NOTE for GREATER GLASGOW HEALTH BOARD in THE VALE OF LEVEN PUBLIC INQUIRY re. THE EVIDENCE OF WILLIAM EVANS
1.
In recent years there has been a re-allocation of the duties of doctors and nurses, with some nurses taking on some work formerly done by doctors? And some work formerly done by nurses has been taken on by Health Care Assistants?

In order to manage this change, previously untrained staff (Healthcare Assistants) were offered training (usually at SVQ levels 2,3 and 4) to enable them to carry out activities that registered nurses used to carry out such as dressings, venepuncture etc?

This gradually evolved over a period of years as the training and release of staff was time consuming and resource intensive?

It was difficult for some staff to adapt to more onerous and responsible work that was now expected of them?

On occasions this resulted in staff taking on responsibilities which they were ill-equipped to do?

This was a problem in Scotland for a period including January 2007 – June 2008?

I am aware that nurses have taken on extended roles and duties traditionally the remit of doctors. I am also aware that untrained staff have received training to enable them to take on duties previously undertaken by trained nurses.

This has evolved over the years and with a change of that magnitude there are inevitably resource implications which have to be managed appropriately.

I do not know of the difficulties which some staff may have had adapting to this change.

Staff should not have taken on responsibilities they were not equipped to do. The individual has a personal responsibility to alert the line manager of this and the manager and organisation have a responsibility to ensure that staff are well equipped for any new responsibilities.

I do not know if this was a problem in Scotland for a period including January 2007 – June 2008.

2.
By 2007 onwards, as a result of the Shifting the Balance of Care review all small hospitals in Scotland were admitting patients, who in the past, would have gone to larger, more acute hospitals? Management of such patients in 2007-2008 was unfamiliar to many of the nurses who had been at the VOL for some years?

Shifting the Balance of Care (SBC) is a term used to describe change at a number of levels:

Shifting the focus of care 

Shifting the location of care 

Changing roles and responsibilities 

I am not aware of all small hospitals taking patients who would previously have appropriately gone to larger, more acute hospitals. The overall safety of patients is still optimal despite SBC.

I could see nothing in the management of the 10 patients that I reviewed that would be unfamiliar to many of the nurses who had been at VOL for some years.

There were also patients who were transferred from VOL to RAH for specialist interventions that they required.
3.
What does he know about the “Leading Better Care” review in Scotland?

In outline, after June 2008 the “Leading Better Care” review resulted in senior charge nurses (formerly known as ward managers) throughout Scotland being given extended powers and duties – and training in what this would require of them?

The reason for this was, because of organisational re-structuring, the power and authority of senior charge nurses/ward managers had been quite materially eroded? There had been “a shift away from the focus of providing clinical coordination and managing patient care in their areas of clinical responsibility” [Leading Better Care, p4].

The purpose of implementing the “Leading Better Care” review was to make Senior Charge Nurses (SCNs) ward leaders accountable for the ward or clinical area of which they had charge? And to give them the authority they needed for that purpose? The aim of the SCN Review was “to create a modern clinical leadership role to enable frontline senior charge nurses to maximise their contribution to delivering safe and effective care by developing their leadership capacity and capability.” [Leading Better Care, p4]

Senior Charge Nurses were to be role models for their teams and to be visible in the ward or clinical area? They were also to have a daily conversation with every patient and to talk regularly to carers and relatives? In addition they were to be empowered to challenge other professionals in the ward - including visiting Consultants – for example, by ensuring that they washed their hands on entry to the ward and between patients?

Some of the broader hospital-wide ‘management’ roles (such as bed management for the hospital, bleep holding etc) were taken from senior charge nurses/ward managers to allow them time to carry out these new functions?

There was a decision at this time (taken by Paul Martin, Chief Nursing Officer, SGHD in consultation with the then Board Nurse Directors) not to reintroduce Matrons in Scotland? This was because the introduction of Matrons in England was not seen as a success?

Senior charge nurses were to be held accountable for the quality of nursing care delivered in their clinical area, and authority they had lost over previous years was to be restored?

When the new national uniform was launched in 2009 the SCNs were the only group permitted to wear the navy tunic and trousers so that they would stand out from all other staff?

Two preparatory 6 month projects were carried out: The Senior Charge Nurse (SCN) Review and the Clinical Quality Indicator (CQI) project.

The “Leading Better Care” review was launched in July 2008. It recognised the pivotal role of the SCN in their ward/department.

The Education and Development Framework for SCNs was published shortly after the launch of Leading Better Care. This was to ensure that SCNs had the necessary knowledge and skills for the new role and these were to be standardised across NHSScotland.

The report recognised that management structures had changed and that SCNs roles and responsibilities had changed. However,+ this role varied across NHSScotland.

For some SCNs this meant that the focus of their role had shifted. 

Charge nurses have always been accountable for the ward or clinical area they are in charge of. 

Leading Better Care aimed to value and modernise the SCN role and maximise their input by developing them via a standardised development programme. 

The SCN would ensure that clinical practice was safe and effective, the patient experience was enhanced and the ward/department team was appropriately managed and developed to ensure optimal performance. 

SCNs were to be role models that would influence the performance of their team and be visible, identifiable, accessible and approachable. 

They were the only member of the ward nursing team permitted to wear the navy tunic and trousers.

They should communicate regularly with patients, relatives and carers.

They were empowered to challenge other professionals some time before this also via NHS HDL (2005) 7. It reinforced and clarified nursing responsibilities in relation to the prevention and control of healthcare associated infection (HAI) and environmental cleanliness. 

Some of the broader hospital-wide “management” roles were taken from senior charge nurses/ward managers. For example, by the creation of bed management teams.

With regard to matrons, my understanding is that that as far back as June 2005 it was announced by Andy Kerr, the then Health Minister, that matrons would not be reintroduced into Scotland as he did not see matrons as a modern way forward.

Paul Martin agreed and said that they were looking to solutions from the future, not the past.
4.
Does he accept that hospitals have sometimes engendered a culture of recording, administration, and meeting targets which takes nurses away from direct (or hands-on) care of patients?

Recording, administration and meeting targets is part of the everyday life of hospitals. I do not think that the intention is to remove staff from hands on care. These activities have to be managed to ensure that this is kept to a minimum.
5.
Does he accept that there is a balance to be struck between nurses spending too much time on documentation and too little on direct (or hands-on) patient care? And does he accept that in addition to what we see in the notes, there are other things that nurses are required to document and record for the purpose of audits, returns etc. - and all of this takes time away from the patient?

Good record keeping is an essential part of nursing care. Nursing staff need to use their professional judgement to decide what is relevant and should be recorded.

Also, as the NMC Record Keeping Advice says

“Record keeping is not an optional extra to be fitted in if circumstances allow”
In addition to what we see in the notes, there are other things that nursing staff need to document. Clearly the staff who are carrying this out are not delivering hands on care at that time.

6.
Does he accept that the priority for most nurses is direct patient care and not administration?

I do not know if the priority for most nurses is direct patient care and not administration. 
Good record keeping is an essential part of nursing care. Nursing staff need to use their professional judgement to decide what is relevant and should be recorded. 

Good administration in a ward is also essential to the effective running of that ward

7.
If he does accept this, does he criticise nurses who decide not to record every intervention, especially if it was – for example providing special mattresses where necessary, or discussing patients with the Infection Control Nurse when he visited the ward - a routine or common one?

Good record keeping is an essential part of nursing care. Nursing staff need to use their professional judgement to decide what is relevant and what should be recorded. 

The fact that a mattress has been provided is something that should be recorded. If the ward staff have specific discussions with an Infection Control Nurse about patients which is advising staff and/or will affect their care, this should be documented.

8.
What is the programme known as “The Productive Ward Releasing Time to Care”?

In January 2011 the NHS Institute for Innovation and Improvement

published a paper entitled “Rapid Impact Assessment of The Productive Ward: Releasing time to care™”? 

The “Releasing Time to Care” programme is an initiative which was called “The Productive Ward” when it was previously implemented in England. 

It is a quality improvement initiative and works in tandem with “Leading Better Care.”

9.
Does he dispute the facts, findings and opinions expressed within it?

I do not dispute the facts, findings and opinions in the report “Rapid Impact Assessment of the Productive Ward: Releasing Time to Care”.

10.
Does he dispute the proposition (page 1 of the paper) that 

“This Rapid Impact Assessment shows that The Productive Ward: Releasing time to care™ delivered an increase of 41.6% in direct patient care time (increasing by 17.7% from a baseline of 42.5%). By investing that time in higher quality care, it demonstrates that the following benefits can be delivered:

· better staff satisfaction

· better patient experience

· reduced harm events (such as MRSA, C-diff, pressure ulcers and falls)

· reduced (same-diagnosis) re-admissions.”

Some parts of the Releasing Time to Care programme involve cutting out unnecessary paperwork?

I do not dispute the proposition on page 1 of the paper. If some parts of the programme involve cutting out unnecessary paperwork then that may release time. 

11.
Can he tell us how the Releasing Time to Care programme is being used in Scotland? And how it is being used in GGHB?

The Releasing Time to Care programme is being used in Scotland to empower ward teams and improve the way they work and the way they deliver care.

It helps them to identify areas for improvement, boost efficiency and yield financial benefits.

I do not know specifically how it is being used in GGHB.

12.
Is he aware that GGHB’s recent use of the Releasing Time to Care

programme has made it consider that many of its assessments, care plans, risk assessments and other nursing forms – though not the fundamental nursing evaluation notes – might be an unnecessary demand on time its nurses ought to be spending on actual direct (or hands-on) care of patients?

I am not aware of what the programme has made GGHB consider.
13.
It’s understandable that a nurse committed to direct (or hands-on) care of the patient would make that patient care a priority over completing inessential paperwork? And rightly or wrongly, some nurses might disagree with management about what paperwork is, and is not, essential?

If it was totally inessential I could understand this but I would need to know what the documentation is to assess if I thought it was inessential.
I do not know if some nurses might disagree with management about what is and is not essential.

14.
Some of the record-keeping in this case (in the period January 2007-June 2008) may, very properly, have been by Health Care Assistants, rather than by registered nurses? In fact, such Health Care Assistants may have found it difficult to keep the records to the standard expected of registered nurses?

Where a Health Care Worker is delegated the duty of record keeping, the registered nurse is accountable for ensuring that this is undertaken to a reasonable standard. The registered nurse must ensure that the Health Care Worker has the necessary knowledge and skills to perform this aspect of care and is supervised where necessary. Where the Health Care Worker is not deemed competent, the registered nurse who delegates this aspect of care must countersign any entries.

15.
Health Care Assistants might have been even more preoccupied with making direct (or hands-on) care of the patient a priority over paperwork than might have registered nurses?

I do not know if Health Care Assistants were even more preoccupied with prioritising direct care over paperwork than registered nurses might have been. I refer to the answer in Question 14.

16.
There is a very real possibility that the Releasing Time to Care

programme will persuade GGHB that some or all of the assessments, care plans, risk assessments and other documents – though not the fundamental nursing evaluation notes – seen in the records in this case should be replaced with simpler documents – or done away with entirely?

If that occurs, it would be relevant to judging the seriousness of

omissions to use, or to complete properly, some or all of the assessments, care plans, risk assessments and other documents – though not the fundamental nursing evaluation notes – seen in the medical records he has examined?

I can not see how the programme will do away with all these documents though it may replace them with simpler documents. I do not know.

The assessments and other documents in place at the time were there for a variety of reasons and purposes. 

17.
He was instructed, on the basis of the medical records alone, to provide a professional opinion on the quality generally of the nursing care provided to each of nine patients at the Vale of Leven Hospital? 

I was asked to provide a professional opinion on relevant issues regarding the nursing care provided to 10 patients in the Vale of Leven Hospital. This was based solely on the patients’ records alone.

18.
His examination of the records of ten patients has been lengthy, exhaustive and time consuming?

The time taken on each case has varied depending on the quantity of records and the complexity of the individual case. However, the examination has been detailed and in depth.

19.
Among other things he examined in the records, he looked at records of falls risk assessments, records of nutrition and hydration, records of pressure sores and tissue viability, and record’s of the patient’s condition from time to time?

I looked at all of these different types of records if they were actually within the patient records.
20.
“Clinical Quality Indicators” are indices used for auditing purposes?

Some of the Clinical Quality Indicators currently used are known as (i) Falls (ii) Food, Fluid and Nutrition (iii) Pressure Area Care/; and (iv) Monitoring and Observation of Patient Care? Or they are known by similar names?

These particular Clinical Quality Indicators are indices used for auditing the quality of nursing?

These indices were introduced in Scotland some time after June 2008? Their purpose was to “develop robust quality indicators that demonstrate the nursing and midwifery contribution to care” [Leading Better Care, p13]

In 2008-9 SGHD gave additional funding to every Board in Scotland for the education, support and monitoring of staff required to comply with these indices? This was a recognition that nationally in Scotland it had not been custom and practice for nursing staff to comply with these indices?

When these indices were introduced, NHS Boards in Scotland changed their systems of record keeping in order to collect data quite specifically to be audited by the use of these indices?

Along with the Senior Charge Nurse Review, Clinical Quality Indicators was one of the projects which was carried out before Leading Better Care was launched. This was developed in response to an Audit Scotland recommendation for the creation of nursing specific measures of the quality of clinical care.

They measure aspects of clinical care which supports nursing staff to continually monitor these aspects and improve the quality of care provided.

I am aware of the Falls, Food and Nutrition and Pressure Area Care Clinical Quality Indicators having been progressed but not the Monitoring and Observation of Patient Care one.

The plan was for implementation to commence in NHS Boards in September 2008.

I am not aware of NHS Boards changing their systems of record keeping in order to collect the specific data required by this. However, there was a web based tool developed which local teams had access to which facilitated the collection, collation and reporting of the ward data.

21.
In substance, in looking at records of falls risk assessments, records of nutrition and hydration, records of pressure sores and tissue viability, and record’s of the patient’s condition from time to time..... he was using the indices of (i) Falls (ii) Food, Fluid and Nutrition (iii) Pressure Area Care; and (iv) Monitoring and Observation of Patient Care?

I did not use these indices as I knew they were not in place at the time of the Inquiry’s remit. 

I did not refer to them at all for any of the 10 cases that I have reviewed

22.
In substance he was applying audit indices to records which were not kept for the purpose being audited by those indices?

No. See answer above.
23.
If nursing records fail an audit using the Clinical Quality Indicators of (i) Falls (ii) Food, Fluid and Nutrition (iii) Pressure Area Care; and (iv) Monitoring and Observation of Patient Care..............that means it is necessary to investigate to see whether the standards of care actually delivered are adequate?

That is why Annette Jeanes says (her 22 page summary report

EXP00680001 at p21) “A review of medical records and in particular nursing records is dependent on the information available. In this review it has not been possible to determine if the standards of care actually delivered were adequate.”

The Clinical Quality Indicators are looking at 3 aspects of nursing care.
The scoring gives compliance with each of these aspects of care. Each Indicator has a number of elements which in total give an overall compliance score. It can therefore pin point which aspects are compliant and also which are not and need addressed and improved.

I have not seen Annette Jeanes’ report.  However, clearly any conclusions or determinations made on a case is dependent on the records that are available.

24.
If anyone is going to judge whether the standard of nursing care in the Vale of Leven Hospital was generally deficient in the period January 2007- June 2008, they would need a lot more evidence than just the records of those patients who contracted CDI? Among other things, that person would want to see feedback from patients/relatives (and not just those patients who contracted CDI), audits of care, hand hygiene audits; and to know the level of complaints and type of complaint, number of recorded adverse events, and number of pressure ulcers after admission to hospital, as well as other indicators of problems such as high staff absence or turnover rates?

The records of patients who contracted CDI are a significant part of the evidence, but not the only evidence which is being considered by the Inquiry.

25.
He is aware that the Vale of Leven Hospital is very much valued by the local community and despite its age the local community would not wish it to be closed. Has he visited the hospital? What is his overall impression of the hospital and its suitability to provide NHS care? Did he see any significance in this when forming his views? If so, what was that? 

I do not know how valued the hospital is by the local community nor whether they would wish it to be closed.

I have only visited the hospital once, around 20 years ago for a course and did not visit any clinical areas and therefore can not comment on the remaining parts of the questions.

26.
Not even the current NMC Guidance “Record Keeping – Guidance for Nurses and Midwives” or the NMC Code of Conduct (2004) requires nursing records to be in a particular form? That Guidance does not require the content of the records to be set out in assessments, care plans, risk assessments and other similar documents?

As stated there is no prescribed model or template for records. 

27.
So long as it does not impede the proper discharge of a nurse’s

professional duties, a Health Board is entitled to choose the form of nursing records, and to devise documents accordingly?

Health Boards are entitled to do this and this is reflected if the differing styles of nursing records seen in different boards and at times in different hospitals within the same board.
28.
Would he accept that the system of using care plans is a tool to facilitate the proper and effective nursing of the patient?

A nursing care plan is a tool to facilitate the proper and effective nursing of the patient.

29.
Does he contend that the standards attainable by use of the care plan system are not attainable without using that system?

If the care plan is accurate, relevant, up to date, used and dynamic then I would contend that its use will positively affect the standard of care delivered.

30.
Does he accept that in the medical records he has examined there are pages for the making of normal nursing records, with various additional documents for completion by the nurse?

The records I have examined have pages for the making of nursing evaluation or progress notes with various additional documents for completion by the nurse.

31.
Does he accept that these various additional documents include all or some, in varying combinations, of the following documents:- 

An Admission Document; An Integrated Care Pathway; An Activities of Daily Living sheet; Medication documentation; A Ward round chart; A Record sheet (which includes Waterlow score and MEWS score); A DNAR sheet; A Discharge plan; A Problem care plan; An Internal patient transfer document; An Observation chart; A Waterlow scale chart; A patient alert form; A Risk form (for falls) and plan; A Moving and Handling care plan; A Bowel function record; An MRSA eradication form(s); Infusion charts; Dietary charts; Fluid balance charts; A Nutritional scoring tool chart; and a Risk chart for restless patients?

I have seen the majority of these documents within the records that I have examined in varying combinations.

32.
Does he accept that these documents, if used appropriately, are sufficient to assess, monitor and evaluate the patient and his or her condition from time to time so as to allow the patient to be nursed properly?

A moving and handling risk assessment form is not listed.
For patients with C. difficile a Bristol Stool Chart is indicated.

33.
Does he accept that which of these documents should be used will depend on the circumstances of the individual patient?

Some of these documents should be used for all patients and others will be used dependent on the specific circumstances of that individual patient.

34.
Does he accept that deciding which of these documents should be used in a particular case is a discretionary judgment to be made by the nurse – and that in making it, various factors will generally have to be taken into account?

The documents which are used dependent on the specific circumstances of the patient would be based on the discretionary judgement of the nurse and/or medical staff based on a variety of factors.

35.
Does he accept that in some cases deciding how to complete the

particular document is a discretionary judgment to be made by the nurse – and that in making it, various factors will generally have to be taken into account?

The documents should be completed fully, accurately and timeously.

36.
Does he accept that in some at least of these discretionary judgments different nurses may reach different decisions, none of them unacceptable?

Different nurses may reach different decisions but I can not say that none of them would be unacceptable.

37.
He has criticised the absence of Falls Risk Assessments, Waterlow Score Charts, Manual Handling Assessments and Nutrition Scoring? Does he accept that much of this information, where appropriate, is found in the nursing notes? For example, in general although there may not be a stool chart for a particular patient the nursing evaluation notes do carefully record the patient’s stools. Does he accept that it is wrong to assume that these assessments were not carried out (if appropriate)?

I have to disagree – much of this information is not found in the nursing notes where the charts or assessments are absent.

Where stools are recorded in the notes the descriptions can often be subjective or vague and it is not clear in a systematic, objective way what the bowel function actually is.

I have no means of knowing if these assessments were carried out if there is no documentation relating to them in the records.

38.
Does he accept that some of the SCN’s devised their own paperwork – and that sometimes staff wrote the details one would find in a Care Plan in the narrative notes?

I do not know if some of the charge nurses designed their own paperwork.

The narrative notes at times did contain details one would find in a care plan such as problems, care delivered, changes in care delivered.

Recording of this information in a care plan would ensure that this is easily identifiable in one specific place and it facilitates consistency and continuity of care. Its purpose is to tell staff what care is required for a specific patient.

39.
Does he accept that there is evidence in some of the notes of goals being set for patients as one would expect in a Care Plan - and that this too is often in the narrative contained in the notes?

I have not seen evidence of goals being set in the narrative.
40.
Does he accept that in some patients’ notes there is no form for the assessment of the risk of pressure ulcers but the actual score is often documented?

There are patients notes where there is no form for the risk of pressure ulcers but the actual score is not often separately documented.

41.
Does he accept that there is recording of abdominal pain or discomfort in the nursing notes?

There is recording of abdominal pain or discomfort in the nursing notes.
42.
Does he accept that special mattress were readily available and well used?  Does he accept that that if a patients had a special mattress it would not necessarily have been recorded in the notes? In that event, does he accept that failure to record this was not negligence or poor practice but rather custom and practice in the hospital at the time?

In general, I do not know how readily available special mattresses were or how well they were used.
If the patient had a special mattress it should have been recorded. Failure to record this is poor practice and is not in line with the Inverclyde Pressure Ulcer Protocol or the NHS QIS Best Practice Statement for Pressure ulcer Prevention.

43.
The ward nursing staff were entitled to have specialist advice in pressure damage prevention and management if they wanted it?  There is no evidence that the ward nursing staff were denied such advice, or failed to seek it when they ought to have?

The ward nursing staff were entitled to have advice from a tissue viability specialist nurse. There is no evidence that ward nursing staff were denied such advice. There is evidence that this advice was not sought when it ought to have been - based on the written notes.

44.
The ward nursing staff were entitled to have the advice of the Infection Control Team on which patients to isolate and on how to how (including by cohorting or barrier nursing) to do that? And they were entitled to rely on that advice?

The ward nursing staff were entitled to have the advice of the Infection Control Team on which patients to isolate and how to (including by cohorting) do that. 

Barrier nursing is an older term for source isolation

However they also had an Infection Control Manual to refer to for advice on such matters.

There was a loose stools and C. difficile policy.

The A-Z table in the Transmission Based Precautions policy advised staff as to what accommodation was required for specific diseases, clinical conditions or infecting agents.

45.
The proper nursing care of a patient who has contracted CDI does not require sophisticated care planning?

The proper nursing care of a patient who has contracted CDI is multi-factorial.

It involves a number of actions related to:
Correct patient placement

Appropriate infection control precautions

Documentation and information

Treatment and monitoring of its effect and disease progress.

46.
Fundamentally, as far as actual nursing care of the patient suffering from CDI is concerned (leaving aside medical treatment and infection control issues) the patient should, through the course of the illness, be kept properly hydrated and given proper nutrition?

Agreed. Proper hydration and nutrition are essential.

47.
The currency of the illness is judged very much by lab tests for CDI and for how long the patient has, or has not, had loose stools?

The lab tests confirm whether or not the patients stool is C. difficile positive.

Only liquid stools are tested for C. difficile.

The patient’s symptoms are an indicator to the progress of the infection and the response to treatment.

When the patient has passed a formed stool (Bristol Stool Chart grade 1-4) and has had no diarrhoea (Bristol Stool Chart grade 5-7) for 48 hours they are then considered to be asymptomatic. There is no “test of cure” for C. difficile.

48.
In regard to stools, the criterion is whether they are loose or not? It is not crucial to gauge degrees of looseness?

It is crucial to gauge degrees of “looseness” in a standardised, objective way using a tool such as the Bristol Stool Chart for the reasons stated above.

49.
In a small ward, it is possible for staff to communicate amongst themselves without reference to written records which patients are

suffering from CDI?

All staff should receive a handover of the patients they will be responsible for and there should be written information to back this up. This should not rely on verbal communication, listening ability and memory alone.

50.
In a small ward, it is possible for staff to know without reference to written records which patients are suffering from CDI? And to know for how long those patients have been suffering from looses stools?
All staff should receive a handover of the patients they will be responsible for and there should be written information to back this up. This should not rely on verbal communication, listening ability and memory alone.
If staff are told at the start of a shift who has CDI, they may remember but they may not. I think it is unlikely that staff will have a good enough memory and recall to remember for how long these patients have had loose stools.

That is what stool charts are for.

51.
Staff caring for patients with CDI can be expected to know that these patients be kept properly hydrated and given proper nutrition? They will know that there is a particular need to concentrate on hydrating patients with CDI? And in essence, those patients should be encouraged to drink as much as possible? There is little risk of over-hydrating such patients? It is not difficult to detect (from the appearance of the patient, from the patient’s eyes and skin condition, from the bloods taken frequently from patients suffering from CDI) that oral hydration is not enough, and that a drip is required?

Staff caring for patients with CDI should be aware of the importance of good hydration. They should be encouraged to drink as much as possible.

There is a risk of over hydrating such patients if they are on IV fluids. This can also be influenced by other patient factors such as existing cardiac failure.

For the trained eye, the signs of dehydration can be revealed in a number of ways - for example skin condition, oral condition, from the bloods taken and urine output and appearance.

52.
Medical staff can acquire all the information they need about the

hydration of a patient suffering from CDI without that necessarily being in the records?

If it is not documented, I can not see how medical staff can acquire all of the information they require. The purpose of the records is to ensure that this information is readily available to staff who may require it at any time of day or night. If it is not documented how can they then assess if it is better or worse and what was done previously regarding this.

53.
It is not easy to keep proper fluid balance charts in the case of elderly patients suffering from CDI? It is much easier to keep proper fluid balance charts in an acute care unit – especially if the patient is on a drip and catheterised? Fluid intake can be difficult to gauge if relatives assist with this? Fluid loss by vomiting and diarrhoea is very difficult to gauge?

It can be more challenging with elderly patients but not always. Where there are issues with incontinence or confused but mobile patients, output measuring can be more challenging.

Input with IV fluids can be easier to keep check of and where a patient is catheterised that can make output measurement easier too. However, this is only easier if people actually document it properly.

If relatives are properly advised in the use of fluid balance charts they can often be very capable as can some patients.

Fluid loss by diarrhoea and vomiting can be difficult to quantify if it is not collected in an appropriate receptacle.

54.
According to him, he found many examples of fluid balance charts improperly completed? That included failures to total inputs and outputs? It also must have included failures to record inputs and outputs? In the result, in many cases the fluid balance charts are an unreliable guide to inputs and outputs?

There were many examples of fluid balance charts improperly completed which included failures to total inputs and outputs. 

In many cases the fluid balance charts were an unreliable guide to inputs and outputs but that is down to the fact that they were either not completed, poorly completed, and often not totalled. 
55.
DNAR decisions are ultimately decisions for the clinical judgment of the medical staff, although the views of patients and relatives should be taken into account where possible. There is no requirement on the medical staff to seek the views of the nursing staff.

It is important that the nursing staff know that a decision has been made not to resuscitate. In a small ward, it is possible for nursing staff to know without reference to written records that a DNAR decision has been made? In fact, when an emergency occurs, it is crucial at that stage for the nursing staff to know without reference to written records that a DNAR decision has been made?

According to the NHSScotland Framework for Cardiopulmonary Resuscitation (CPR) Decisions:

The overall responsibility for making an advance decision about CPR lies with the most senior clinician assuming clinical responsibility for the patient. 

However, it states that it is wise to reach consensus with the patient, staff and relevant others.

It is important that all nursing staff know that a decision has been made not to resuscitate.

Staff can not be expected to remember which patients do and which do not have DNAR orders. Written records are there for a purpose and it is important that they are readily accessible in case of emergencies.

56.
In the case of the patients whose records he examined there may have been liaison with medical staff, other “healthcare professionals” and relatives which has gone unrecorded?

I would only be aware of any liaison taking place if it is documented in the notes. 

