February 2008, that there was MRSA and C. diff on the

          24       ward.

          25           First of all, looking to that description, assuming
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           1       it to be an accurate one, can you shed any light on the

           2       identity of who this might be, the lady with the

           3       clipboard?

           4   A.  No, I can't, Mr MacAulay.  I don't know who that would

           5       have been.

           6   Q.  At that time in February 2008, and that is prior to

           7       22 February 2008, did you consider at that time that

           8       there might have been an outbreak of C. difficile in the

           9       ward?  Again, I think we have touched on this before.

          10   A.  Yes, I can say no more than I have already said.  Did

          11       I think of it as an outbreak?  No, I didn't.  I didn't.

          12   MR KINROY:  My Lord, we may have another hiccup in the

          13       transcript.  I may be mistaken, however.  On this page,

          14       at line 12, the time is said to be "prior to

          15       2 February 2008" [draft transcript].

          16   LORD MACLEAN:  May I just enquire how corrections to this

          17       transcript are made, because there must be corrections,

          18       obviously?

          19            (Off-the-record discussion re transcript)

          20   MR MACAULAY:  Going back to Mrs Valentine, I have also been

          21       asked to raise this with you, a particular point about

          22       cleaning, because Mrs McIlree said in evidence at

          23       page 116 of the transcript, that there was a urine

          24       spillage that had occurred when her mother's catheter

          25       bag was being emptied.  Perhaps let's look at page 116
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           1       of the transcript.

           2           I can alight on it immediately.  I will just put

           3       this to you --

           4   MR PEOPLES:  I think the transcript is TRA00030001.

           5   MR MACAULAY:  The transcript is TRA00030001, page 116,

           6       according to the note I have been given.  If we look to

           7       line 17, Mrs McIlree is asked:

           8           "Question:  And generally, the cleaning of the ward

           9       itself?

          10           "Answer:  On occasions, I'm sad to say that there

          11       were some spillages at the side of my mum's bed.  My mum

          12       was catheterised for her urine at some points and, when

          13       the bag was emptied, there was occasionally some

          14       spillage when they were emptying the bag, and it could

          15       still be there the next morning."

          16           There is some reference to bloodstains on the sheet.

          17       Particularly to focus on the urine spillage, what I have

          18       been asked to put to you, if that is correct what

          19       Mrs McIlree is saying, is that that really is totally

          20       unacceptable, that you should have a urine spillage on

          21       the floor for so long?

          22   A.  Yes, I would agree, but what I would say is that I just

          23       cannot -- it would be a matter of course that, if there

          24       was a spillage, the spillage would be dealt with.

          25       Certainly, in the case of urine -- in fact, anything at

                                            60

           1       all, but that -- you know, certainly to fail to remove

           2       a spillage would be unacceptable, yes.

           3   Q.  What is the likely explanation for that?

           4   A.  I don't have one, Mr MacAulay, because it -- I just

           5       don't have one, because it is urine and it is on a floor

           6       and it should be dealt with.

           7   Q.  If we go back to page 116, towards the bottom of

           8       the page when she's talking about the spillages, she

           9       goes on to say:

          10           "Answer:  And also, sometimes when the blood was

          11       taken there would be slight bloodstains on the sheets.

          12       And on another occasion, when my mum was really [turn to

          13       page 117] ill in room 12, she had been soiling herself

          14       very frequently and, when I went in, she'd been changed

          15       but the sheet was slightly soiled at the side.  The

          16       sheet hadn't been changed."

          17           What about that?  Is that acceptable?

          18   A.  No, it isn't acceptable, and it should have been done.

          19       I can only envisage that the staff hadn't either seen it

          20       or -- because we would change soiled sheets.  We spent

          21       our days changing linen.  The beds had to be clean.  The

          22       patients had to have clean sheets, yes; definitely.  So

          23       I don't know why; it should have been.

          24   Q.  Just towards the bottom of that page, a point I have

          25       been asked to pick up with you, at line 20:
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           1           "Question:  You do make mention of an episode -- and

           2       this is in paragraph 49, just going back a bit -- when

           3       your mother was in room 15 of ward 6, and she told you

           4       she'd, I think, fallen out of bed?

           5           "Answer:  Yes.

           6           "Question:  What happened on that occasion?

           7           "Answer:  We went to visit during the day, and she

           8       said, 'I fell out of bed last night,' and I actually

           9       didn't believe her at first, you know.  I said, 'Are you

          10       sure?', because she had bed guards up at the side, and

          11       she said, 'Yes, I've hurt my arm a bit,' and I said,

          12       'Well, wait, and we'll ask the nurse'.

          13           "So I went to the nursing station and asked if my

          14       mum had had a fall out of bed and the answer was, 'No,

          15       indeed she has not,' and I said, 'I thought my mum might

          16       have been confused, but she's adamant that she had

          17       a fall'.  So she said, 'Oh, just hold on a minute and

          18       I'll go and check the records that we keep'.  When she

          19       went and looked it up, it had been marked in the book

          20       that my mum had had a fall out of bed during the night.

          21           "Question:  What was your concern then?  Was the

          22       concern that she'd had the fall or that you weren't told

          23       about it?

          24           "Answer:  That I hadn't been told that my mum had

          25       had an accident.  I mean, she was quite frail.  She did
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           1       say she had a sore arm.  Obviously, nothing was broken,

           2       but, you know, she seemed to be quite distressed at the

           3       fact that she'd found herself on the floor."

           4           Now, I think the point there is that -- well, the

           5       patient fell, but also that the family member hadn't

           6       been told.  Is that at all acceptable?

           7   A.  No, no.

           8   Q.  It would appear, if one accepts what is said in that

           9       section of the transcript that I have taken you to, that

          10       the staff on duty were not aware that Mrs Valentine had

          11       fallen out of bed overnight.  Is that acceptable, that

          12       the staff on duty would not be aware of that?

          13   MR KINROY:  Don't answer that.  In my submission, my Lord,

          14       it appears that one staff member was not aware, not the

          15       staff on the ward.

          16   MR MACAULAY:  I can clarify that, and I am obviously

          17       focusing on the one staff member that dealt with

          18       Mrs McIlree.  Is that acceptable that that staff member

          19       was not aware, if she was going to deal with the family

          20       member?

          21   A.  No, that staff member, had she received handover, should

          22       have been aware.  Yes, she should have -- she would have

          23       been aware, because that would have been handed over to

          24       her.

          25   Q.  I think that concludes the outstanding points that I was
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           1       asked to raise on behalf of the families.

           2           Can I then move on to put some questions to you that

           3       have been passed to me by your legal representative?

           4       This is something we explored in detail some time ago.

           5       You may remember that, in relation to Waterlow scoring,

           6       I looked in some detail at your statement to see what

           7       you said about whether or not you used the Waterlow tool

           8       as a scoring tool in the Vale of Leven?

           9   A.  Yes.

          10   Q.  What I have been asked to ask you -- and I think you may

          11       have done this already, but I will do it again -- at the

          12       time of giving your statement, had you considered fully

          13       the records with regard to Waterlow scoring?

          14   A.  No, I hadn't.

          15   Q.  I have been asked to ask you, on what date did you

          16       realise that the information contained in your first

          17       statement about using the Waterlow tool, that is, the

          18       document, was incorrect?

          19   A.  I know that that was when I looked at all of the notes

          20       of all of the patients who had been considered.

          21   Q.  Was this after you had signed your supplementary

          22       statement?

          23   A.  Yes, it was, Mr MacAulay.

          24   Q.  You have said, and I have been asked to put this to you,

          25       that you used the fundamental principles of Waterlow, if
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           1       not the document itself.  What did you mean by this?

           2   A.  What I mean by this is, when I would look at

           3       a patient -- and this would be true of my nursing staff

           4       also -- I would look at a patient -- and I think I have

           5       said this already: how I was viewing the patient, what

           6       the patient's history was, I would be looking at all of

           7       those aspects that are incorporated within the Waterlow

           8       score, and also have additional information, because of

           9       the patient's condition.  I would be making that --

          10       I would personally be making that assessment of

          11       the patient as I looked at the patient.

          12   Q.  Did you have access to the Waterlow document for

          13       reference?

          14   A.  Yes, there was a document in the ward area.  Both teams

          15       had one.  But I can also say, Mr MacAulay, that the

          16       majority of that information was also in my head.

          17   Q.  The question I have been asked to put to you is, did you

          18       have access to the Waterlow document for reference --

          19   A.  Yes.

          20   Q.  You say you did?

          21   A.  Yes.

          22   Q.  In relation to the supplementary statement that you

          23       produced, was this produced in response to specific

          24       questions that were asked of you?

          25   A.  Yes, quite specific.  Yes.
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           1   Q.  In connection with the Bristol stool chart, I have been

           2       asked to ask you: what types of stool would be sent to

           3       the laboratory for testing?

           4   A.  Soft frequent stools and obviously watery diarrhoea;

           5       yes.

           6   Q.  I have been asked to show you the chart, and I can put

           7       that on the screen, it is at INQ00020001.  We have the

           8       Bristol stool chart on the screen.  Can you then

           9       identify the types of stool that would be a cause for

          10       concern?

          11   A.  Yes.  We would send 5, 6 and 7 type.

          12   Q.  The next section relates to the completion of paperwork.

          13       During the period January 2007 to June 2008, was the

          14       issue of a failure to complete paperwork consistently or

          15       to use specific forms raised with you by Sue Wilson?

          16   A.  No.

          17   Q.  During the same period, was the same issue raised with

          18       you by the medical staff?

          19   A.  Certainly not paperwork per se.  There may well have

          20       been comment made about fluid charts.

          21   Q.  We have discussed that already.

          22   A.  Yes.

          23   Q.  You were asked earlier about your auditing.  What do you

          24       understand by that?

          25   A.  Well, audit is another tool.  It enables us to measure
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           1       standards.  It enables us to put improvements in place.

           2   Q.  At your level, did you do that in any way?

           3   A.  We did whatever audit was asked of us.  Did I do it as

           4       a matter of course as part of my role as a particular

           5       document?  No, I didn't.  I didn't.

           6   Q.  The next section is headed "Patient care".  What I have

           7       been asked to put to you by those representing you is:

           8       today, knowing everything that you now do, do you think

           9       that patient care was compromised by the deficiencies in

          10       paperwork completion you have accepted?

          11   A.  I have -- obviously, I have thought very long and hard

          12       about this, and I do believe, and I still believe, that

          13       my staff gave the best of care that they could under the

          14       circumstances.  I also really have to say that I see --

          15       I see the same dedication now and attention to detail

          16       now as I did then.  I believe that we did what we could

          17       do in the best interests of the patient at all times.

          18   Q.  The next section I have been asked to go through with

          19       you is isolation.  I have a number of questions I have

          20       been asked to put to you here.

          21           What factors would indicate the need for a patient

          22       to be isolated?

          23   A.  As we have described, we have patients with MRSA, we

          24       would have patients who were neutropenic, we also would

          25       have dying patients, and although we wouldn't class that
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           1       as isolation, we would try to give families a little bit

           2       of quiet and enable them to come and go frequently

           3       through the day.  Obviously, those patients where we

           4       knew ourselves that we needed to determine why they had

           5       loose stools, and we would isolate whenever we could,

           6       whenever that was possible.  There were lots of reasons

           7       for isolation.  Sorry.

           8   Q.  I have been asked --

           9   LORD MACLEAN:  I wonder if we could have a short break, but

          10       resume immediately, because you will want to finish all

          11       the questions.

          12   MR MACAULAY:  As many as I can before lunch, my Lord.

          13   LORD MACLEAN:  You don't think you will be able to finish

          14       them before lunch?

          15   MR MACAULAY:  I have also the health board questions.

          16   LORD MACLEAN:  I know you do.

          17   MR MACAULAY:  There are quite a number of those.  Unless

          18       your Lordship would consider rising early for lunch.

          19   LORD MACLEAN:  I can rise early for lunch now and sit in an

          20       hour's time.  That won't inconvenience anyone, will it?

          21   MR MACAULAY:  I see shaking heads.  I don't think so.

          22   LORD MACLEAN:  We will do that and sit at 1.40 pm and

          23       complete Sister Fox's evidence.  Will you start the next

          24       witness then?

          25   MR MACAULAY:  That was my intention, my Lord.
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           1   LORD MACLEAN:  Immediately?

           2   MR MACAULAY:  Yes.

           3   LORD MACLEAN:  Who is not present in the hall.

           4   MR MACAULAY:  I wasn't aware of that.

           5   LORD MACLEAN:  All right.  We will resume at 1.40 pm.

           6   (12.40 pm)

           7                     (The short adjournment)

           8   (1.40 pm)

           9   MR MACAULAY:  Good afternoon, Sister Fox.

          10   A.  Good afternoon.

          11   Q.  Before we adjourned, I was putting some questions to you

          12       that I have been asked to put to you on behalf of your

          13       legal representatives.

          14   A.  Yes.

          15   Q.  One of the questions that I want to go back to so that

          16       I can understand your answer before I move on is the

          17       question to which you did give an answer, and it was the

          18       question:

          19           "Question:  Today, knowing everything you now do, do

          20       you think that patient care was compromised by the

          21       deficiencies in paperwork completion you have accepted?"

          22           Do you remember my putting that question to you

          23       before lunch?

          24   A.  Yes.  Yes, you did.

          25   Q.  Can I just understand your answer to that particular
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           1       question that I have been asked to put to you?

           2   A.  It is obvious to me, when I have read what has been

           3       written, that more should have been written; that would

           4       have given greater clarity.  But my belief now is, as it

           5       was then, that in the circumstances that we found

           6       ourselves, we did the very best that we could.  I really

           7       was never aware of any lackadaisical care being given by

           8       my staff.  I witnessed my staff doing the very, very

           9       best that they could do.  There were, indeed, very many,

          10       many, very positive outcomes.

          11   Q.  The reason I have asked you the question again is -- you

          12       can tell me whether or not this is right or wrong --

          13       "the best they could", does that mean that was, as it

          14       were, a high standard of care for the patient?  You can

          15       do the best you could in circumstances which may result

          16       in defective care.  Do you understand the distinction?

          17   A.  Yes, I do understand.  I do understand the distinction.

          18   Q.  That is why I am seeking clarification of this.

          19   A.  If I had been -- if I had been involved with every

          20       single patient on every single day for 24 hours a day,

          21       I would know with absolute certainty that the very best

          22       in the patient's best interests had been carried out.

          23           Mr MacAulay, I can't say that, because I wasn't

          24       there 24 hours a day.  I know that what was given to the

          25       patient for the majority of the time was absolutely what
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           1       should have -- you know, the care was received as it

           2       should have been given.

           3           As we have seen, there are situations when I have

           4       not been able to explain why a thing hasn't been done,

           5       and that is truly with hindsight.

           6   Q.  Unless there is anything further you wish to add on that

           7       particular point, shall we leave that there?

           8   A.  Have I anything I wish to add?  I'm sorry?

           9   Q.  I think, basically -- this is a question I am putting to

          10       you on behalf of your legal representatives.

          11   A.  Yes, I know.

          12   Q.  Can I put it to you in this way, and this might focus

          13       it: was the care given to the patients the optimum level

          14       of care that could have been given to them?

          15   A.  I believe on the majority of occasions that was correct.

          16       Yes, I do.

          17   Q.  Can I then go back to the topic I had been discussing

          18       with you just before the adjournment, and that was

          19       isolation.  I had asked you, I think, a couple of

          20       questions about that, but can I ask you this: were there

          21       constraints on facilitating isolation?

          22   A.  Yes.  Yes, there were.

          23   Q.  If so, what were they?

          24   A.  The constraints would have been the lack of isolation

          25       areas, yes.  We didn't have sufficient throughout the
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           1       hospital.  There were occasions when we had insufficient

           2       isolation rooms.

           3   Q.  During the period in question, from January 2007

           4       to June 2008, did the high incidence of norovirus limit

           5       the options for isolating patients?

           6   A.  Yes, definitely.

           7   Q.  To what extent did discussions take place with bed

           8       management about the possibility of accommodating

           9       patients who required isolation elsewhere in the

          10       hospital?

          11   A.  Virtually on a daily basis, certainly during this

          12       period, infection control attended the bed meeting, and

          13       I do know that a form had been devised with regard to

          14       isolation rooms and what patients were in those

          15       isolation rooms.  So that information would be handed

          16       over to bed management.

          17           Any patient who came in following that bed meeting

          18       would have to be discussed under, you know, sort of as

          19       a single patient.

          20           The information would also -- that information that

          21       had been handed over would have been passed on to

          22       whichever of the lead nurses was in attendance or in the

          23       hospital.

          24   Q.  Just as a point of clarification following upon that,

          25       you mentioned that a form had been made up to deal with
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           1       isolation; is that right?

           2   A.  Yes.

           3   Q.  Can you remember when that form was put into

           4       circulation?

           5   A.  I think it may well have been at the time of norovirus,

           6       when there was a lot of pressure upon the whole of

           7       the hospital with regard to isolation.  So that was --

           8       but I don't -- it might have been even before then,

           9       Mr MacAulay.  It might have been the back end of

          10       the year.  But I truly don't remember.

          11   Q.  We can, ourselves, look at the documentation.

          12   A.  Yes.

          13   Q.  To what extent, then, if any, did infection control

          14       contribute to decisions about isolating patients?

          15   A.  They would be aware of it.  If we were not able to

          16       isolate immediately, you know, sort of within the ward

          17       areas, they would be aware, and I'm sure that there were

          18       conversations -- they would have had a conversation with

          19       someone -- who, I don't know; I really don't know --

          20       but, yes, they would have been aware of the situation

          21       within the hospital with regard to the lack of

          22       isolation.

          23   Q.  I think the final point I have been asked to raise with

          24       you is: what steps would be taken to respond to the need

          25       for isolation where there was no single-room closed bays
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           1       available and no alternative accommodation available

           2       within the hospital?

           3   A.  If there were no single areas, as has been seen on the

           4       documentation from infection control, we would look at

           5       the ward area, we would look at what patients were in

           6       which bay, and a decision would be taken as to which

           7       area they would be moved into.

           8   Q.  I have been asked to ask, did that situation occur?

           9   A.  Frequently; yes.

          10   Q.  I'm sorry?

          11   A.  Yes, we did have those conversations, it has been shown.

          12   Q.  Just so I can be clear -- I didn't quite understand

          13       that -- when you answered "Frequently" to my question

          14       whether that situation occurred, namely, the responding

          15       to the need for isolation when there were no single

          16       rooms available, what did you mean by that, just for the

          17       purposes of clarification?

          18   A.  Yes, we would -- if we didn't have the area, then

          19       obviously our first port of call would have been

          20       a two-bedded area, because that would have had less

          21       impact on the loss of a bed, because the implication

          22       would be that the patient would go into that area and be

          23       in that area by themselves.

          24   Q.  So the reference to "frequently", then, that you

          25       answered, did that happen --
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           1   A.  Yes, it did happen.  Yes, it did happen.  I think I have

           2       already said that.

           3   Q.  Is this cohorting you are talking about?

           4   A.  No, no, no, no.  No, no.  No, I'm talking about needing

           5       isolation and not having an isolation room, but there

           6       would be occasions when a patient would be put into

           7       a two-bedded area and no other patient in that room with

           8       them.

           9   Q.  I now want to put some questions to you that I have been

          10       asked to put to you on behalf of the health board.  If

          11       I can just put this to you and then see what your

          12       response is: in recent years, there has been

          13       a reallocation of the duties of doctors and nurses with

          14       some nurses taking on some work formerly done by

          15       doctors.  So far, is that something within your

          16       experience?

          17   A.  Yes, it is.

          18   Q.  Is it possible for you to elaborate upon that?

          19   A.  Yes.  Nursing now, and for some years, really, some

          20       years, there would have been certain tasks undertaken by

          21       the FY1, who was the junior doctor, such as inserting

          22       cannulas, intravenous antibiotics, intravenous mixing of

          23       medication, and catheterising of patients, male

          24       patients, not female patients, and over time this has --

          25       you know, those tasks have moved from medical staff to
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           1       those nursing staff who were trained to do so.

           2   Q.  Just so I can be clear, Sister Fox, obviously the period

           3       we are interested in is the period January 2007

           4       to June 2008.  I am assuming that that period is

           5       included within the period covered by this particular

           6       question.  So when you are looking at recent years --

           7   A.  Probably for the last seven years, Mr MacAulay.  Yes,

           8       some time.

           9   Q.  You have given some examples, I think, in your answers

          10       as to what nurses would do which, in the past, might

          11       have been done by doctors; is that right?

          12   A.  Yes.

          13   MR KINROY:  My Lord, I wonder if I might have a short

          14       adjournment to discuss a matter with my learned friend

          15       which might assist matters.  I anticipate just a few

          16       minutes being spent on that.

          17   LORD MACLEAN:  I can sit here.  By all means.

          18   MR KINROY:  Yes, my Lord.

          19                             (Pause)

          20   MR MACAULAY:  My Lord, I think I am in a position to proceed

          21       now.

          22   LORD MACLEAN:  Right.

          23   MR MACAULAY:  I think we had covered the point about nurses

          24       doing work that previously had been done by doctors.

          25       I think you said, going back, that might have been for
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           1       a period of about seven years or so; is that right?

           2   A.  Yes, it may have been longer, but, certainly, these

           3       things were at one time classed as an extended role and

           4       then they no longer were an extended role: there was an

           5       expectation that it would be -- that these tasks would

           6       be carried out by nursing.

           7   Q.  Also, is it the case, then, that in recent years some

           8       work formerly done by nurses was taken on by healthcare

           9       workers?

          10   A.  Yes, yes.  You know, there was much more -- there would

          11       be obviously, you know, far less time for the RN to be

          12       at the bedside providing the majority of care, although

          13       she would be at the bedside giving care, but, yes, there

          14       was an increased reliance upon the healthcare

          15       assistant/nursing auxiliary.

          16   Q.  In order to manage this change, previously untrained

          17       staff, healthcare assistants, were offered training,

          18       usually at SVQ levels 2, 3 and 4 to enable them to carry

          19       out activities that registered nurses used to carry out,

          20       such as dressings, venepuncture, et cetera; is that

          21       correct?

          22   A.  In some areas, I'm sure that is correct, but not --

          23       nursing as a whole, yes, I'm sure that is correct, but

          24       if we are talking about with regard to ward 6, not

          25       entirely.
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           1   Q.  I have been asked to suggest to you that this gradually

           2       evolved over a period of years as the training and

           3       release of staff was time-consuming and

           4       resource-intensive?

           5   A.  Yes, that would be true.

           6   Q.  It was difficult for some staff to adapt to more onerous

           7       and responsible work that was now expected of them?

           8   A.  Naturally, there would be staff who would require more

           9       support, but that is true of any area where they are now

          10       doing something that they weren't -- that they didn't

          11       start out doing.  Change has to be managed, yes.

          12   Q.  Did this, on occasions, result in staff taking on

          13       responsibilities which they were ill-equipped to do?

          14   A.  No, I would not -- I really don't think that would have

          15       been the case.  We have to -- we all have to work within

          16       our limitations, and we wouldn't be asking staff to do

          17       things which they weren't competent at doing and

          18       confident.

          19   Q.  I have been asked to put to you that this was a problem

          20       in Scotland for a period including January 2007

          21       to June 2008.

          22   A.  The pressure of work was a problem.  I cannot say that

          23       I asked any of the nursing staff within ward 6 to

          24       complete anything that they didn't know how to do.  But,

          25       yes, if we are accepting that we had an increased role,

                                            78

           1       then, yes, it would be more difficult.

           2   Q.  Now, then, in outline, after June 2008 the Leading

           3       Better Care Review resulted in senior charge nurses,

           4       formerly known as ward managers, throughout Scotland

           5       being given extended powers and duties and training in

           6       what this would require of them; is that correct?

           7   A.  That is correct, yes.

           8   Q.  I think you touched upon this earlier in your evidence.

           9   A.  Yes.

          10   Q.  That impacted upon your own position?

          11   A.  Yes.

          12   Q.  But the reason for this was, because of organisational

          13       restructuring, the power and authority of senior charge

          14       nurses and ward managers had been quite materially

          15       eroded; is that right?

          16   A.  I was never aware of not being allowed to make

          17       suggestions, to have discussions.  I don't know about --

          18       oh.  The power for certain things was never ours; you

          19       know, we had a hierarchy, and -- what I can be -- I can

          20       be more definite with regard to the impact that the

          21       senior charge nurse Leading Better Care Review has

          22       created across the board.

          23           We were seen to be responsible in the areas that we

          24       were working, but I don't know that we felt empowered

          25       before then, Mr MacAulay; I have to say that.
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           1   Q.  I think what has been suggested --

           2   A.  I'm sorry.

           3   Q.  -- is that there had been, and this is a quote from the

           4       Leading Better Care Review, "a shift away from the focus

           5       of providing clinical coordination and managing patient

           6       care in their areas of clinical responsibility".

           7   A.  Yes.  You know, we had -- we were given the payroll to

           8       do, yes, there were things which defaulted to nursing,

           9       yes.

          10   Q.  The purpose of implementing the Leading Better Care

          11       Review was to make senior charge nurses/ward leaders,

          12       accountable for the ward or clinical area of which they

          13       had charge; is that correct?

          14   A.  That was one of the tasks, yes.

          15   Q.  And to give them the authority they needed for that

          16       purpose?

          17   A.  Yes.

          18   Q.  The aim of the senior charge nurse review was:

          19           "To create a modern clinical leadership role to

          20       enable frontline senior charge nurses to maximise their

          21       contribution to delivering safe and effective care by

          22       developing their leadership capacity and capability."

          23           That is quite a mouthful, but is that how you saw

          24       it?

          25   A.  Yes, yes.
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           1   Q.  In particular, senior charge nurses were to be role

           2       models for their teams and to be visible in the ward or

           3       clinical area; is that right?

           4   A.  Yes, that is what the intention is, yes.

           5   Q.  They were also to have a daily conversation with each

           6       patient, every patient, and to talk regularly to carers

           7       and relatives?

           8   A.  Yes.

           9   Q.  In addition, they were to be empowered to challenge

          10       other professionals in the ward, including visiting

          11       consultants, for example, by ensuring that they washed

          12       their hands on entry to the ward and between patients?

          13   A.  Yes.  Mr MacAulay, we did do that.  There were lots of

          14       those things that we did already do.

          15   Q.  You were doing that already?

          16   A.  Yes.

          17   Q.  Was this emphasised by the Leading Better Care Review?

          18   A.  Yes.

          19   Q.  Some of the broader, hospital-wide management roles,

          20       such as bed management for the hospital and bleep

          21       holding, were taken from senior charge nurses/ward

          22       managers to allow them time to carry out these new

          23       functions?

          24   A.  Well, at the Vale we continued to be page holders, we

          25       continued to be site controllers, but we did have a bed
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           1       management, so that would be -- I think the inference

           2       was that there would no longer be a need for the senior

           3       charge nurses to be doing that, but the reality is that

           4       we still do do that at the Vale, but that is -- it is

           5       not during our work -- it is not during our working

           6       practice day.

           7   Q.  Sorry, can I just understand that?

           8   A.  I'm sorry.

           9   Q.  My understanding of the thrust of the proposition I have

          10       been putting to you is that, because a number of

          11       management-type functions had been taken away from

          12       senior charge nurses, that allowed them time to carry

          13       out their new functions.  What are you saying about what

          14       was happening in the Vale, in fact?

          15   A.  In fact, at the Vale, the band 7s still do bed

          16       management between 4.30 and 8 o'clock on particular days

          17       of the week.

          18   Q.  So that is something you still do?

          19   A.  Yes, we are at present; yes.

          20   Q.  What about bleep holdings, which is one of the other

          21       examples?

          22   A.  That is the same thing, sorry, Mr MacAulay.

          23   Q.  That is the same thing?

          24   A.  Sorry, yes, at the Vale that is the same thing.

          25   Q.  I have also been asked to put to you that: senior charge
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           1       nurses were to be held accountable for the quality of

           2       nursing care delivered in their clinical area, and

           3       authority they had lost over previous years was to be

           4       restored?

           5   A.  Yes.

           6   Q.  Can I just put that to you again: senior charge nurses

           7       were to be held accountable for the quality of nursing

           8       care delivered in their clinical area, and authority

           9       they had lost over previous years was to be restored?

          10   A.  Yes.

          11   Q.  Is that right?

          12   A.  That is now what is stated within the senior charge

          13       nurse review; yes.

          14   Q.  The implication there is that authority that had been

          15       lost over previous years -- well, it is explicit, in

          16       fact -- was to be restored?

          17   A.  It is.

          18   Q.  So had authority been lost over previous years?

          19   A.  Authority -- there was no doubt in any of the wards who

          20       was the nurse in charge, so we would have been

          21       responsible, we would have been held accountable, even

          22       before the senior charge nurse review.

          23   Q.  I have been asked to ask you this specifically: how have

          24       the Leading Better Care and Releasing Time to Care

          25       Reviews affected the way you do your work?
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           1   A.  Personally, in the ward that I'm working now and,

           2       indeed, even in ward 6 at the time, I no longer had

           3       a caseload, we had a tremendous amount of new

           4       documentation which was rolled out, embedded, and then

           5       we started audit.

           6           I think I have already mentioned we started audit in

           7       the May of 2009, and it has had -- my role isn't the

           8       same at all now as what it was then.

           9   Q.  In particular, have these reviews affected your ability

          10       to monitor nursing performance and see patient records

          11       in the ward?

          12   A.  Yes.

          13   Q.  Does that "yes" mean it has affected your ability in

          14       that that has improved your ability?

          15   A.  Yes, yes.

          16   Q.  In 2007/2008 -- you have mentioned this -- you had

          17       a patient caseload of your own and were working

          18       alongside staff and supervising and monitoring the care

          19       that they provided.  This was something the Leading

          20       Better Care Review subsequently called for?

          21   A.  Yes.

          22   Q.  I have been asked to put this to you, and this comes

          23       from your colleague, Elizabeth Fettes --

          24   A.  Yes.

          25   Q.  -- as she describes the practical effect on her
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           1       strengthened position as an SCN, and that is senior

           2       charge nurse:

           3           "Challenging a visitor can be hard.  Visitors want

           4       to do what they want.  Some, when challenged, will refer

           5       to the Patient's Charter or patient's rights.

           6       I sometimes use the authority of my position as a senior

           7       charge nurse to ensure visitors' compliance with

           8       infection control policies."

           9           Do you share this view of the strengthened authority

          10       of the position of the SCN?

          11   A.  Yes, I do, very definitely.  We now have -- we have

          12       a very -- we are in absolutely no doubt, Mr MacAulay,

          13       what we have to do: absolutely no doubt.

          14   Q.  Would you have felt the same, or did you feel the same,

          15       when you were a ward manager before the implementation

          16       of the Leading Better Care Review?

          17   A.  Yes, I knew that -- to follow every policy every nurse

          18       had to do.  I also know that with the constraints placed

          19       upon everyone, that sometimes it couldn't be addressed

          20       all of the time.

          21   Q.  This is, I think, a separate topic: would you accept

          22       that hospitals have sometimes engendered a culture of

          23       recording, administration and meeting targets which took

          24       nurses away from direct or hands-on care of patients?

          25   A.  Yes, I suppose anything that we did that wasn't
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           1       patient-focused and patient-related took us away from

           2       the actual care giving and the patient.

           3   Q.  I'm not sure if that is --

           4   A.  Sorry.

           5   Q.  I will put the question to you again.  It may be you

           6       have answered it.  What I have been asked to put to you

           7       is whether you accept -- the question is hospitals --

           8       and perhaps we will focus on the Vale of Leven, since

           9       that is the hospital you were working in -- have

          10       sometimes engendered a culture of recording,

          11       administration and meeting targets, which took nurses

          12       away from direct or hands-on care of patients?

          13   A.  I don't know that I totally understand the question, I'm

          14       sorry.

          15   Q.  As I understand it, and it is not my question, but as

          16       I understand it -- my learned friend Mr Kinroy can

          17       correct me if I am wrong -- what is being suggested is

          18       that hospitals sometimes cultivated a culture of nurses

          19       recording, being involved in administration and meeting

          20       targets, and that culture took the nurses away from the

          21       direct or hands-on care of patients?  I understand that

          22       to be the thrust of the question.

          23   A.  If any targets were to be met, then obviously those

          24       targets would have to be met at the ward level.

          25       Anything that was in addition to what nursing is
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           1       perceived to be takes nursing away from the patient and

           2       the patient focus.

           3   Q.  What is being said here is that hospitals have sometimes

           4       cultivated a culture of things being recorded, meeting

           5       targets and, because of that, nurses were taken away

           6       from hands-on care of patients?

           7   A.  Yes.  Yes, I would have to agree.

           8   Q.  Would you accept, Sister Fox, that there is a balance to

           9       be struck between nurses spending too much time on

          10       documentation and too little on direct or hands-on

          11       patient care?

          12   A.  There has to be a balance.  The care plan, that document

          13       is a legal document.  It has to record what we do for

          14       the patients.  But in the environment that you find --

          15       that one finds oneself working in, the emphasis, if

          16       there is an issue, if there is a problem, will be on the

          17       direct patient care.

          18   Q.  Would you accept that, in addition to what we see in the

          19       notes -- and I think this is fact-specific to our

          20       cases -- there are other things that nurses are required

          21       to document and record for the purpose of audits,

          22       returns, et cetera, and all of this takes time away from

          23       the patient?

          24   A.  Yes.

          25   Q.  Would you accept that the priority for most nurses is
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           1       direct patient care and not administration?

           2   A.  Yes, I would say that.  The nurses want to do -- they

           3       want to be at the bedside, they want to be with their

           4       patients, and that is where their focus is, yes.

           5   Q.  Would you agree that it is understandable that a nurse

           6       committed to direct or hands-on care of the patient

           7       would make that patient care a priority over competing,

           8       inessential paperwork?

           9   A.  Yes, for sure; for sure, yes.

          10   Q.  Rightly or wrongly, some nurses might disagree with

          11       management about what paperwork is and is not essential?

          12   A.  Yes.

          13   Q.  I have been asked to ask you this as well: some of

          14       the record keeping in this case, in the

          15       period January 2007 to June 2008, may very properly have

          16       been by healthcare workers rather than registered

          17       nurses?

          18   A.  Not very much of it, but, yes, some of it might have

          19       been.

          20   Q.  In fact, such healthcare workers may have found it

          21       difficult to keep the records to the expected standard

          22       of registered nurses?

          23   A.  Yes, because they would have been under as much pressure

          24       as the registered nurse; yes.

          25   Q.  Healthcare workers might have been even more preoccupied
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           1       with making direct or hands-on care of the patient

           2       a priority over paperwork than might have registered

           3       nurses?

           4   A.  Yes, yes.  Certain tasks would -- you know, certain

           5       discussions would have taken place.  They would know

           6       what they would need to do.  They would be wanting to be

           7       at the bedside.

           8   Q.  Just moving on from that, you are aware, I think, that

           9       records have been criticised for the absence of

          10       documents such as stool charts, fluid balance charts,

          11       assessments and care plans such as falls risk

          12       assessments, Waterlow score charts, manual handling

          13       assessments and nutritional scoring.

          14   A.  Yes.

          15   Q.  You are aware of all that?

          16   A.  Yes.

          17   Q.  Would you accept that much of this information, where

          18       appropriate, is found in the nursing notes?

          19   A.  Yes, I do believe that we have document -- not the

          20       actual document, but the -- our observation of a patient

          21       and the assessment of the patient, I do believe is

          22       recorded in our narrative.

          23   Q.  The example I have been asked to put to you is this,

          24       that in general, though there may not be a stool chart

          25       for a particular patient, the nursing evaluation notes
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           1       do carefully record the patients' stools?

           2   A.  Yes, I believe that to be so.

           3   Q.  This is another question I have been asked to put to

           4       you: would you accept that some of the SCNs devised

           5       their own paperwork and that sometimes staff wrote the

           6       details one would find in a care plan in the narrative

           7       notes?  There seem to be two points to that question.

           8           First of all, the first point is that some of

           9       the SCNs devised their own paperwork?

          10   A.  Yes, I know that certainly -- there was a stool chart,

          11       there was a seizure chart and -- yes, they would have

          12       done, yes.

          13   Q.  I think you have answered this: sometimes staff wrote

          14       the details one would find in a care plan in the

          15       narrative notes?

          16   A.  Yes, yes.

          17   Q.  Do you accept that there is evidence in some of

          18       the notes of goals being set for patients as one would

          19       expect in a care plan, and that this, too, is often in

          20       the narrative contained in the notes?

          21   A.  Yes, I do.

          22   Q.  Do you accept that in some patients' notes there is no

          23       form for the assessment of the risk of pressure ulcers

          24       but the actual score is often documented?

          25   A.  Yes, we did that frequently; frequently.

                                            90

           1   Q.  Just to be clear -- well, I think we know that there

           2       isn't a Waterlow tool, we have gone through that.  Do

           3       you accept that in some patients' notes there is no form

           4       for the assessment of the risk of pressure ulcers?  That

           5       is the first point, I think.

           6   A.  Yes, I accept that.

           7   Q.  But the actual score is often documented; is that --

           8   A.  Yes, we did do that also.

           9   Q.  And documented the score in the notes?

          10   A.  Yes, as a problem, and that will be -- yes.

          11   Q.  I'm not sure what the thrust of the question is, but if

          12       the thrust of the question is that the actual score,

          13       that is the number -- you know how you work the Waterlow

          14       and you come out with a number and then you work out the

          15       level of risk?

          16   A.  Yes.

          17   Q.  So if I put this to you: the actual score is often

          18       documented in the records; is that the position or not?

          19   A.  I think I have already said, Mr MacAulay, that I don't

          20       know when we stopped in ward 6 doing that specifically

          21       in ward 6.  I just -- you know, I would need to go back

          22       into the notes for time before that, but I do know that

          23       in other areas there may well have been a score

          24       documented; yes.

          25   Q.  Just for clarification purposes, do you mean a number or
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           1       do you mean the level of risk?

           2   A.  What I mean is, quite often, there might have been

           3       a number and then there would have been a narrative with

           4       that number, you know, sort of what the needs were for

           5       the patient.

           6   Q.  So we'd have to look at the records to find that?

           7   A.  Yes.  Yes, we would.

           8   Q.  Do you accept that there is recording of abdominal pain

           9       or discomfort in the nursing notes?

          10   A.  Yes.

          11   Q.  Do you accept that special mattresses were readily

          12       available and well used?

          13   A.  I believe so, yes.  They were not necessarily readily

          14       available at the precise moment, but it was a very easy

          15       process to acquire one, and it should have been

          16       documented when one was acquired.

          17   Q.  Do you accept that if a patient had a special mattress,

          18       it would not necessarily have been recorded in the

          19       notes?

          20   A.  I do.  That is apparent, yes.

          21   Q.  I didn't quite catch that.

          22   A.  I'm sorry.

          23   Q.  "That is apparent"?

          24   A.  Yes, it is.

          25   Q.  From the records, that is apparent?
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           1   A.  Yes, mmm-hmm.

           2   Q.  Perhaps I should put this to you: in that event -- and

           3       that is the event of the mattress not being recorded in

           4       the notes -- do you accept that failure to record this

           5       was not poor practice, but, rather, the custom and

           6       practice in the hospital at the time?

           7   A.  Any intervention for a patient should be recorded,

           8       Mr MacAulay, so, yes, perhaps it was poor practice in

           9       the hospital at the time.

          10   Q.  So you're not accepting, then, the proposition I'm

          11       putting to you?  I will just put it to you again?

          12   A.  Yes, if you would.

          13   Q.  To see if we are on the same wavelength.  We are talking

          14       about special mattresses.  You agreed that, had

          15       a special mattress been produced, it may not necessarily

          16       have been recorded in the notes.  In that event, that

          17       being so, would you accept that failure to record this

          18       was not poor practice, but, rather, custom and practice

          19       in the hospital at the time?

          20   A.  Things become custom and practice by lack of carrying

          21       that out over a period of time, and certainly I was not

          22       aware of that everywhere that I went; you know, in many

          23       areas it would have been recorded.  I don't think it was

          24       custom and practice.

          25   Q.  Sorry?
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           1   A.  I don't believe it was custom and practice.

           2   Q.  That answers that part of the question.

           3   A.  Yes, okay.

           4   Q.  The other part of the question is: would you accept that

           5       failure to record the use of mattresses was not poor

           6       practice?

           7   A.  No, I believe it should have been recorded; yes.

           8   Q.  Would you agree that the ward nursing staff were

           9       entitled to have specialist advice in pressure damage

          10       prevention and management, if they wanted it?

          11   A.  Yes, I do.

          12   Q.  In your capacity as a tissue viability nurse, how often

          13       did you receive requests for advice from your

          14       colleagues?

          15   A.  With regard to pressure damage and how to manage that

          16       pressure damage, not very often.  I wouldn't have

          17       expected it either, unless there was a particular

          18       overriding issue, larger issue, with the patient.

          19   Q.  Were you always able to provide that specialist advice,

          20       if asked?

          21   A.  I believe so, yes.

          22   Q.  Did you ever knowingly fail to respond to such requests?

          23   A.  No, I never -- no.

          24   Q.  Can you answer this: were you ever aware of the ward

          25       nursing staff failing to ask for your advice when they
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           1       ought to have done so?

           2   A.  Yes, there were occasions when I was asked to see

           3       a patient when it would have been better had I been

           4       involved earlier.

           5   Q.  Would you agree that the ward nursing staff were

           6       entitled to have the advice of the infection control

           7       team on which patients to isolate and on how, including

           8       cohorting or barrier nursing, to do that?

           9   A.  Of course.

          10   Q.  Are you aware of the ward nursing staff ever being

          11       denied such advice?

          12   A.  Not if -- it might not have been from the infection

          13       control team in the ward area, but there was always

          14       a microbiologist that could be contacted; yes.

          15   Q.  Are you aware of the ward nursing staff failing to seek

          16       such advice when they ought to have done so?

          17   A.  I don't believe so, Mr MacAulay.  I don't believe so.

          18   Q.  Just a point of clarification: in relation to dealing

          19       with a microbiologist, would that be a microbiologist in

          20       the Royal Alexandra Hospital?

          21   A.  Yes, at that time, yes.

          22   Q.  Do you agree that the proper nursing care of a patient

          23       who has contracted C. diff infection is not a very

          24       specialised skill?

          25   A.  I'm sorry, could you repeat that again, please?  Sorry.
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           1   Q.  Certainly.  Would you agree that the proper nursing care

           2       of a patient who has contracted C. diff infection is not

           3       a very specialised skill?

           4   A.  The nursing care is as it would be for any patient

           5       presenting with those particular problems, and that

           6       would be within the remit of all RNs.

           7           With regards specifically to C. diff, as time moved

           8       on, obviously we gained more information.  We have a lot

           9       more information now than what we had then.

          10           So, yes, I'm sure now that it's included, even in

          11       universities and this type of thing, you know, through

          12       nurse training, and we have gained a lot more

          13       information with regard to the complications of C. diff.

          14   Q.  Just to come back to the question, then --

          15   MR KINROY:  Just a point of clarification -- again,

          16       something which might be missed later -- I believe at

          17       page 96, line 9, she said "That would be within the

          18       remit of all RNs", as in registered nurses.  But I may

          19       be wrong.  Page 96, line 9, "The remit of all RNs",

          20       I think.

          21   MR MACAULAY:  Can you help us on that?  The answer reads,

          22       just to pick up my learned friend Mr Kinroy's point, and

          23       that is beginning at line 7:

          24           "The nursing care is as it would be for any patient

          25       presenting with those particular problems, and that
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           1       would be within the remit of all our aims [draft

           2       transcript]."

           3           That is the way it reads.

           4   A.  Sorry, "all of our RNs".

           5   Q.  "All of our"?

           6   A.  Registered nurses.

           7   Q.  Registered nurses, thank you.

           8   LORD MACLEAN:  Can I just ask the technicians a question

           9       here?

          10            (Off-the-record discussion re transcript)

          11           Mr Kinroy, this is going to be quite laborious if we

          12       go on like this.  This team has a technique for dealing

          13       with something they are not sure about, and they listen

          14       to the tape and correct it.  What you are doing,

          15       actually, is cutting across what they are doing -- at

          16       least I think that is one way of putting it.  So I do

          17       ask you to -- I have already asked them these questions

          18       before, and I am accustomed to this from elsewhere, so

          19       could you use your interventions with care?

          20   MR KINROY:  My Lord, I very much understand the process, but

          21       my concern was, with the witness having left the

          22       building, even the tape might not reveal what had

          23       actually been said.  I was aware there was

          24       a consensus --

          25   LORD MACLEAN:  Maybe not in this case, maybe it wouldn't
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           1       have, but in those cases where you are uncertain, you

           2       can always write it down and ask them, if that is

           3       possible.

           4   MR KINROY:  Of course, I understand my Lord's concern, but

           5       I did reflect on that and made a judgment that possibly,

           6       in this exceptional case, even the tape would not reveal

           7       what had been said and it would be better to clear it

           8       with the witness.

           9   LORD MACLEAN:  I'm told there was a question mark raised in

          10       the mind of Judith, which would have been picked up by

          11       Pauline.  But never mind.

          12   MR KINROY:  My Lord, I think I am probably being

          13       overcautious.

          14   LORD MACLEAN:  Okay.

          15   MR MACAULAY:  The question that I have been asked to put to

          16       you, and I will just remind you of the question,

          17       Sister Fox, is that the proper nursing care of a patient

          18       who has contracted C. diff infection is not a very

          19       specialised skill.  Do you agree with that or not?

          20   A.  Yes, I do.  I do.  Yes, I do.

          21   Q.  Proper nursing care of a patient who has contracted

          22       C. diff infection is time-consuming; is that correct?

          23   A.  Yes, as with many patients; yes, it can be, very.

          24       I don't know that I would actually describe it as

          25       time-consuming.  It would be the time that was needed to
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           1       take care of the patient.

           2   Q.  The follow-on from that is that, if it is

           3       time-consuming, that will leave a nurse even less time

           4       for paperwork?

           5   A.  Yes, it will.

           6   Q.  Fundamentally, as far as actual nursing care of

           7       the patient is concerned, leaving aside medical

           8       treatment and infection control issues, the patient

           9       should, through the course of the illness, be kept

          10       properly hydrated and given proper nutrition?

          11   A.  Yes.

          12   Q.  The currency of the illness is judged very much by lab

          13       tests for C. diff infection and for how long the patient

          14       has or has not had loose stools?

          15   A.  That's correct, yes.

          16   Q.  In relation to stools, the criterion is, whether they

          17       are loose or not, it is not crucial to gauge degrees of

          18       looseness?

          19   A.  Oh, it -- is that the question?

          20   Q.  Yes.

          21   A.  I think it is, and certainly in C. diff, because we know

          22       that -- well, at that particular point, my understanding

          23       is that unless a stool was watery, if it had any

          24       substance to it, you know, if there was any formed stool

          25       in it, the lab didn't test for C. diff.  So, yes, it
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           1       would be very important to consider every stool that was

           2       seen.

           3   Q.  Moving on to another point: in a small ward, it is

           4       possible for staff to communicate amongst themselves,

           5       without reference to written records, which patients are

           6       suffering from C. diff?

           7   A.  Yes, that would be true.

           8   Q.  In a small ward, it is possible for staff to know,

           9       without reference to written records, which patients are

          10       suffering from C. diff?

          11   A.  Yes.

          12   Q.  And to know for how long those patients have been

          13       suffering from loose stools?

          14   A.  Yes.

          15   Q.  Just a point of clarification: would you categorise

          16       ward 6 as a small ward, as it was then, with 21 or 22

          17       beds?

          18   A.  It never felt like a small ward, Mr MacAulay.  Was it

          19       a small ward?  Even within the Vale of Leven, there were

          20       areas with larger patient population, and certainly in

          21       RAH, but it -- would I say it was a small ward?  No,

          22       I don't think it's small, but neither do I think it's as

          23       large as other areas.

          24   Q.  Would you agree that staff caring for patients with

          25       C. diff infection can be expected to know that these

                                           100

           1       patients be kept properly hydrated and given proper

           2       nutrition?

           3   A.  Yes, I would have, yes.

           4   Q.  Staff will know that there is a particular need to

           5       concentrate on hydrating patients with C. diff?

           6   A.  Yes.

           7   Q.  In essence, those patients should be encouraged to drink

           8       as much as possible?

           9   A.  Indeed.  And sometimes even with intravenous fluids;

          10       yes.

          11   Q.  Do you agree that there is little risk of overhydrating

          12       such patients?

          13   A.  Yes.  With regard to overhydration, it wouldn't just be

          14       looked at the patient, every aspect of, you know, blood

          15       results and this type of thing would be taken into

          16       account before an intravenous fluid prescription was

          17       made.  But, yes, it would be very unusual for these

          18       patients to be overhydrated.

          19   Q.  Would you say it is not difficult to detect from the

          20       appearance of the patient -- from the patient's eyes and

          21       skin condition, from the bloods taken frequently from

          22       patients suffering from C. diff -- that oral hydration

          23       is not enough and that a drip is required?

          24   A.  Yes, yes, we would know that.

          25   Q.  Are you aware of any patient being overhydrated?

                                           101

           1   A.  I am, but, Mr MacAulay, I can't remember the name.

           2       Although I remember seeing an area where there was

           3       a very positive balance, there was -- I don't remember

           4       if that was actually within ward 6 or if it was just

           5       part of the notes I was reading at the time.  I'm sorry.

           6   Q.  On the same sort of general topic, would you agree that

           7       medical staff can acquire all the information they need

           8       about the hydration of a patient suffering from C. diff

           9       without that necessarily being in the records?

          10   A.  Well, they can look at the patient, they can check blood

          11       results, they will discuss with the patients, they will

          12       see the available documentation.  I would think that

          13       they would make their decisions based on the whole of

          14       the patient.  I don't know.  Mr MacAulay, I can't

          15       remember your question, I'm sorry.

          16   Q.  I'm sorry?

          17   A.  I don't remember the question, I'm sorry.

          18   Q.  I was going to invite your Lordship to have a short

          19       break at this point, because it is quite, I think,

          20       tiring for the witness?

          21   LORD MACLEAN:  Do you have quite a few more questions?

          22   MR MACAULAY:  A few more questions.  It will also give me

          23       the opportunity of discussing with our witness liaison

          24       officer the state of play with the other witnesses.

          25   LORD MACLEAN:  Very well.
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           1   A.  I'm sorry.

           2   (2.40 pm)

           3                         (A short break)

           4   (3.00 pm)

           5   MR MACAULAY:  You will be pleased to hear, Sister Fox, that

           6       we are moving into the home straight, so we have a few

           7       more questions to ask you on behalf of the health board.

           8           The first is this, that it is not easy to keep

           9       a proper fluid balance chart in the case of an elderly

          10       patient suffering from C. diff; is that correct?

          11   A.  Yes.

          12   Q.  It is much easier to keep proper fluid balance charts in

          13       an acute care unit, especially if the patient is on

          14       a drip and catheterised?

          15   A.  Yes, yes.

          16   Q.  Fluid intake can be difficult to gauge if relatives

          17       assist with this?

          18   A.  Yes.

          19   Q.  Fluid loss by vomiting and diarrhoea is very difficult

          20       to gauge?

          21   A.  It can be, yes.

          22   Q.  In relation to DNAR, DNAR decisions are ultimately

          23       decisions for the clinical judgment of the medical

          24       staff, although the views of patients and relatives

          25       should be taken into account where possible?
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           1   A.  Yes.

           2   Q.  Would you agree that there is no requirement on the

           3       medical staff to seek the views of the nursing staff?

           4   A.  No, I think they should seek the view.  I think

           5       everyone's view should be sought.  However, it is the --

           6       the decision is taken by the consultant.

           7   Q.  But it is important, would you agree, that the nursing

           8       staff know that a decision has been made not to

           9       resuscitate?

          10   A.  Yes.

          11   Q.  In a small ward, it is possible for nursing staff to

          12       know, without reference to written records, that a DNAR

          13       decision has been made?

          14   A.  Yes, and it would be on the handover.

          15   MR KINROY:  My Lord, I wonder if I might invite my learned

          16       friend to innovate slightly?  The premise of

          17       the question had been this would be accepted as a small

          18       ward.  We know that is not the case.  I wonder if my

          19       learned friend might tailor these questions now with

          20       reference to this witness's ward 6?  I don't have any

          21       criticism of him not doing so before now.

          22   MR MACAULAY:  I'm quite happy to take that on board.

          23           If we put this in the context of ward 6, which you

          24       have described to us would not be described as a small

          25       ward, it is still possible for nursing staff to know,
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           1       without reference to written records, that a DNAR

           2       decision has been made?

           3   A.  Yes.

           4   Q.  In fact, when an emergency occurs, it is crucial at that

           5       stage for the nursing staff to know, without reference

           6       to written records, that a DNAR decision has been made?

           7   A.  Yes.

           8   Q.  Would you agree that information about the state of

           9       health and needs of individual patients would be

          10       communicated to staff during handovers or by general

          11       word of mouth and on the notice board on the ward?

          12   A.  Not on the notice board on the ward, no; but, yes,

          13       definitely within a handover and discussion at ward

          14       rounds, yes.

          15   Q.  Would you agree that there may have been good

          16       communication between and among the nursing staff and

          17       others caring for the patients, for example, at ward

          18       rounds, multidisciplinary team meetings and shift

          19       handovers, without that necessarily being recorded in

          20       the nursing notes?

          21   A.  Yes, I do know this.

          22   Q.  Would you accept that in ward 6, where the staff know

          23       the patients, that may be an effective way of

          24       communicating significant issues?

          25   A.  Yes.
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           1   Q.  In this case, in the case of this and other patients,

           2       there may have been liaison with medical staff and other

           3       healthcare professionals and relatives which has gone

           4       unrecorded?

           5   A.  Would you repeat that, Mr MacAulay?  I'm sorry.

           6   Q.  Yes.  Against that background, if I can put it that way,

           7       there may have been liaison with medical staff and other

           8       healthcare professionals and relatives which has gone

           9       unrecorded in the records?

          10   A.  Yes, definitely.

          11   Q.  If I can just clarify a couple of questions that have

          12       been premised under reference to a small ward, I asked

          13       you before this question, and I will just put it in the

          14       context of ward 6: in ward 6 at the relevant time, would

          15       you agree it was possible for staff to communicate

          16       amongst themselves without reference to written records

          17       which patients were suffering from C. diff infection?

          18   A.  Yes, we would know.

          19   Q.  Similarly, then, would you agree it was possible for

          20       staff to know, without reference to the written records,

          21       which patients were suffering from C. diff and to know

          22       how long those patients had been suffering from loose

          23       stools?

          24   A.  Yes, I would.  Yes.

          25   Q.  Can I ask you this, that if a bed was added to any of
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           1       the rooms, for example, room 17 that we have looked at

           2       on a number of occasions, in ward 6, that only took the

           3       room up to the complement of beds it was designed for;

           4       is that right?

           5   A.  Yes.  Previously, there had been three beds in that

           6       room; yes.

           7   Q.  Do you agree that there were never more beds in the room

           8       than there were bedheads to accommodate them?

           9   A.  Yes, I do.

          10   Q.  Generally, did the cleaning staff do their work outwith

          11       visiting hours?

          12   A.  Always, yes.

          13   Q.  Are you aware of any case, Sister Fox, where a patient

          14       suffering from C. diff illness did not get the care he

          15       or she -- well, I think in your case it would be she, of

          16       course -- needed?

          17   A.  No, I'm not.  I'm not.

          18   Q.  If you had suspected that there was a patient not

          19       getting the care she needed for C. diff illness, what

          20       would you have done?

          21   A.  I would have addressed it.  I would have addressed the

          22       individual aspects of the care not being given.  I would

          23       have discussed it with the nursing staff and I would

          24       have ensured that the care was given, by giving -- by

          25       offering an explanation.  You know -- yeah.  I would
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           1       have offered explanations as to why what needed to be

           2       done had to be done.

           3   Q.  It is suggested that there was a norovirus outbreak

           4       in November 2007, and we know there was

           5       in December 2007, I think that should be, and that led

           6       to wards being closed.  So far as you are aware, were

           7       the requirements of the infection control manual

           8       followed during the norovirus outbreak?

           9   A.  Yes, there was input from the infection control team and

          10       everything that I would have expected happened.

          11   Q.  Perhaps that answers the next question, but so far as

          12       you're aware, the infection control team functioned

          13       properly during the norovirus outbreak?

          14   A.  Yes.

          15   Q.  Some supplementary questions: on the basis of

          16       the records alone, it has been suggested that

          17       Helen O'Neill and Jean Murray attended the wards

          18       infrequently.  Was that your own experience?

          19   A.  I'm sorry, was that "infrequently"?

          20   Q.  Infrequently, yes.

          21   A.  Infrequently.  No, I would say that Helen O'Neill was in

          22       evidence a fair amount of the time.  I can't say

          23       necessarily every day, but, yes, we did see

          24       Helen O'Neill.  Jean Murray was not frequently seen.

          25   Q.  Are you able to say whether there was a general practice
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           1       aimed at keeping patients suffering from C. diff

           2       infection adequately hydrated?

           3   A.  Yes -- yes, I would.

           4   Q.  If so, what was that practice?

           5   A.  We would try to -- we would positively encourage the

           6       patient to drink.  Instruction would be given throughout

           7       the whole of the team that the patient had to drink.  We

           8       would speak to relatives about encouraging fluids and,

           9       when required, we would discuss with medical staff the

          10       need for intravenous fluids.

          11   Q.  I have also been asked to put some questions to you that

          12       have arisen out of the evidence that you have given to

          13       the Inquiry.  You may remember being asked by me some

          14       questions about the sisters' meeting minutes that I put

          15       to you.

          16   A.  Yes.

          17   Q.  One point I have been asked to raise with you is this:

          18       can you be sure that it was at the meeting of

          19       24 April 2008 that you saw data for ward 6 on an SPC

          20       chart, that's a statistical progress chart?

          21   A.  I am sure that was the day that we -- really, I am sure

          22       that that was the day that these were produced.

          23   Q.  I have been asked to ask you whether it may not have

          24       been some time later.

          25   A.  No, I don't -- I truly don't believe so, Mr MacAulay.
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           1       I am convinced that it was on the 24th.

           2   Q.  Last Thursday, there was a passage of evidence that you

           3       gave as follows, and I have to read this to you, so if

           4       you can just pay attention to it:

           5           "Question:  Did it occur to you, and indeed your

           6       colleagues, at that time, that there may indeed have

           7       been a problem with C. diff, such as an outbreak, having

           8       looked at the charts?

           9           "Answer:  No, Mr MacAulay, we didn't, because any

          10       discussion we had with regard to C. diff, part of that

          11       discussion would be that these cases could be

          12       explained."

          13   A.  Yes.

          14   Q.  That is what you said.

          15   A.  Sorry.

          16   Q.  Then I followed it up by saying:

          17           "Question:  Can you perhaps elaborate upon what you

          18       mean by that?

          19           "Answer:  It would be looking at the amount of

          20       antibiotic that the patient had been on.  Therefore,

          21       they wouldn't have -- yes.  When this was said to me --

          22       and it was said to me, 'These cases can be explained' --

          23       we were looking at a patient who had had multiple

          24       courses of antibiotics, either completed or partially

          25       completed, and I can't -- what I would say is the result
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           1       was not unexpected."

           2           I have been asked to ask you what you meant by "When

           3       this was said to me -- and it was said to me, 'These

           4       cases can be explained' ..."

           5           Do you understand the question?

           6   A.  I do.  At the time of the discussion, we were looking at

           7       those patients who had had antibiotics, so I suppose the

           8       inference was, because of this antibiotic use, the

           9       organism of C. diff took over the bowel, you know.

          10       Because we'd had -- because a lot of antibiotic had been

          11       used and, in particular, probably the type of antibiotic

          12       used, that this could be the reason for C. diff being

          13       apparent now.

          14   Q.  So is that what you meant when you made that comment?

          15   A.  Yes.  Yes, I did.  That's what I meant.

          16   MR PEOPLES:  My Lord, I wonder, to follow on that last

          17       answer, could the witness actually indicate who it was

          18       who said the cases could be explained in this way?

          19   MR MACAULAY:  There is a follow-up question, there,

          20       Sister Fox: can you answer that?

          21   A.  Yes, it was with Helen O'Neill that I had that

          22       conversation, yes.

          23   Q.  Moving on to the subject of isolation that we have

          24       looked at over the last few days, I have to put to you

          25       that, generally, in your evidence, when you referred to
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           1       "isolation", you have meant putting the patient in

           2       a single room for the purpose of isolating her; is that

           3       correct?

           4   A.  Yes, that is correct.

           5   Q.  When it was not possible to isolate a patient, were

           6       other precautions against cross-infection taken?

           7   A.  Yes.

           8   Q.  If so, what were they?

           9   A.  If the patient had to be isolated, we would -- and they

          10       weren't in an isolation room and so we needed to give

          11       special precautions, we would have a bed table.  On the

          12       bed table there would be gloves, there would be an

          13       apron -- well, boxes of -- a box of aprons and -- a roll

          14       of aprons, sorry.  There would be an orange bag.  The

          15       patient would have their own commode.  If at all

          16       possible, we would use a screen to show that there was

          17       a very definite -- you know, that there was something

          18       happening behind there, and obviously all of the other

          19       staff -- the staff within the ward area would know that

          20       this is what we were doing.

          21   Q.  As far as you are aware, Sister Fox, was there ever

          22       a case on ward 6 when no precautions against

          23       cross-infection were taken in regard to a patient

          24       suffering from loose stools or had tested positive for

          25       C. diff?
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           1           There are two parts to that.  I will put it to you

           2       again.  It wasn't well put.

           3           So far as you are aware, was there ever a case on

           4       ward 6 when no precautions against cross-infection were

           5       taken in regard to a patient suffering from loose

           6       stools?

           7   A.  No, I don't believe so.

           8   Q.  Similarly, was there ever a case in ward 6 when no

           9       precautions against cross-infection were taken in regard

          10       to a patient who had tested positive for C. diff?

          11   A.  Absolutely not.

          12   Q.  The final question I have been asked to put to you,

          13       I think, is this: do you think it likely that, even if

          14       you have no personal knowledge of it, there was ever

          15       a case on ward 6 where no precautions against

          16       cross-infection were taken in regard to a patient

          17       suffering from loose stools or who had tested positive

          18       for C. diff?

          19   A.  No, I don't believe that.

          20   Q.  One final point I want to raise with you myself, and it

          21       really comes back to the walk around that took place on,

          22       I think, 27 May 2008 after a problem had been discussed.

          23       Did you, as the ward sister, get any feedback following

          24       upon the walk round that took place?

          25   A.  Yes, yes.  There was -- at the time, there was a lot of
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           1       discussion with lots of people, and, yes, I did receive

           2       feedback.

           3   Q.  In particular, did you get any particular feedback in

           4       relation to infection control?

           5   A.  Yes, it was discussed with regard to the need for more

           6       hand basins in the room areas and, also, I believe as

           7       well that storage would have been discussed.

           8   Q.  Anything else in relation to infection control that you

           9       can remember?

          10   A.  For that particular walk round, I don't know,

          11       Mr MacAulay, because we had a lot of walk -- really,

          12       there were lots and lots of people came to visit, but

          13       I do know that it was at this point that there was a lot

          14       of discussion with regard to the bed placements within

          15       the bay areas, you know, and I think -- I think I am

          16       right in saying that I don't really believe that I was

          17       aware that there was a 2.7 rule, you know --

          18   Q.  Here you are talking about how close beds are together?

          19   A.  Yes.

          20   Q.  I think you discovered, as you put it, that there was

          21       a rule or policy that beds should not be closer than

          22       2.7 --

          23   A.  Yes, from middle to middle.

          24   Q.  -- metres; is that right?

          25   A.  Yes.
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           1   Q.  So there was some discussion about that.  Did that

           2       impact upon the placement of beds subsequently?

           3   A.  Absolutely.  Yes.

           4   Q.  Anything else that was -- looking particularly to the

           5       immediate feedback from the walk round, was there

           6       anything else that was put to you?

           7   A.  I'm sorry, I don't remember.

           8   Q.  No.

           9   A.  They were the things which all, you know, sort of --

          10       which are definitely there in my memory, yes.

          11   Q.  Sister Fox, you have had a long session in the witness

          12       box.  Is there anything else you would like to say to

          13       the Inquiry in order to assist the Inquiry in its

          14       deliberations?

          15   A.  Mr MacAulay, I am exhausted, and all I know is that

          16       I didn't work with anybody -- and I'm not just talking

          17       about my ward staff now, I'm talking about the people

          18       within the hospital who worked at the Vale of Leven --

          19       who didn't care about the Vale of Leven and what they

          20       did and how we were.  I don't suppose that helps the

          21       Inquiry at all, and --

          22   Q.  Before you move on --

          23   A.  If I may say, if I can just say that now the

          24       Vale of Leven is the safest hospital, I believe, in the

          25       United Kingdom.  All of the things that have happened,
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           1       all of the changes that have been -- all of -- you know,

           2       all of the changes that have occurred have obviously had

           3       a massive impact.  But I'm sorry.

           4   Q.  I was going to ask you if you are able to clarify or

           5       elaborate upon what you mean by saying:

           6           "Answer:  ... I'm talking about the people within

           7       the hospital who worked at the Vale of Leven -- who

           8       didn't care about the Vale of Leven and what they did

           9       and how we were ..."

          10           What do you have in mind there?

          11   A.  I suppose that was an emotional response.  We felt --

          12       I have to say, Mr MacAulay, you know, we did feel as if

          13       we weren't necessarily part of a bigger picture, that

          14       there were -- because the function of the Vale had been

          15       looked at for such a long time, and that started with

          16       the anaesthetic review, when the decision was taken --

          17       well, when we had to look at what would happen to the

          18       Vale services once the anaesthetics left, and that was

          19       the start of it, we just felt, rightly or wrongly, that

          20       there wasn't any investment and it didn't matter how

          21       many times we said a thing, it wasn't necessarily

          22       carried through.  I know that this is how certainly my

          23       colleagues and my staff felt; you know, we just had to

          24       do the very best that we could, which is what we tried

          25       to do on a daily basis, and eventually decisions would
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           1       be taken and eventually we would hear what was going to

           2       happen and that is indeed what happened.  That is indeed

           3       what happened.

           4           I'm not blaming anybody at all.  I'm not blaming

           5       anybody at all; just it was the -- it was the time and

           6       all of the services throughout Greater Glasgow were

           7       being looked at, and I suppose these things take time,

           8       decisions have to be made.

           9   Q.  Is there anything else you would like to say, then,

          10       Sister Fox?

          11   A.  I'm sorry, there isn't.

          12   MR MACAULAY:  Thank you for your time.

          13   MR KINROY:  My Lord, I would like to ask one brief question.

          14   LORD MACLEAN:  Why?

          15   MR KINROY:  Following that up, on the question of

          16       the perception of the staff about the way in which

          17       change and restructuring took place.

          18   LORD MACLEAN:  Very well.

          19   MR KINROY:  My Lord, through my learned friend, it is this:

          20       would Sister Fox accept that there may have been complex

          21       reasons of policy and economics why the course of change

          22       at the Vale of Leven took the form it did?

          23   LORD MACLEAN:  I'm not quite sure, Mr Kinroy.  Are you

          24       wishing Mr MacAulay to pick that up or is that

          25       a question you are putting through him to the witness?
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           1   MR KINROY:  Well, really, my Lord, it is a question I am

           2       putting through him to the witness.  I accept the form

           3       of this Inquiry.

           4   LORD MACLEAN:  Do you understand the question?

           5   A.  Yes, I think -- I believe I do, Lord MacLean.

           6   LORD MACLEAN:  Okay.

           7   A.  I believe that, initially, changes had to occur because

           8       we were going to lose anaesthetics.  However, I have no

           9       doubt that the decisions will have been taken looking at

          10       how much money there was, what the budget was.  Yes,

          11       yes, I'm sure there were budgetary constraints.

          12   LORD MACLEAN:  So would you agree with the question, that

          13       there were complex reasons of policy and economics --

          14   A.  Yes, I do.

          15   LORD MACLEAN:  -- why the course of change in the

          16       Vale of Leven took the form it did?

          17   A.  Yes, I do.

          18   MR MACAULAY:  My Lord, that is the end of this witness's

          19       evidence.

          20   LORD MACLEAN:  Thank you very much, indeed, Sister Fox.

          21       I realise that it has been a pretty arduous time that

          22       you have spent here, and quite a long time, and perhaps

          23       longer than you had expected.  But the answers that you

          24       have given in evidence have been looked at with great

          25       interest and will be considered in due course.  So thank
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           1       you very much for coming.

           2   A.  Thank you very much, Lord MacLean.  Thank you.

           3                      (The witness withdrew)

           4   LORD MACLEAN:  Do you want to proceed?

           5   MR MACAULAY:  No, my Lord.  Standing the time this has

           6       taken, I decided that it would be better to put back the

           7       witness I had planned to lead.

           8   LORD MACLEAN:  So we will rise now?

           9   MR MACAULAY:  We will rise now and come back tomorrow

          10       morning for 10 o'clock.

          11   (3.30 pm)

          12                 (The hearing was adjourned until

          13             Wednesday, 31 August 2011 at 10.00 am)
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